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LOOK  WHOS 
USING  A CPA 

NOW 


“With  income  from 
three  sources,  my  tax 
filing  gets  complicated.” 


“We ’re  setting  up  an 
estate  plan.” 


“I’m  willing  to  change 
business  procedures 
to  cut  my  taxes.” 


“My  client  needs 
financial  advice  for  a 
divorce  settlement.” 


“My  tax  returns  are 
being  audited  and  1 
need  help.” 


“1  want  independent  advice 
for  the  clinic  and  for 
personal  finances.” 


“For  budgeting  and 
financial  forecasting  at 
the  store.” 


“To  help  me  get  a new 
equipment  loan.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 
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Government  Regulations  and  Health  Care 


Since  the  end  of  World  War  II,  physicians  have 
had  to  deal  with  an  increasing  array  of  government 
regulations.  Although  most  are  well-intentioned, 
some  have  needlessly  placed  the  burden  of  red  tape 
on  the  greatest  health  care  delivery  system  in  the 
world  — a health  care  system  of  the  utmost  quality 
with  access  for  all. 

Recently,  quality  and  access  have  taken  a back 
seat  to  attempts  by  the  federal  government  to  control 
the  costs  of  health  care.  In  fact,  this  overemphasis  on 
cost  has  inadvertently  set  in  motion  forces  that  work 
against  the  best  possible  health  care  our  nation’s 
physicians  can  provide. 

Recognizing  that  cost  is  an  important  issue,  the 
American  Medical  Association  in  1984  urged  each 
of  its  members  to  initiate  a voluntary  one-year  fee 
freeze  for  all  patients  regardless  of  their  method  of 
payment  and  to  give  special  consideration  to  the 
unemployed,  those  not  covered  by  any  type  of  health 
insurance,  and  those  covered  by  Medicare.  Despite 
this,  the  98th  Congress  took  under  consideration  a 
move  to  freeze  Medicare  reimbursement  for  physi- 
cians. 

The  House  version  of  the  bill  called  for  a one-year 
freeze  that  would  apply  to  current  charge  levels  for 
services  provided  on  an  inpatient  basis.  In  the  Sen- 
ate, another  Medicare  bill  sought  to  freeze  physician 
charges  for  all  services  provided  to  Medicare  pa- 
tients. 

Later,  a House-Senate  Conference  Committee  de- 
cided to  freeze  Medicare  reimbursement  for  physi- 
cians for  15  months  at  the  July  12,  1983  level  and 
give  physicians  until  October  1 to  decide  whether  or 
not  to  sign  a participating  agreement  to  accept 
assignment  in  100%  of  the  Medicare  cases  seen. 
Physicians  who  did  not  sign  the  participating  agree- 
ment would  risk  fines  and  possible  removal  from  the 
Medicare  program  if  they  raised  their  charges  above 
the  pattern  of  charges  for  the  second  quarter  of  1 984. 

The  battleground  then  shifted  to  the  courts  when, 
in  late  September,  the  AM  A,  along  with  the  Indiana 
State  Medical  Association  and  several  Indiana 
physicians,  filed  suit  in  Federal  Court  challenging 
the  constitutionality  of  the  Medicare  amendments. 
The  AMA  and  its  co-litigants  argue  that  the  govern- 
ment-imposed freeze  on  charges  unconstitutionally 
restricts  patients’  freedom  to  choose  their  own  doc- 
tors and  interferes  in  the  contractual  relationship  of 
Medicare  patients  with  physicians  who  do  not  accept 
assignment.  Further,  the  AMA  believes  that  the 


changes  in  the  Medicare  law  result  in  a two-tiered 
system  with  no  rational  basis  for  singling  out  part  of 
the  physician  population  for  price  controls. 

Although  the  government’s  intentions  are  good, 
the  move  could  end  up  cutting  off  access  to  care  so 
needed  by  exactly  the  population  it  is  seeking  to  help 
— the  poor  and  the  elderly. 

The  Medicare  controversy  is  only  one  example  of 
the  trend  toward  increased  government  regulatory 
interference  in  the  health  care  process.  In  recent 
years,  the  Executive  Branch,  Congress,  and  the  reg- 
ulatory agencies  affecting  health  care  have  proposed 
a host  of  measures  that  intrude  on  physicians’  pro- 
fessional judgment  and  traditional  physician-patient 
relationships. 

Some  of  the  issues  include: 

• Mandatory  DRGs  for  Physicians:  In  the  1983 
Social  Security  Act  Amendments,  Congress  at- 
tempted to  insert  a provision  that  would  have 
mandated  prospective  pricing  for  physicians’  ser- 
vices as  well  as  for  hospital  charges.  Owing  to  the 
efforts  of  the  AMA,  this  provision  never  made  it 
to  the  final  amendments.  Instead,  Congress  called 
for  a study  of  modifications  in  the  physicians’ 
reimbursement  system,  with  an  eye  toward  basing 
physician  payments  on  DRGs.  The  AMA  was 
also  the  only  health  organization  to  actively 
oppose  DRGs  for  hospital  reimbursement; 

• Mandatory  Patient  Package  Inserts:  In  a move 
that  would  have  eliminated  physician  control  over 
informing  patients  about  drug  usage,  the  Food  and 
Drug  Administration  attempted  to  require  patient 
package  inserts  at  the  point  of  drug  sale.  In  re- 
sponse, the  AMA  developed  a Patient  Medication  | 
Information  program  which  provides  physicians  ! 
with  leaflets  to  be  given  to  patients  to  assist  them  | 
in  complying  with  their  drug  regimens.  The  PMI 
program  helped  prevent  passage  of  the  FDA 
ruling; 

• Medicare  Control  of  Organ  Transplantation: 
This  legislation  would  have  given  the  Medicare 
program  power  to  determine  qualifications  for 
physicians,  facilities,  patient  selection  and  reim-  j 
bursement  conditions.  The  AMA  successfully  : 
argued  that  this  would  have  eliminated  physi-  ! 
cians’  judgment  in  determining  patient  treatment,  j 

These  are  instances  where  the  AMA  supports  the 
interest  of  all  physicians  even  though  less  than  50 
percent  of  physicians  support  the  Association  \ 
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through  AM  A membership.  Consider  how  much 
better  the  AMA  could  represent  the  profession  if  all 
physicians  joined.  Consider  too,  what  would  happen 
if  no  one  belonged. 
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CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Deadline 
is  20th  of  month  preceding  month  of  publication.  Box  num- 
bers are  available  at  no  charge.  All  advertisements  are 
accepted  subject  to  approval  by  the  Editorial  Board. 


EXCELLENT  OPPORTUNITY  for  a family  physician  exists 
in  Western  Kansas.  Small  town  solo  practice  with  a local  hospi- 
tal. Present  physician  leaving  to  return  to  teaching.  Send  person- 
al summary  for  more  information  to  Box  # 1 -0 1 86 , e/o  KANSAS 
MEDICINE,  1300  Topeka  Avenue,  Topeka  KS  66612. 
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Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
rx3t  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
. . been  assessed  by  systematic  clinical  studies.  Reassess  periodically 

usefulness  of  the  drug  for  the  Individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  \A/ithdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions. tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
e.g.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day.  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  10mg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.l.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  furction  tests  are 
recommended  during  long-term  therapy. 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS;  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS;  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

FREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  preghant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  Impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.P.  Usefulness  of  dialysis  has  not  been  determined 
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‘‘Not  too  long  ago,  if  you  were  a good  doctor. . . 
you  wouldn’t  need  a good  lawyer!” 


Times  have  changed,  haven't  they?  Malpractice  suits  are  on 
the  rise,  and  today's  physician  must  be  prepared  tor  them,  no 
matter  how  successtul  he  is  or  how  spotless  his  reputation. 

At  Medical  Detense  Insurance  Company,  we'll  tight  all 
unmerited  claims  against  you.  We  otter  protection  you  can 
count  on,  because  we're  an  organization  as  concerned  with 
the  longevity  ot  your  practice  as  you  are!  At  MDl,  we 
understand  and  appreciate  the  needs  ot  today's  physician. 
Call  us.  We'll  tell  you  more  about  malpractice  suit  protection 
that's  dependable  and  reasonable  trom  MDl. 

In  today's  world . . . today's  physician  needs  Medical  Detense 
Insurance  Company. 


VIcflical  Defense 
^ Insurance  Company 

? 


a subsidiary  ot  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


lor  information  and  rates,  contact: 
Woodsman,  Frick  8c  Innis,  Inc. 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 
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with  the  Power  of  Mid-America’s  two  million  dollar 
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• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

• We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


Have  you  ever  noticed  that 
nearly  every  time  you  get 
"free"  financial  advice,  it  costs 
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Perhaps  the  last  "free"  advice 

you  received  concerned  stocks. 
Did  they  go  up,  or  was  the 
broker  the  only  one  to  gain? 
What  about  a “free"  insurance  interview? 
Did  you  notice  how  whole  life  insurance 
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bankers  and  insurance  agents  can  all  be 
the  same.  Everyone  is  trying  to  sell  you  a 
product. 

Our  firm  is  different  because  we  sell  a 
service,  not  a product.  Objective  financial 
advice  is  the  service  we  provide  on  a 
"fee-only"  basis.  No  commissions.  We  can 
assist  you  in  identifying  what  you  want 
your  money  to  be  doing  for  you;  what 
resources  you  have  available,  and  formulate 
creative  ideas  to  meet  your  financial 
objectives.  Call  (913)  232-3266  and  we  will 
send  you  information  on  how  we  may  be 
able  to  work  with  you  to  improve  your 
financial  future. 
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SCIENTIFIC  ARTICLES 


Effects  of  Smoking  During  Pregnancy 

CRAIG  FRIESEN,  M.D.*  and  HOWARD  A.  FOX,  M.D.f,  Kansas  City,  Kansas 


Maternal  smoking  represents  a significant  pre- 
ventable cause  of  perinatal  mortality.  A recent  Insti- 
tute of  Medicine  study  found  maternal  smoking  to  be 
one  of  the  most  important  preventable  causes  of  low 
birth  weight;  the  Surgeon  General  stated  that 
“smoking  slows  fetal  growth,  doubles  the  chance  of 
low  birth  weight  and  increases  the  risk  of  stillbirth. 
Recent  studies  suggest  that  smoking  may  be  a signif- 
icant contributing  factor  in  20-40%  of  low  weight 
infants  bom  in  the  United  States  and  Canada.’’^ 

Described  here  are  physiologic  effects  of  maternal 
smoking  on  the  fetus  and  neonate  and  the  associated 
perinatal  morbidity  and  mortality. 

Effects  on  the  Fetus 

Maternal  smoking  induces  a number  of  cardiores- 
piratory changes  in  the  fetus  including  an  increase  in 
heart  rate,  a decrease  in  fetal  heart  rate  variability,  a 
clustering  of  breathing  movements,  and  an  increased 
chance  that  a non-stress  test  will  be  non-reactive  or 
positive.  These  changes  appear  to  be  due  to 
adrenergic  action  on  the  fetus  resulting  either  from  a 
direct  effect  of  nicotine  or  fetal  hypoxia.^ 

After  a single  cigarette  is  smoked,  there  is  a slow 
sustained  increase  in  maternal  carboxy-hemoglobin 
(HbCO)  level  with  the  level  rising  markedly  during 
the  first  ten  minutes  and  remaining  high  after  20 
minutes.^’  Nicotine  like  carbon  monoxide  (CO), 
readily  crosses  the  placenta.  The  nicotine  concentra- 
tion markedly  increases  by  ten  minutes,  and  by  20 
minutes  has  decreased  to  one-half  of  the  ten-minute 
level.  The  maternal  plasma  norepinephrine  and 
epinephrine  levels  begin  to  rise  within  2.5  minutes 
after  smoking  and  are  associated  with  an  increase  in 
maternal  heart  rate  and  blood  pressure  which  is  fol- 
lowed after  a five  minute  lag  by  an  increase  in  fetal 
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heart  rate.  The  maternal  systolic  and  diastolic  pres- 
sure return  to  baseline  in  ten  minutes,  and  the  mater- 
nal heart  rate  remains  elevated  after  25  minutes.^’  ^ 
Kelly  et  al  showed  that  nicotine  was  the  primary 
factor  in  the  smoking-induced  increase  in  fetal  heart 
rate,  decrease  in  fetal  heart  rate  variability,  and  al- 
terations in  breathing  movements.  These  changes 
are  shown  to  occur  in  fetuses  after  mothers  smoked 
nicotine  containing  cigarettes  but  did  not  occur  after 
smoking  nicotine-free  cigarattes.^  Significant  in- 
creases in  norepinephrine,  epinephrine,  and  their 
metabolites  were  found  in  the  amniotic  fluid  of 
smokers,  suggesting  fetal  adrenergic  activation 
since  norepinephrine  and  epinephrine  do  not  cross 
transplacentally  to  a significant  degree.^  The  fetal 
heart  rate  increase  occurs  coincident  with  the  rise  in 
nicotine  in  the  fetus  and  decreases  as  the  levels  of 
nicotine,  norepinephrine,  and  epinephrine  fall  while 
the  HbCO  level  remains  increased."^ 

Smoking  induces  a decrease  in  fetal  heart  rate 
variably  as  reflected  by  the  differential  index  and  the 
interval  index.  The  differential  index,  a measure  of 
short-term  variability,  has  been  found  to  be  a sensi- 
tive and  reliable  predictor  of  fetal  distress  in  cases  of 
suspected  placental  insufficiency  and  is  correlated 
with  the  fetal  oxygen  tension.  The  interval  index,  a 
measure  of  long-term  variability,  mainly  reflects 
acceleration  and  the  level  of  fetal  arousal.^  Both 
indices  begin  to  drop  within  five  minutes  of  smoking 
with  the  maximal  effect  seen  in  about  ten  min- 
utes.^’ ^ This  fall  has  been  shown  to  coincide  with 
the  decrease  in  intervillous  blood  flow  induced  by 
nicotine.^  Both  indices  return  to  baseline  at  approx- 
imately 20  minutes. 

Smoking  induces  a significant  increase  in  the  rate 
of  fetal  breathing  movements  with  a decrease  in  the 
short  time  variability  of  breath-to-breath  intervals. 
The  total  number  of  movements  does  not  appear  to 
change  but  breathing  movements  become  more  clus- 
tered. The  increase  in  breathing  rate  and  the  number 
of  apneic  episodes  are  both  correlated  with  the 
maternal  nicotine  level. ^ 

A non-stress  test,  which  is  the  determination  of 
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fetal  heart  rate  changes  associated  with  fetal  move- 
ments, is  an  indicator  of  fetal  well-being  and  a non- 
reactive or  positive  test  is  associated  with  fetal  com- 
promise. Phelan  et  al  performed  non-stress  tests  on 
women  classified  as  having  high-risk  pregnancies. 
They  found  positive  tests  in  20.8%  of  smokers  V5 
13.2%  of  non-smokers.  Non-stress  tests  were  also 
found  to  vary  from  week  to  week  in  smokers,  an 
effect  that  did  not  occur  in  non-smokers.  Thus  it 
appears  that  smoking  invalidates  the  test  or  at  the 
very  least  makes  its  interpretation  difficult.  It  has 
been  suggested  that  positive  test  results  may  be  due 
to  tiring  of  the  infant  because  of  repeated  stimulation 
from  maternal  smoking.’*^ 

Placental  Abnormalities 

Maternal  smoking  leads  to  significant  alterations 
in  placental  morphology.  Placentas  of  smokers  have 
been  shown  to  have  increased  frequency  of  abnor- 
mal trophoblast,  especially  nuclear  clumps  in  the 
syncytiotrophoblast.  They  have  also  been  shown  to 
have  an  increased  frequency  of  signs  of  hypoxia, 
including  decreased  intervillous  space,  buds,  nu- 
clear clumps,  ischemic  necrosis,  retroplacental 
hematomas,  infarcts,  and  abnormal  uteroplacental 
vessels.  These  signs  were  found  to  occur  in  16%  of 
the  placentas  of  smokers  6%  of  those  of 
non-smokers. ' * 

Placentas  of  smokers  have  also  been  shown  to 
have  a number  of  characteristics  of  decreased  mater- 
nal perfusion  including  obliterative  endarteritis, 
cytotrophoblastic  hyperplasia  of  villi,  and  necrosis 
of  the  decidua  basalis  at  the  margin  of  the  placenta. 
These  placentas  also  show  marked  intimal  changes 
including  degenerative  changes  of  the  endothelium 
with  subsequent  opening  of  endothelial  junctions 
and  formation  of  subendothelial  edema.  Umbilical 
artery  endothelial  cells  from  fetuses  of  smokers  have 
been  shown  to  be  significantly  less  able  to  grow  and 
reach  confluency  in  culture  and  these  cultured  cells 
have  a marked  reduction  in  their  capacity  to  produce 
prostacylin. 

Several  “indicators”  of  placental  function,  most 
notably  urinary  estroil  and  serum  human  placental 
lactogen,  have  been  shown  to  be  lower  in  pregnant 
smokers  vs  pregnant  non-smokers.^  As  smoking 
leads  to  a decrease  in  placental  weight, ' ' • it  is  not 
clear  whether  these  lower  levels  represent  poor 
placental  endocrine  function  or  are  a reflection  of  a 
smoking-induced  decrease  in  placental  weight. 

Fetal  Hypoxia 

Smoking  induces  fetal  hypoxia  primarily  by  two 


" ' ^ 
mechanisms:  (1)  an  acute  effect  on  placental  vascu- 
lature caused  by  nicotine,  and  (2)  a slower  prolonged 
increase  in  HbCO. 

Nicotine  induces  fetal  hypoxia  by  activating  the 
adrenergic  system  leading  to  vasoconstriction  and  a 
consequent  decrease  in  uterine  perfusion.  Smoking 
has  been  shown  to  cause  an  increase  in  maternal 
plasma  levels  of  norepinephrine  and  epinephrine  . 
within  2.5  minutes.  Smoking  of  one  cigarette  has 
been  shown  to  decrease  intervillous  placental  flow  ; 
which  subsequently  normalizes  during  a 15  minute 
period.’^  Both  effects  correlate  to  rises  in  maternal  ' 
blood  nicotine  levels  and  are  not  seen  when  nicotine-  ! 
free  cigarettes  are  smoked."^’  ^ 

Carbon  monoxide  readily  diffuses  across  the 
placenta  into  fetal  blood  and  fetal  CO  concentrations 
reach  higher  levels  than  that  in  maternal  blood.  A 
significant  correlation  has  been  shown  between  the 
number  of  cigarettes  smoked  per  day  by  the  mother 
and  the  maternal  and  fetal  HbCO  levels  measured  on 
admission  to  the  labor  and  delivery  unit  and  at  the 
time  of  delivery.*^  Fetal  values  were  approximately 
twice  that  of  the  mother,  and  values  at  delivery  were 
up  to  2.7  times  higher  than  maternal  values  if  the 
mother  had  smoked  within  one  hour  of  delivery. 
Based  on  these  data,  fetal  HbCO  level  would  vary 
between  7.6%  and  12.6%  throughout  intrauterine- 
life  if  the  mother  smoked  one  pack  per  day.  A 9% 
HbCO  level  has  been  shown  to  lower  the  PO2  in  the 
umbilical  vessels  equivalent  to  a 41%  reduction  in; 
fetal  blood  flow  or  fetal  hemoglobin  concen- 
tration. Thus,  CO  levels  in  the  fetus  during  mater- 
nal smoking  can  lead  to  significant  fetal  hypoxia. 
Possible  means  of  fetal  compensation  for  this  hypox- 
ic environment  could  include  an  increase  in  hemo- 
globin, an  increase  in  hemoglobin’s  affinity  for  ox- 
ygen (either  by  increasing  the  content  of  HgbF  or  by 
decreasing  2,  3-DPG  which  is  already  low),  or  am 
increase  in  flow  in  the  fetal  circulation.  A significant! 
correlation  has  been  shown  between  the  number  oft 
cigarettes  smoked  per  day  by  the  mother  and  the  fetal ' 
hemoglobin  level,  hematrocrit,  and  the  affinity  of 
the  hemoglobin  for  oxygen  as  measured  by  the  P^*^. 
However,  the  magnitude  of  the  changes  appears  to 
be  small  (0.4  torr  shift  in  P^°  and  0.5  gm/dl  increase 
in  HgB)  and  ineffective  in  terms  of  providing  ade- 
quate compensation.'^  Another  study  showed  that' 
the  fetus  is  unable  to  compensate  by  increasing  its 
circulatory  rate  as  measured  by  ultrasound.^®  i 

As  noted,  smoking  leads  to  a decreased  capacity 
of  umbilical  artery  endothelial  cells  to  produce  pros- 
tacyclin. This  endothelium  is  a major  vascular  1 
source  of  prostacyclin  which  has  a role  in  feto-  * 
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placental  circulation  due  to  its  anti-thrombotic  and 
vasodilating  properties.  Its  reduction  may  play  a role 
in  the  observed  decreased  in  perfusion  observed  with 
smoking. 

Smoking  induced  fetal  hypoxia  results  from  mul- 
tiple physiologic,  pharmacologic  and  anatomic 
mechanisms  which  may  be  additive  in  their  final 
outcome. 

Intrauterine  Growth  Retardation 

Maternal  cigarette  smoking  causes  a decrease  in 
the  growth  rate  of  the  fetus.  Published  reports  have 
shown  average  decrease  in  weight  associated  with 
maternal  smoking  ranging  from  70  grams  to  greater 
than  400  grams  with  the  average  being  approximate- 
ly 175-200  grams. After  controlling  for  a 
variety  of  maternal  factors  including  socioeconomic 
status,  smokers  have  been  found  to  produce  twice  as 
many  neonates  weighing  less  than  2500  grams,  and 
smoking  has  been  estimated  to  account  for  approx- 
imately 30%  of  all  low  birth  weight  infants. Fur- 
thermore, the  infants  of  smoking  mothers  do  not 
appear  to  exhibit  the  “catch-up  phenomenon”  of 
accelerated  postnatal  growth. 

Infants  of  smoking  mothers  are  significantly  light- 
er and  shorter  and  some  studies  have  shown  a signifi- 
cant decrease  in  head  circumference^"^  while  others 
have  not.^^  Harrison  et  al  have  shown  that  the  de- 
crease in  birth  weight  is  primarily  due  to  a reduction 
in  lean  body  mass  while  deposition  of  subcutaneous 
fat  is  relatively  unaffected.^"*  This  may  have  impor- 
tant implications  in  the  described  lack  of  catch-up 
growth. 

There  is  a clear  dose-response  between  cigarette 
smoking  of  the  mother  and  the  decrease  in  birth 
weight  in  the  newborn.  Reduction  in  birth  weight 
has  been  shown  to  be  related  to  the  number  of 
cigarettes  smoked  per  day  and  to  the  maternal  HbCO 
level  which  is  also  proportional  to  the  number  of 
cigarettes  smoked.'^  The  effect  on  birth  weight 
appears  to  be  primarily  a third  trimester  phe- 
nomenon as  smokers  giving  up  cigarettes  prior  to  the 
sixth  month  of  pregnancy  have  been  shown  to  give 
birth  to  babies  of  similar  weight  to  those  of  non- 
smokers. 

The  growth  retardation  probably  results  primarily 
from  fetal  hypoxia  and  fetal  undernutrition  resulting 
from  abnormalities  of  the  placenta.  Maternal  under- 
nutrition does  not  appear  to  be  a significant  etiologic 
factor  in  the  reduction  in  birth  weight.  Smoking  and 
non-smoking  mothers  have  been  shown  to  not  differ 
significantly  in  pregnancy  weight  gain;^"*-  energy 
or  nutrient  intake  assessed  near  the  end  of  the  third 


trimester,^*  or  in  several  parameters  of  nutrition  in- 
cluding serum  total  protein,  blood  glucose,  tri- 
glyceride concentration,  and  fatty  acid  concen- 
tration.^^ 

Congenital  Malformations 

Maternal  smoking  has  been  proposed  to  be  causal 
or  contributory  to  the  occurrence  of  a number  of 
congenital  malformations  including  anencephaly,^* 
CNS  closure  defects, congenital  heart  dis- 
ease,^"* cleft  palate  and  lip,^“’  inguinal 

hernia, strabismus, and  urogenital  anomalies.^"* 
The  differences  in  incidence  reported  in  smokers  and 
non-smokers  have  been  inconsistent  from  study  to 
study.  A clear  picture  of  the  role  of  cigarette  smoke 
as  a teratogen  has  not  emerged. 

Morbidity  and  Mortality 

In  addition  to  the  morbidity  due  to  fetal  hypoxia 
which  has  been  previously  described,  maternal 
smoking  is  associated  with  an  increased  incidence  of 
stillbirths  (presumably  due  to  hypoxia)  and  an  in- 
crease in  perinatal  mortality  resulting  primarily  from 
pre-term  delivery. 

Maternal  smoking  has  been  associated  with  an 
increase  in  spontaneous  abortions.  Kline  et  al  re- 
ported a maternal  smoking  rate  of  41%  in  women 
who  had  a spontaneous  abortion  V5  28%  in  women 
who  delivered  after  28  weeks  gestation,  a relative 
risk  of  1 .8.^^  Another  retrospective  study  reported  a 
relative  risk  ranging  from  1.2  to  1.7.^"*  Kullander 
and  Kallen  prospectively  followed  6,363  pregnan- 
cies and  also  confirmed  the  relationship  between 
maternal  smoking  and  spontaneous  abortion.  The 
relation,  however,  only  held  after  the  first  tri- 
mester.^^ 

Perinatal  mortality  has  been  shown  to  increase 
directly  with  the  level  of  maternal  smoking.  In  the 
Ontario  Perinatal  Mortality  Study,  which  collected 
data  on  51,490  births  at  ten  hospitals  from  1960  to 
1961,  perinatal  mortality  increased  by  20%  if  the 
mother  smoked  less  than  one  pack  per  day  and  by 
35%  if  the  mother  smoked  more  than  one  pack  per 
day.^^  The  relative  differences  in  perinatal  mortality 
between  smokers  and  non-smokers  were  greater  in 
the  early  perinatal  period  with  death  in  utero  occur- 
ring at  approximately  double  the  rate  in  early  weeks 
and  remaining  higher  between  32  and  38  weeks 
gestation. 

The  higher  perinatal  mortality  rate  appears  to  be 
the  result  of  the  significantly  greater  proportion  of 
preterm  babies  bom  to  smokers.  Preterm  delivery 
(Continued  on  page  21) 
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Acete  Leukemia  After  Chemotherapy 

JAMES  A.  BARNETT,  M.D.  and  CHESTER  A.  SPEARS,  M.D.,  Emporia 


Small  cell  carcinoma  of  the  lung  accounts  for 
approximately  25%  of  new  cases  of  lung  cancer. 
This  malignancy  carries  a median  survival  time  of 
7-14  weeks  when  untreated.'  Introduction  of  com- 
bination chemotherapy  has  significantly  prolonged 
survival  and  introduced  the  chance  of  cure. 

Prognosis  is  primarily  dependent  on  whether  the 
disease  is  limited  or  extensive  at  the  time  of  diagno- 
sis. Limited  disease  refers  to  containment  of  the 
malignancy  to  one  hernithorax  without  spread 
beyond  regional  lymph  nodes  or  pleural  effusion. 

The  initial  results  of  combination  chemotherapy 
showing  prolongation  of  sur\dval  and  possible  cure 
led  to  even  more  aggressive  approaches  to  treat- 
ment. Combination  chemotherapy  and  radiotherapy 
along  with  maintenance  chemotherapy  has  become 
prevalent.  Ten  to  twenty  per  cent  of  patients  with 
limited  disease  are  now  surviving  free  of  disease  for 
two  years  following  initiation  of  treatment  with 
combination  chemotheraphy  and  radiotherapy.^ 
Seven  per  cent  of  patients  from  the  Southwest 
Oncology  Group  remain  free  of  disease  in  a mini- 
mum followup  in  excess  of  six  years. ^ 

Complications  of  such  treatments  have  subse- 
quently surfaced,  particularly  the  development  of 
second  malignancies.  We  report  a patient  without 
clinical  evidence  of  recurrent  small  cell  carcinoma 
following  treatment,  in  whom  acute  leukemia  de- 
veloped. 

Case  Report 

A 60-year-old  white  male  presented  early  in  1982 
with  persistent  cough  and  sputum  production.  The 
patient  had  a long  smoking  history.  Chest  x-ray 
revealed  a prominent  right  hilum  with  a shaggy 
appearance.  Evaluation  included  a bronchoscopy 
which  was  not  diagnostic.  Mediastinoscopy  re- 
vealed the  presence  of  oat  cell  carcinoma  in  the 
lymph  nodes  at  the  take  off  of  the  right  mainstem 
bronchus  (Figure  1). 

The  patient  was  subsequently  staged  with  a liver 
scan,  bone  scan,  CT  scan  of  the  head,  and  laboratory 
studies.  He  was  found  to  have  limited  disease. 

He  was  treated  with  chemotherapy  from  May 
through  July  1982.  Induction  chemotherapy  con- 

Address  reprint  requests  to  Dr.  Barnett,  919  W.  12th  Avenue, 
Emporia  KS  66801 . 


sisted  of  VP- 16,  methotrexate,  and  vincristine  alter- 
nating with  Cytoxan  and  vincristine. 

He  was  subsequently  treated  with  prophylactic 
brain  irradiation  (3,000  rads)  and  chest  irradiation 
(4,000  rads).  He  then  un^rwent  consolidation  ther- 
apy from  October  1982  to  January  1983  with  VP-16 
and  cyclophosphamide.  After  completion  of  the  con- 
solidation phase,  he  had  “re-intensification”  treat- 
ment identical  to  the  induction  treatment  from 
February  to  May  1983. 

After  completion  of  all  chemotherapy,  the  patient 
was  restaged  in  June  with  a CT  scan  of  the  head,  CT 
of  chest  and  abdomen,  bronchoscopy,  bone  scan  and 
bone  marrow  aspiration  with  biopsy,  and  was 
thought  to  be  clinically  free  of  disease. 

The  patient  was  noted  to  be  persistently  anemic 
following  this  evaluation.  His  hemoglobin  ranged 
from  9.8  to  10.2  gm/100  ml.  His  white  blood  count 
ranged  from  5 ,600  to  7, 150  cells/cu  mm  with  normal 


Figure  1 . Small  (oat)  cell  carcinoma  of  the  lung.  The 
tumor  is  comprised  of  sheets  of  cells  with  oval  neclei  and 
scant  amounts  of  cytoplasm.  Crush  artifact  is  present. 
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Figure  2.  Peripheral  blood  smear  revealing  acute 
myelomonocytic  leukemia.  The  cells  display  folded  nu- 
clei and  fairly  abundant  amounts  of  cytoplasm. 


differential.  Platelet  count  was  100,000/mm^.  He 
noted  easy  fatigability  and  in  general,  did  not  feel 
well. 

On  May  25,  1984,  approximately  two  years  fol- 
lowing initiation  of  therapy,  the  patient  was  hospi- 
talized because  of  shortness  of  breath.  He  com- 
plained of  left  sided  pleuritic  chest  pain,  and  ex- 
amination revealed  tachycardia  and  tachypnea.  A 
friction  rub  was  present  over  the  left  anterior  chest 
wall.  Additionally,  his  white  blood  cell  count  was 
73,900/cu  mm  with  a platelet  count  of  30,000/mm^. 
Review  of  his  peripheral  blood  smear  was  consistent 
with  acute  myelomonocytic  leukemia  {Figure  2). 
Bone  marrow  examination  was  not  performed  due  to 
his  clinical  condition  and  his  family’s  desire  to  avoid 
further  aggressive  treatment  or  diagnostic  studies. 

The  clinical  impression  was  that  of  an  acute  pul- 
monary embolus,  along  with  acute  myelomonocytic 
leukemia.  Chest  x-ray  showed  no  evidence  of  recur- 
rent tumor. 

The  patient’s  clinical  status  deteriorated.  After 
lengthy  discussion  with  the  patient’s  family,  aggres- 
sive treatment  was  not  pursued  and  the  patient  died 
two  days  following  admission  to  the  hospital  A 


repeat  white  blood  cell  count  on  the  day  of  death  was 
142,000/cu  mm.  Autopsy  was  not  performed. 

Discussion 

Development  of  acute  leukemia  in  our  patient 
following  intensive  combination  chemotherapy  and 
radiotherapy  led  to  the  patient’s  ultimate  death.  Yet 
there  was  no  clinical  evidence  of  residual  oat  cell 
carcipoma  at  the  time  of  death. 

The  development  of  acute  leukemia  in  our  patient 
follows  a pattern  observed  previously  in  Hodgkin’s 
disease,  multiple  myeloma,  and  ovarian  carcinoma. 
The  first  case  of  acute  post-therapeutic  leukemia 
following  treatment  of  oat  cell  carcinoma  was 
documented  in  the  literature  in  1981.'^  Several  addi- 
tional cases  of  leukemia  following  treatment  for  oat 
cell  carcinoma  have  subsequently  been  described 
with  the  first  case  of  leukemia  involving  monocytoid 
features  being  documented  in  1983.^ 

In  some  instances  these  patients  have  been  noted 
to  have  persistent  pancytopenia  following  chem- 
otherapy. A preleukemic  or  myelodysplastic  syn- 
drome has  been  described  in  other  patients.  Yet 
others  have  demonstrated  a sideroblastic  anemia  pre- 
ceding the  development  of  leukemia.  A persistent 
mild  anemia  was  the  only  preceding  hematologic 
finding  with  our  patient. 

The  cause  of  post-treatment  acute  leukemia  re- 
mains unknown.  Several  lines  of  evidence  suggest 
that  combined  intensive  chemotherapy  and 
radiotherapy  are  responsible.  In  Hodgkin’s  disease, 
the  combination  of  extensive  radiotherapy  and 
chemotherapy  is  more  leukemogenic  than  radiother- 
apy or  chemotherapy  alone. ^ Chromosomal  abnor- 
malities present  in  patients  with  post-treatment 
leukemia  implicate  therapy  as  an  etiologic  agent. ^ 
Alkylating  agents  have  been  the  drugs  most  fre- 
quently used  in  patients  who  develop  post-treatment 
leukemia. 

To  our  knowledge,  this  case  represents  only  the 
second  case  of  acute  myelomonocytic  leukemia  fol- 
lowing treatment  for  oat  cell  carcinoma  of  the  lung. 
With  the  increased  number  of  long  term  survivors 
with  treated  small  cell  carcinoma,  the  complication 
of  acute  post-treatment  leukemia  appears  to  be  more 
frequently  recognized. 
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Microbiology  Surveillance  Patterns 

J.  W.  LANE,  Ph.D.;  JOSEPH  BREWER,  M.D.  and  J.  C.  HAMMEL,  M.S.,  MT(ASCP), 
Kansas  City,  Missouri 


Treatment  of  bacterial  disease  processes  in 
seriously  ill,  hospitalized  patients  before  the  etio- 
logic  agent  is  isolated  and  identified  is  usually 
empirical  and  relies  upon  presumptive  data.  Choice 
of  antimicrobial(s)  should  be  based  upon  recognized 
guidelines  for  antimicrobial  usage  and  also  upon 
antimicrobial  susceptibility  data  of  the  hospital. 
Thus,  when  faced  with  decisions  concerning  a pa- 
tient with  presumed  bacterial  infection,  the  physi- 
cian must  weigh  a number  of  questions  regarding 
initial  antimicrobial  therapy.  Where  is  the  site  of  the 
infection?  What  are  the  most  likely  organisms  caus- 
ing infection  at  this  site?  What  are  the  sensitivity 
patterns  of  organisms  causing  an  infection  of  this 
nature?  Is  the  infection  nosocomial  or  community 
acquired? 

This  is  by  no  means  an  exhaustive  list  of  consid- 
erations, but  it  underscores  ways  in  which  the  micro- 
biology laboratory  can  assist  with  therapeutic  deci- 
sions. As  one  point  of  reference,  the  clinician  needs 
the  statistical  data  for  his/her  institution  that  relates 
the  percent  isolation  per  culture  site,  and  the  anti- 
microbial sensitivity  patterns  of  the  organisms  iso- 
lated. This  data  should  be  based  upon  information 
gained  by  the  laboratory  while  properly  executing 
standarized  susceptibility  methodologies.  In  addi- 
tion, the  hospital’s  infection  control  committee  must 
rely  on  this  same  data  in  order  to  assess  resistance 
patterns  of  nosocomial  organisms. 

Methods 

For  14  years,  information  relating  to  isolation  and 
antimicrobial  susceptibility  of  the  bacteria  from  pa- 
tients at  St.  Luke’s  Hospital  has  been  gathered  and 
reviewed  on  a daily  basis.  A summary  of  the  data  on 
those  isolates  for  which  susceptibility  testing  was 
performed  (some  69,000  isolates  in  14  years)  is 
compiled  and  distributed  semiannually  for  use  by 
our  staff  physicians  and  residents  {Tables  I and  II). 
The  disk  agar  diffusion  method  was  utilized  for 
routine  sensitivity  testing  for  all  but  the  last  two 
years,  at  which  time  we  began  using  the  Microscan 
microtiter  system,  first  as  a manual  system  and  later 
in  conjunction  with  the  Microscan  auto  reader  and 
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data  computer.  ; 

A computer  based  program  was  developed  in  I 
1978  in  order  to  facilitate  the  infection  control  and 
antimicrobial  review  programs.  Our  antimicrobial  i 
review  system  is  a batch  system  run  on  the  hospital’s 
IBM  main  frame  computer,  which  collects  data  daily  . 
from  the  laboratory  request-result  file,  the  pharmacy  I 
patient  profile,  the  patient  history  file  and  the 
surgery  study  file,  and  updates  the  antimicrobial 
audit  master  file.  Data  are  thus  collected  on  patients 
who  receive  antimicrobial  agents,  who  have  labora- 
tory tests,  and  who  have  surgery  performed. 

Two  report  formats  are  provided  — review  and 
statistical.  Report  capabilities  for  review  reports  per- 
mit selection  on  approximately  20  fields  of  data.  A 
few  daily  reports  — such  as  positive  culture  results 
and  microbiology  quality  control  — are  routinely 
used  by  microbiology  and  infection  control  person- 
nel . Any  number  of  special  reports  can  be  generated 
utilizing  cross  referencing  between  numbered  data 
bases.  These  include  test  codes,  surgical  procedure 
codes,  patients’  ages,  sex,  drug  codes,  and  others. 
Special  reports  can  be  used  in  the  investigation  of 
specific  organism  clusters,  antimicrobial  use  audits, 
surgical  procedure  infection  clusters,  antimicrobial 
resistant  organism  patterns,  and  other  parameters. 

Since  sensitivity  patterns  on  gram  positive  organ- 
isms for  cephalothin,  cefamandole  and  cefoxitin  are 
similar,  only  cephalothin  statistics  are  listed.  For  use  | 
in  gram  positive  infections,  subtle  differences  may  i 
exist  among  these  antimicrobials  which  are  not  re-  ; 
fleeted  by  in  vitro  statistical  data.  It  should  be  I 
pointed  out  that  the  organisms  discussed  are  clinical  ; 
isolates  and  may  represent  some  element  of  col-  ; 
onization  in  addition  to  the  true  infecting  organisms . | 

Results 

Depending  on  site  of  infection,  the  probable  I 
etiologic  agent  varies  considerably  between  com- 
munity  acquired  infections  and  those  nosocomially  i 
acquired  {Tables  II  and  IIT). 

With  community  acquired  urinary  tract  infec-  ; 
tions,  Escherichia  coli  predominates  as  the  most  j 
common  isolate  at  45%,  distantly  followed  by  en- 
terococcus, proteus,  klebsiella,  and  pseudomonas 
averaging  about  10%  each.  However,  if  the  urinary  j 
tract  infection  is  nosocomial  in  origin,  the  percent-  i 
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Lawmakers  arrived  in  Topeka,  January  13th  for  the  1986 
Legislative  Session,  which  promises  to  be  interesting.  Among 
the  high  profile  issues  to  be  considered  are  budget  cuts, 
taxes,  a state  lottery  and  medical  malpractice.  This  session 
will  be  Governor  John  Carlin's  last,  since  his  term  ends  in 
December.  All  125  House  members  are  up  for  re-election  this 
November,  as  are  the  offices  of  Governor,  Attorney  General, 
Insurance  Commissioner  and  Secretary  of  State.  State 
Senators  are  in  mid-term  and  won't  face  re-election  until 
1988.  Election  year  politics  could  have  a significant  effect 
on  the  outcome  of  some  legislation. 

KMS  will  have  a busy  session.  The  malpractice  bill,  intro- 
duced in  the  House  as  HB  2661,  will  generate  broad  interest 
and  lots  of  controversy.  Other  issues  expected  to  surface 
include:  an  attempt  by  optometrists  to  expand  their  practices 
to  include  the  use  of  therapeutic  drugs  and  some  surgery;  a 
bill  to  clarify  the  practice  of  nurse  anesthesia;  a bill  to 
legalize  lay  midwifery;  and  changes  in  the  law  that  governs 
credential ing  of  allied  health  personnel. 

Legislative  developments  will  be  summarized  each  month  in  the 
Newsletter.  Additionally,  special  Legislative  Bulletins  will 
be  mailed  to  KMS  members  periodically  throughout  the  session, 
which  is  expected  to  end  in  late  April.  Please  take  a few 
minutes  to  read  the  legislative  mailings  and  follow  the 
issues.  Our  success,  especially  relating  to  the  malpractice 
bill,  depends  on  the  willingness  of  KMS  members  to  com- 
municate on  a timely  basis  with  legislators. 


Please  instruct  your  office  staff  to  bring  all  legislative 
mailings  to  your  attention  immediately.  Often  a prompt 
response  from  members  is  crucial  to  make  our  efforts  success- 
ful. If  you  need  information  on  a particular  issue  or  bill 
during  the  session,  call  the  KMS  office  at  1-800-332-0156. 


OPTOMETRISTS  ASK  FOR  The  Kansas  Optometric  Association,  representing  about  300 
EXPANDED  PRIVILEGES  optometrists,  is  planning  to  introduce  a revised  practice  act 

this  legislative  session.  The  effect  of  the  bill  would  be 
to: 

1.  authorize  the  use  of  topical  therapeutic  drugs; 

2.  authorize  removal  of  foreign  bodies  that  are  not 
intraocular; 

3.  repeal  the  prohibition  on  optometrists  doing  surgery. 

The  Kansas  Section  on  Ophthalmology  and  the  Kansas  Medical 
Society  are  opposed  to  the  bill,  which  at  press  time  had  not 
yet  been  assigned  a number.  Only  six  states  allow  use  of 
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therapeutic  drugs,  but  optometrists  nationwide  are  beginning  i 
to  push  for  expanded  privileges.  The  optometrists  intend  to 
become  the  primary  entry  point  for  all  eye  care.  Optometrists 
claim  they  are  better  qualified  to  diagnose  and  treat  eye 
disease  than  family  physicians  and  other  primary  care  MDs. 
Physicians  are  encouraged  to  contact  their  legislators  and 
express  opposition  to  the  concept  of  the  bill.  For  further 
information,  contact  the  KMS  office. 

Professional  Risk  Insurers  Management  Exclusive  Company, 

Ltd.,  is  NOT  admitted  to  do  business  in  the  State  of  Kansas. 
The  company  is  not  recognized  as  a non-admitted  or  excess 
surplus  lines  carrier  and  therefore  cannot  provide  coverage 
to  physicians  or  surgeons.  Available  information  from  the 
National  Association  of  Insurance  Commissioners  also  indi- 
cates that  the  company  may  be  in  financial  difficulty. 

The  American  Association  of  Medical  Assistants  House  of  Dele- 
gates, in  its  recent  meeting,  adopted  resolution  85-14, 
relating  to  federal  regulations  and  restrictions  placed  on 
the  medical  field  and  physicians:  Resolved,  That  the  members 

of  the  American  Medical  Assistants  be  encouraged  to  write  to 
senators  and  representatives  in  Washington  DC  requesting  they 
reconsider  the  unfair  restrictions  on  the  medical  profession 
by  Medicare  and  welfare.  The  resolution  was  introduced  by 
the  Kansas  delegation. 

Kansas  was  admitted  to  the  Union  as  the  34th  state  on  January 
29,  1861. 

New  ID  cards  have  been  issued  to  each  established  Medicaid/ 
MediKan  recipient  as  of  January  1.  In  addition  to  infor- 
mation formerly  included,  the  card  will  show  the  recipient's 
date  of  birth,  insurance  information,  PCN,  and  lock-in  infor- 
mation. The  green  "supplemental"  card  has  been  eliminated. 
Newly  eligible  recipients  or  those  who  have  lost  ID  cards 
will  be  issued  the  old  style  cards  by  the  local  SRS  offices. 

Effective  January  1,  the  Kansas  Primary  Care  Network  program 
is  being  implemented  in  the  following  counties:  Douglas, 

Johnson,  Leavenworth,  Saline,  Sedgwick,  Shawnee,  and  Wyan- 
dotte. Under  this  program,  the  primary  physician  (case  man- 
ager) provides  medical  care  to  a selected  group  of  patients. 
Referrals  may  be  made  to  specialists  if  necessary.  Emergency 
medical  care  does  not  require  referrals. 

A draft  report  from  HHS'  Inspector  General  (IG)  indicates 
hospitals  earned  larger  profits  under  Medicare's  Prospective 
Payment  System  (PPS)  than  they  did  under  the  former  cost 
reimbursement  system.  The  IG  survey  of  892  Medicare  partici- 
pating hospitals  in  nine  states  found  a net  average  of  14.2% 
profit  under  PPS.  Profits  totaled  $833  billion  for  those 
hospitals  surveyed.  Eighty-one  per  cent  of  the  hospitals  j 
realized  profits  which  caused  the  IG  to  raise  "questions  as  j 
to  whether  hospitals  under  PPS  may  have  been  receiving  excess  ! 
payments."  From  this  study,  the  IG  concluded  hospitals  may 
have  earned  as  much  as  $5  billion  in  profits  in  1984,  the  j 
first  full  year  of  PPS.  J 


I 


:dhe  positions 

AVAILABLE 


The  Kansas  Department  of  Health  and  Environment  is  recruiting 
for  the  following  positions: 


0 State  Epidemiologist.  Will  provide  medical  consultation  to 
agency  on  disease  outbreaks,  development  and  implementation 
of  procedures  concerning  health  hazard  evaluations  and  toxi- 
cological studies,  cancer  cluster  studies,  and  related  inves- 
tigations. Applicants  must  be  MDs  and  eligible  for  licensure 
in  Kansas.  Candidates  with  relevant  experience  preferred. 
Base  salary  $50, 000/year  plus  fringe  benefits. 


0 Director,  Division  of  Health.  Will  supervise  and  administer 
11  units,  advise  Secretary  of  H&E  on  issues  of  health  policy, 
and  complete  special  projects.  Candidates  must  be  MDs  or  DVMs 
with  a minimum  of  2 years  experience  in  community  health. 

Direct  applications  or  requests  for  information  to:  Personnel 

Office,  KDHE,  Bldg.  740,  Forbes  Field,  Topeka  KS  66620;  913- 
862-9360. 


CAPITATION  PREFERRED  Henry  Desmarais,  M.D.,  HCFA  Acting  Deputy  Admini strator,  told 
BY  HCFA  the  Senate  Finance  Committee's  health  subcommittee  that  the 

Reagan  Administration  will  sidestep  other  Medicare  physician 
payment  reform  plans  and  "focus  attention  and  energy"  on 
"ultimate"  Medicare  reform  through  capitation.  DRGs  and  fee 
schedule  payments  are  being  viewed  by  the  Administration  as 
j "over  regulatory"  and  counterproductive;  while  alternative 

delivery  plans.  Medicare  vouchers,  and  development  of  new 
approaches  to  capitation  "can  achieve  a meaningful  system  of 
reform."  In  the  short  term,  Desmarais  said  HCFA  hopes  to 
contain  physician  payments  by  adjusting  rates  for  overpriced 
procedures  and  scrutinizing  local  and  specialty  payment  dif- 
ferentials. 


According  to  Desmarais,  the  Administration  will  soon  submit 
legislation  to  expand  Medicare  beneficiary  voucher  options 
and  is  testing  other  approaches  to  capitation.  However, 
Senate  Majority  Leader  Robert  Dole  (R-KS),  urged  HCFA  to  com- 
; plete  its  studies  and  provide  Congress  with  information  on 

' "a  variety  of  payment  reforms,  not  just  capitation." 

|. 

I MEDICARE 
REIMBURSEMENT 
! UPDATE 


The  1987  Medicare  budget  may  significantly  limit  reimburse- 
ment for  the  ten  most  utilized  procedures  covered  by  Medicare. 
National  caps,  regional  or  national  averaged  fees,  or  an  across- 
the-board  percentage  fee  reduction  are  considered  as  cutback 
mechanisms.  Mandatory  assignment  is  likely  to  accompany  such 
cutbacks  to  protect  Medicare  beneficiaries  from  out-of-pocket 
expenses. 

Detailed  information  will  be  sent  to  members  by  special 
mailing  as  soon  as  it  becomes  available. 


Medicare  fee  freeze  is  in  effect  until  at  least  MARCH  14. 
Tentative  Medicare  provisions  previously  agreed  upon  (see  KMS 
letter  of  12-30)  must  be  reconsidered  when  the  House-Senate 
conferees  reconvene  January  21.  However,  while  ultimate 
implementation  dates  will  be  different,  any  substantive 
changes  are  uni ikely. 


MEDICARE  PROGNOSIS 


MEDICAID  CLAIMS 
RESOLUTION 


UKSM  KMS/AMA 
STUDENT  SECTION 


Medicare  cost  to  the  federal  government  is  expected  to  rise 
to  $8.4  million  per  hour  this  year.  The  bulk  of  that  expense 
is  seen  by  the  government  as  resulting  from  decisions  made  by 
physicians  on  behalf  of  their  elderly  patients.  The  KMS 
Committee  on  Aging,  Kenneth  Derrington,  M.D. , Chairman,  notes 
that  the  probable  one-year  extension  of  the  fee  freeze  will  be 
utilized  by  legislators  to  study  options  and  define  policies 
that  will  determine  future  physician  reimbursement  policies. 

Meanwhile,  elderly  patients  may  be  more  inclined  to  choose 
HMDs  or  PPOs  to  provide  their  health  care.  Peer  review  poli- 
cies may  make  hospital  admittance  and  extended  stays 
increasingly  difficult. 

However,  it  appears  that  Congress  may  move  toward  no-fault 
malpractice  insurance  for  physicians  who  treat  Medicare 
patients  in  recognition  of  the  fact  that  defensive  medical 
practices  may  account  for  as  much  as  30%  of  health  care  costs. 

Special  Provisions  for  Timely  Filing:  To  ensure  providers 

have  an  opportunity  to  timely  file  all  claims,  the  Department 
of  SRS  has  established  a system  whereby  if  there  is  a delay 
in  establishing  eligibility  and/or  the  provider  does  not  have 
the  recipient's  Medicaid  ID  number,  he/she  may  type  "Pending" 
in  the  ID  number  block  of  the  Medicaid  claim  and  submit  it  to 
EDS-Federal  for  timely  filing  date  stamping.  Upon  obtaining 
the  ID  number  later,  the  provider  should  white-out  "Pending," 
enter  the  ID  number  and  resubmit  the  original  claim, 
reflecting  the  date  stamp  to  show  proof  of  timely  filing. 

This  action  must  be  completed  within  12  months  from  the  date 
of  service  after  the  initial  six  month  timely  filing  has  been 
met. 

Note:  If  claims  have  not  been  finally  adjudicated  within  the 

12  month  processing  time,  and  the  provider  feels  due  con- 
sideration was  not  given,  he/she  may  appeal  the  denial  of  the 
claim.  The  appeal  must  be  requested  within  30  days  of  denial. 
Please  see  page  7-2  of  the  provider  manual  for  instructions 
related  to  the  appeals  process. 

A graduating  medical  student  may  have  incurred  as  much  as 
$40,000  of  debt,  and  management  of  this  obligation  has  become 
a significant  component  of  successful  medical  practice  to 
facilitate  a more  informed  outlook  on  financial  matters,  the 
Medical  Student  Section  (MSS)  of  KMS/AMA  sponsored  a finan- 
cial planning  seminar  for  medical  students  and  house  staff  at 
the  KU  Medical  Center.  Edwin  Kerley,  a Kansas  City  financial 
consultant,  and  Billy  Jo  Hamilton,  Director  of  Student  Finan- 
cial Aid,  co-faci 1 itated  the  seminar.  More  than  40  medical 
students  participated,  and  it  was  a great  success.  This 
effort  represents  the  first  attempt  to  sensitize  the  student 
to  resources  available  to  them  in  the  "real  world"  beyond 
medical  education.  The  MSS  is  grateful  for  support  from  the 
state  society  and  hopes  that  this  and  future  programs  will 
enhance  the  success  of  medicine  in  the  state  of  Kansas. 


TABLE  I 

PERCENT  OF  STRAINS  SENSITIVE  TO  OBTAINABLE  BLOOD  LEVELS  OF  ANTIMICROBIAL  AGENTS 


Gram  Positive  Organisms  Gram  Negative  Organisms 


Ampicillin 

— 

— 

97 

99 

98 

99  80 

76 

— 

93 

— 

— 

— 

Cephalothin 

99 

94 

98 

99 

99 

81 

— 

95 

91 

— 

— 

Cefamandole 

see 

cephalothin 

96 

— 

97 

97 

— 

— 

Cefoxitin 

see 

cephalothin 

97 

94 

99 

96 

Chloramphenicol 

97 

88 

99 

99 

99 

99 

89 

77 

88 

89 

82 

— 

Tetracycline 

74 

— 

— 

89 

Penicillin 

— 

— 

97 

99 

99 

Erythromycin 

90 

— 

98 

99 

99 

Clindamycin 

97 

— 

95 

99 

99 

Nafcillin 

99 

81 

88 

99 

93 

Gentamicin 

99 

99 

98 

99 

99 

99 

82 

Tobramycin 

99 

97 

99 

99 

99 

98 

97 

Ticarcillin 

75 

— 

95 

— 

89 

Urine  Only 

Nalidixic  acid 

98 

86 

99 

95 

99 

90 

— 

Nitrofurantoin 

97 

98 

97 

98 

99 

97 

94 

— 

— 

— 

— 

— 

— 

Trimethoprim-sulfa 

97 

73 

92 

99 

86 

94 

90 

92 

94 

98 

90 

— 

Blank  spaces 

indicate  the  antimicrobial  is 

not  routinely  tested. 

— indicates  less  than  70%  sensitive. 


ages  change  considerably,  with  pseudomonas  at 
27%,  proteus  at  23%,  and  Escherichia  coli,  klebsiel- 
la,  and  enterococcus  each  averaging  12%  infection 
rates. 

Analysis  of  community  acquired  wound  infec- 
tions shows  that  staphylococcus  aureus  and  Escher- 
ichia coli  co-dominate.  In  nosocomial  wound  infec- 
tions, Staphylococcus  aureus  is  followed  by  Escher- 
ichia coli,  Bacteroides  fragilis  group,  and  then 
streptococcus  species. 

Community  acquired  respiratory  infections  show 
no  single  predominant  organism.  A broad  base  of 
etiologic  agents,  including  Staphylococcus  aureus, 
enterobacter,  pseudomonas.  Hemophilus  influen- 
zae, Escherichia  coli.  Streptococcus  pneumoniae, 
and  klebsiella  are  seen.  If  the  respiratory  infection  is 
nosocomial.  Staphylococcus  aureus,  pseudomonas, 
and  enterobacter  predominate. 

Total  nosocomial  breakdown  by  site  indicates  that 
urinary  tract  infections  predominate  at  49%,  fol- 


lowed by  respiratory  at  19%,  wounds  at  15%,  bac- 
teremia at  9%,  and  all  other  sites  at  8%. 

Discussion 

The  two  major  methods  of  in  vitro  antimicrobial 
sensitivity  testing  are  based  on  agar  diffusion  and 
agar  or  broth  dilution.  The  Bauer-Kirby  standard- 
ized disk  agar  diffusion  test,  when  properly  per- 
formed, is  a reliable  method  for  determining  the 
qualitative  susceptibilities  of  most  rapidly  growing 
aerobic  bacteria.  The  National  Committee  for  Clin- 
ical Laboratory  Standards  (NCCLS)  Approved  Stan- 
dard M2-A3  probably  represents  the  largest  amount 
of  collaborative  data  on  the  subject  of  disk  diffusion, 
and  establishes  a complete  guide  for  the  interpreta- 
tion of  the  disk  diffusion  method. Disk  agar  diffu- 
sion is  still  the  most  widely  used  qualitative  method 
as  reflected  by  the  1981  national  data  of  the  College 
of  American  Pathologists  Survey,  which  reports  that 


Kansas  Medicine  • .lanuary  1986  • 13 


TABLE  II 

COMMUNITY  ORGANISMS  BY  SITE 


Urinary  Tract 

% 

Escherichia  coli 

45 

Enterococcus 

11 

Proteus  species 

10 

Klebsiella  species 

9 

Pseudomonas  species 

9 

Other  Streptococcus  species 

4 

Enterobacter  species 

3 

All  other  organisms 

9 

Wounds 

Staphylococcus  aureus 

19 

Escherichia  coli 

15 

Enterococcus 

13 

Pseudomonas  species 

8 

Other  Streptococcus  species 

7 

Enterobacter  species 

6 

Proteus  species 

6 

Klebsiella  species 

5 

All  other  organisms 

19 

Respiratory 

Staphylococcus  aureus 

17 

Pseudomonas  species 

14 

Hemophilus  influenzae 

13 

Enterobacter  species 

12 

Escherichia  coli 

10 

Klebsiella  species 

10 

Streptococcus  pneumoniae 

7 

Serratia 

5 

All  other  organisms 

12 

more  than  90%  of  the  4,353  subscribing  laboratories 
use  this  method.^’  ^ 

Manufacturers  of  commercial  broth  microdilution 
testing  plates  have  improved  the  quality  of  their 
quantitative  plate  systems  and  priced  them  competi- 
tively with  the  disk  diffusion  methodology.  For  the 
most  part,  these  plate  systems  require  much  the  same 
manual  manipulation  and  time  as  the  disk  diffusion 
method.  Plate  type  broth  microdilution  was  reported 
to  be  preferred  by  77%  of  the  1,020  College  of 
American  Pathologists  Survey  participants  who  use 
quantitative  methods. 

The  standardized  disk  sensitivity  test  cannot 
categorize  susceptibility  and  resistance  among  the 
anaerobes.  Nevertheless,  by  use  of  anaerobic  dilu- 
tion methods,  the  in  vitro  susceptibility  patterns  of 
anaerobic  bacteria  have  been  well  defined.^’  ^ 
However,  due  to  increasing  patterns  of  resistance, 
standard  anaerobic  susceptibility  testing  has  been 
recommended  for  larger  medical  institutions  with 
complex  case  mix. 

Most  of  the  infections  subsequently  judged  to  be 
nosocomial  may  be  discovered  by  culture  determina- 
tions in  those  hospitals  with  active  infection  surveil- 


TABLE III 

NOSOCOMIAL  ORGANISMS  BY  SITE 


Urinary  Tract 

% 

Pseudomonas  species 

27 

Proteus  species 

23 

Escherichia  coli 

13 

Klebsiella  species 

12 

Enterococcus 

11 

Enterobacter  species 

3 

All  other  organisms 

11 

Wounds 

Staphylococcus  aureus 

24 

Escherichia  coli 

14 

Bacteroides  fragilis  group 

13 

Enterobacter  species 

7 

Klebsiella  species 

6 

Pseudomonas  species 

6 

Enterococcus 

5 

Other  Streptococcus  species 

5 

Proteus  species 

5 

All  other  organisms 

21 

Respiratory 

Staphylococcus  aureus 

18 

Pseudomonas  species 

17 

Enterobacter  species 

15 

Escherichia  coli 

9 

Klebsiella  species 

9 

Hemophilus  infuenzae 

6 

Streptococcus  pneumoniae 

3 

All  other  organisms 

23 

lance  and  control  programs.  Depending  on  the  com- 
plexities of  the  data  and  analyses,  the  statistical 
treatment  of  the  data  may  be  by  hand  or  by  comput- 
er. The  data  should  be  analyzed  at  intervals  that 
allow  development  of  relevant  and  timely  informa- 
tion. Frequency  of  analysis  should  then  be  dictated 
by  the  use  of  the  data.  Reports  can  provide  compari- 
sons with  similarly  collected  data  from  previous 
months/years,  evaluate  control  and  preventive  mea- 
sures, recount  interesting  aspects  of  diseases,  and 
summarize  outbreak  investigations.  Special  surveil- 
lance programs  may  be  established  to  meet  the  need 
for  specific  information  over  a limited  period  of 
time. 

During  the  14-year  surveillance,  the  nosocomial 
attack  rate  averaged  about  3%  of  the  discharged 
patients.  This  figure  compares  favorably  with 
national  averages  of  3-5%.  The  prevalent  organism 
for  a given  body  site  has  remained  fairly  consistent. 
Minor  trending  in  community  respiratory  cultures 
indicates  that  Serratia  marcescens  gained  two  per- 
centage points  from  3%  in  the  early  70s  to  5%  in 
1984.  Among  wound  cultures.  Staphylococcus  au- 
(Continued  on  page  20) 
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CURRENT  COMMENT 


Clinical  Uses  of  Bronchoscopic  Lung  Lavage 

GARTH  F.  HARRISON,  M.D.,* *  and  LEWIS  J.  WESSELIUS,  M.D.f,  Kansas  City,  Kansas 


The  technique  of  instilling  fluid  into  the  lungs 
through  a catheter  followed  by  aspiration  of  the  fluid 
was  first  applied  to  pulmonary  disorders  in  1922  in 
an  attempt  to  treat  patients  with  phosgene  gas 
poisoning.  This  catheter  technique  was  seldom  util- 
ized again  until  1963  when  it  was  reported  to  be 
effective  in  treating  patients  with  pulmonary  alveo- 
lar proteinosis.  The  procedure,  however,  remained 
difficult  to  perform  and  was  limited  in  use.  The 
advent  of  flexible  fiberoptic  bronchoscopy  in  the 
1970s  made  lung  lavage  a simpler  procedure,  and  in 
recent  years  it  has  again  received  attention  as  a 
diagnostic  and  therapeutic  tool  in  pulmonary  dis- 
orders. 

Technique 

In  performing  lung  lavage,  a saline  solution  is 
instilled  through  a bronchoscope  into  a segmental 
bronchus  and  as  much  of  the  instilled  fluid  as  possi- 
ble is  recovered  by  applied  suction.  The  technique  of 
lung  lavage  varies  somewhat  between  institutions. 
In  our  institution  100  mis  of  normal  saline  is  instilled 
in  20  ml  aliquots.  Following  instillation,  the  fluid  is 
quickly  suctioned  with  a usual  recovery  of  40-60% 
of  the  instilled  volume. 

The  procedure  has  been  shown  to  be  safe  in 
numerous  clinical  studies.  The  most  significant  re- 
ported complication  is  transient  fever  which  occurs 
in  2.5%  of  patients. ' The  recovered  fluid  contains  a 
sampling  of  cells  from  bronchoalveolar  structures. 
In  normal  subjects  the  recovered  cells  include  alveo- 
lar macrophages  (90-95%),  lymphocytes  (5-10%), 
and  polymorphonuclear  leukocytes  (1-5%).^  In  the 
absence  of  airway  inflammation,  as  in  acute  bronchi- 
tis, alterations  in  the  cells  recovered  or  the  presence 
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of  abnormal  material  in  lavage  fluid  indicates 
pathology  involving  alveolar  or  interstitial  lung 
structure  (Figure  1). 

Diagnostic  Uses 

Lung  lavage  can  provide  a diagnosis  of  several 
pulmonary  disorders  (Table  I),  and  may  eliminate 
the  need  for  thoractomy  and  lung  biopsy  to  establish 
a diagnosis.  In  patients  with  pulmonary  alveolar 
proteinosis,  a characteristic  pink  proteinaceous 
material  is  found  in  lavage  fluid  and  within  alveolar 
macrophages.  The  histologic  appearance  of  this 
material  is  diagnostic  of  pulmonary  alveolar 
proteinosis.^ 

Histiocytosis-x,  or  eosinophilic  granuloma,  can 
cause  diffuse  interstitial  changes  in  the  lungs.  Lung 
lavage  in  these  patients  will  recover  histiocytic  or 
“Langerhan’s”  cells  that  contain  characteristic 
cytoplasmic  structures,  termed  “x-bodies,”  visible 
with  electron  microscopy  and  which  strongly  sug- 
gest eosinophilic  granuloma."^  Bronchoalveolar  cell 
carcinoma  can  be  diagnosed  by  lung  lavage  in  pa- 
tients in  which  usual  bronchial  washings  and  trans- 
bronchial  biopsies  are  not  diagnostic.^  Lung  lavage 
can  also  confirm  intrapulmonary  hemorrhage  by 
demonstrating  hemosiderin  within  alveolar 
macrophages.^  In  pulmonary  infections,  pneumo- 


ENDOTHELIUM 

INTERSTITIUM 


FIBROBLAST 

ALVEOLAR 
EPITHELIAL  CELL 


Figure  1 . Interstitial  lung  disorders  are  characterized 
by  an  accumulation  of  intlammatory  cells  within  alveoli 
and  the  interstitium  and  by  a progressive  alteration  of 
connective  tissue  in  the  interstitium. 
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TABLE  I 

LUNG  DISORDERS  THAT  CAN  BE 
DIAGNOSED  BY  LUNG  LAVAGE 

TABLE  II 

INFLAMMATORY  CELLS  RECOVERED  BY 
LUNG  LAVAGE 

IN  ACTIVE  INTERSTITIAL  LUNG  DISORDERS 

Pulmonary  Alveolar  Proteinosis 

Increase  in  Neutrophils 

Histiocytosis-X  (Eosinophilic  Granuloma) 

Idopathic  Pulmonary  Fibrosis 

Bronchoalveolar  Cell  Carcinoma 

Asbestosis 

Intrapulmonary  Hemorrhage 

Increase  in  Lymphocytes 
Sarcoidosis 

Hypersensitivity  Pneumonitis 

Pneumocystis  Carinii  Pneumonia 
Documentation  of  Asbestos  Exposure 

cystis  carini  pneumonia  can  be  diagnosed  by  stain- 
ing cell  preparations  obtained  by  lung  lavage.^  The 
use  of  lung  lavage  may  be  particularly  useful  in 
evaluating  immunocompromised  patients  with  evi- 
dence of  diffuse  pneumonia. 

Therapeutic  Uses 

In  1 963  Ramirez  first  reported  on  the  therapeutic 
use  of  lung  lavage  as  treatment  for  patients  with 
pulmonary  alveolar  proteinosis,  and  in  these  patients 
lung  lavage  remains  the  primary  method  of 
treatment.^  Lung  lavage  in  these  patients  involves 
instilling  large  volumes  (10-40  L)  of  fluid  into  an 
individual  lung  while  the  other  lung  is  ventilated 
with  a specially  adapted  endotracheal  tube. 

In  patients  with  cystic  fibrosis,  thick  airway  secre- 
tions can  be  removed  by  lung  lavage  and  lung  func- 
tion improved.  In  patients  with  status  asthmaticus, 
lung  lavage  can  remove  thick  mucus  plugs  obstruct- 
ing airways;  however,  newer  pharmacologic 
methods  of  treating  asthma  have  made  lung  lavage 
rarely  indicated  in  asthmatics. 

Interstitial  Lung  Disorders 

Lung  lavage  has  recently  been  proposed  as  a 
method  of  assessing  disease  activity  in  patients  with 
interstitial  lung  disorders.^  These  chronic  pulmo- 
nary disorders  are  characterized  by  an  accumulation 
of  inflammatory  cells  within  alveolar  structures  and 
the  alteration  of  connective  tissue  in  the  interstitial 
space  (Figure  1).  Increased  numbers  of  inflamma- 
tory cells  recovered  by  lung  lavage  reflects  active 
disease  which  may  respond  to  anti-inflammatory 
therapy  . Open  lung  biopsy  is  the  most  accurate 
method  of  assessing  lung  inflammation;  however, 
this  procedure  cannot  be  routinely  used  as  a method 
of  following  disease  activity. 


In  patients  with  interstitial  lung  disorders  lung 
lavage  may  demonstrate  either  lymphocyte  or  neu- 
trophil accumulation  within  alveolar  structures 
(Table  II).  In  initial  studies  of  patients  with 
idiopathic  pulmonary  fibrosis,  a high  percentage  of 
neutrophils  (>  10%)  recovered  by  lung  lavage  was 
associated  with  an  increased  probability  of  deteriora- 
tion in  pulmonary  function. In  sarcoidosis  an  in- 
creased percentage  of  T-lymphocytes  recovered  by 
lung  lavage  (>  28%)  was  similarly  associated  with 
an  increased  likelihood  of  deterioration  in  pulmo- 
nary function.  * ' Lung  lavage  has  therefore  been  pro- 
posed as  a method  of  assessing  which  patients  with 
these  interstitial  lung  diseases  would  likely  benefit 
from  therapy. 

The  clinical  role  of  lung  lavage  in  assessing  dis- 
ease activity  in  these  patients  remains  controversial. 
Recent  studies  have  shown  variation  in  the  cell  types 
recovered  by  lavage  in  these  patient  populations  at 
different  institutions.  It  is  hoped  that  these  discrep- 
ancies will  be  clarified  with  further  studies. 

Summary 

In  recent  years,  lung  lavage  has  been  utilized  in  an 
increasing  number  of  clinical  situations  as  a method 
of  disease  diagnosis,  therapy,  and  clinical  manage- 
ment. In  a number  of  pulmonary  disorders,  lung 
lavage  can  provide  a clinical  diagnosis,  avoiding  a 
more  invasive  procedure  such  as  open  lung  biopsy. 
More  clinical  use  of  lung  lavage  may  demonstrate 
more  uses  for  this  technique  in  diagnosis  and  ther- 
apy. The  role  of  lung  lavage  in  interstitial  lung  dis- 
orders remains  an  area  of  controversy. 

References  are  available  from  Dr.  Wesselius, 
UKSM-KC,  39th  & Rainbow  Blvd.,  Kansas  City 
KS  66103. 
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PRESIDENT’S  MESSAGE 


Medical  Ethics 


I have  just  returned  from  Washington,  D.C. 
where  I attended  the  interim  meeting  of  the  Amer- 
ican Medical  Association  House  of  Delegates.  The 
Kansas  Delegation  introduced  a resolution  that  re- 
quested inclusion  of  courses  on  medical  ethics  in  the 
educational  curriculum  of  resident  physicians.  The 
resolution  passed  unanimously,  and  the  AM  A repre- 
sentatives to  the  Liaison  Committee  for  Graduate 
Medical  Education  were  instructed  to  recommend  its 
implementation  at  the  next  meeting  of  the  LCGME. 

I have  been  approached  by  several  physicians  who 
are  becoming  increasingly  concerned  by  the  break- 
down of  medical  ethics  as  practiced  by  some  physi- 
cians. We  are  beginning  to  see  physicians  who  are 
becoming  “professional  witnesses,”  willing  to  sell 
their  testimony  to  the  highest  bidder.  These  physi- 
cians can  usually  be  identified  by  the  fact  that  they 
are  from  out  of  the  area,  often  only  tangentially 
involved  in  the  practice  of  medicine,  and  spend  an 
inordinate  amount  of  time  in  court.  We  must  identify 
these  physicians  and  indicate  that  this  type  of  un- 
ethical behavior  will  not  be  tolerated  in  medicine! 

Other  physicians  even  more  difficult  to  deal  with 
are  the  “authorities,”  the  “holier  than  thou”  types 
who  believe  that  there  is  only  one  correct  method  of 
treatment  — theirs!  Even  physicians  forget  that 
medicine  is  not  an  exact  science.  In  addition,  it  is 
one  thing  to  make  critical  decisions  in  the  face  of 
urgency,  and  quite  another  to  decide  months  or  years 
later  that  a different  course  of  action  would  have 
been  desirable. 


As  competition  increases,  medical  ethics  will  be- 
come even  more  important  and  vulnerable  to  the 
market  place.  Component  medical  societies  should 
take  the  lead  by  establishing  strong  ethics  commit- 
tees willing  to  receive  and  act  upon  complaints  at  the 
local  level. 

We  must  never  allow  ourselves  to  get  to  the  point 
that  we  are  embarrassed  by  what  is  happening  in  our 
profession. 


President 
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Smoke  Gets  In  Your  Eyes 


The  AMA  has  again  demonstrated  that  it  is  no 
evader  of  controversy  by  calling  for  a ban  of  tobacco 
advertising.  Cries  of  outrage  and  anguish  have,  as 
usual,  obscured  the  voices  of  support.  The  list  of 
objectors  is  not  surprising:  the  media,  of  course, 
who  see  threats  to  the  First  Amendment  in  every- 
thing but  their  own  pronouncements,  the  tobacco 
industry,  the  exponents  of  “rights”  (as  they  see 
them),  the  ACLU  of  the  hyperactive  reflexes  and,  of 
course,  the  dedicated  smokers. 

The  attitude  of  the  media  is  understandable,  not 
only  because  of  visualized  threats  to  the  Constitution 
but  the  certain  effects  on  advertising  accounts.  It  is 
more  than  probable  that  they  would  receive  the  idea 
more  cordially  if  assured  that  the  AMA  could  re- 
place the  advertising  outlays  of  the  tobacco  com- 
panies or,  even  better,  match  them,  thus  providing 
the  media  with  the  best  of  both  worlds.  Since  the 
economic  realities  do  not  permit  the  AMA  this  lux- 
ury, the  battle  is  on. 

The  several  centuries  of  tobacco  industry  activi- 
ties have  established  them  as  a significant  part  of  the 
economy,  and  abolition  in  its  entirety  would,  in- 
deed, create  some  problems  — enough  that  we  need 
not  expect  such  in  the  foreseeable  future.  It  is  recog- 
nition of  this  economic  and  political  fact  of  life  that 
undoubtedly  led  the  AMA  to  go  for  the  idea  of 
excluding  the  promotion  of  tobacco  use  in  the  adver- 
tising area.  The  immediate  development  of  a tobac- 
co-related disease  may  provide  the  necessary 
motivation  for  an  individual  to  stop  using  it  but  it  is 
certain  that  a minimal  number  of  the  already  hooked 
will  be  influenced  by  the  campaign. 

This  campaign,  however,  is  of  a different  order 
and  the  impact  (and  value)  are  of  a different  order.  If 
there  is  a frequently  repeated  comment  by  most 
smokers,  we  venture  to  say  that  it  is  the  wish  that 
they  had  never  started.  That  is  the  crux  of  the  matter: 
persuading  young  people  or  any  non-users  not  to 
start.  The  removal  of  advertising  would  obviously 
not,  of  itself,  accomplish  this  end  completely  but  it  is 
just  as  obvious  that  the  advertising  departments  are 
approaching  this  market  as  strongly  as  possible. 

Opponents  of  the  AMA  effort  have  numerous 
points  which  they  will  exploit  with  more  intensity 
than  fact  about  the  whole  matter.  One  of  the  stranger 
of  which  we  are  aware  has  come  from  that  currently 


popular  curmudgeon,  Andy  Rooney.  While  profes-  | 
sing  a personal  dislike  for  tobacco  use  (and  lack  of 
personal  participation),  he  bases  his  objections  on 
the  grounds  that  since  the  AMA  admittedly  does  not 
have  all  the  answers  on  cancer  and  does  not  have  a i 
100%  cure,  it  has  no  right  to  object  to  the  advertising 
but  should  confine  its  efforts  to  discovering  these 
unknowns.  This  ignores  several  facts.  He  must 
know  that  cancer  is  not  one  thing  but  at  least  multi- 
factorial, that  the  AMA  is  not  a research  organiza- 
tion in  itself  but  has  promoted  research  vigorously 
and,  in  particular,  has  conducted  educational  efforts 
(which  is  one  of  its  primary  functions  — and  the 
basis  for  this  action).  Unfortunately,  however,  edu- 
cational projects  (and  especially  the  elimination  of 
objectional  education  which  this  advertising  is)  does 
not  produce  immediate  and  dramatic  and  measure- 
able  results  that  can  promote  prompt  general  sup- 
port. 

We  realize  our  personal  interpretations  are  often 
at  variance  with  many  others  but  it  seems  to  us  that 
the  First  Amendment  concern  is  at  least  inappropri- 
ate. The  media  are  not  being  forced  to  accept  some 
editorial  strictures  regarding  their  policies  and  the 
freedom  to  express  them.  They  are  being  paid  for 
their  advertising  activities  and  do,  on  occasion, 
make  the  point  of  distinguishing  between  their  edito- 
rial attitudes  and  the  opinions  expressed  in  the  paid 
areas.  It  seems  to  us,  however,  that  the  very  fact  that 
this  is  a commercial,  not  editorial,  matter  detaches  it 
from  the  First  Amendment  connection.  The  fact  that 
the  tobacco  industry  is  an  entrenched  and,  as  they 
frequently  point  out,  legal  entity  does  not  bestow  a 
Constitutional  sanctity  on  their  products  that  should 
make  their  promotion,  especially  to  those  vulnerable 
groups  noted,  a necessary  and  desirable  thing. 

The  matter  has  been  elevated  to  the  level  of 
“necessary  information,”  even  to  the  point,  as  one 
ACLU  spokesperson  has  been  quoted  as  saying,  ; 
“You  can’t  allow  information  control  to  become  a | 

, I 

means  of  behavior  modification.  ’ ’ What  is  advertis-  ■ 
ing  if  not  information  control?  What  is  “behavior  | 
modification”  if  not  its  purpose?  I 

The  medical  profession  has  been  exhorted  of  late  j 
to  promote  preventive  medicine.  Well,  here  it  is.  — i 
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MEDICINA  ET  LEX 


Refusal  of  Treatment 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

A PHYSICIAN  bases  a patient’s  treatment  plan  upon 
many  years  of  training  and  clinical  experience. 
When  a patient  refuses  to  follow  particular  aspects  of 
the  treatment  plan,  or  refuses  all  treatment,  not  only 
are  certain  ethical  issues  raised,  but  legal  ones  as 
well. 

Current  legal  issues  involving  the  refusal  of  treat- 
ment center  around  right  to  die  topics,  treatment  of 
newborns,  blood  transfusions,  and  the  administra- 
tion of  antipsychotic  drugs.  Courts  vary  in  their 
interpretation  of  the  extent  to  which  the  state  — 
through  the  judiciary  — should  become  involved, 
and  attorneys,  medical  ethicists,  and  physicians  long 
for  some  concensus.  Unfortunately,  there  is  little. 

Termination  of  life  support  systems  presents 
practical  and  ethical  problems.  If  the  patient  is  com- 
petent or  has  executed  a living  will  or  other  advance 
directions,  the  courts  are  generally  willing  to  inter- 
vene in  a decision  to  terminate  life  support  systems. 
In  such  instances  the  patient’s  right  to  autonomy 
prevails.  However,  when  the  patient  is  incompetent 
and  there  is  no  valid  documentation  regarding  his/ 
her  wish  to  have  treatment  discontinued,  the  courts 
will  intervene  and  substitute  their  judgment  for  that 
of  the  patient.  In  Kansas,  the  guardian  must  petition 
the  court  for  its  determination. 

Generally  life  support  may  be  terminated  when 
the  patient  is  competent  and  refuses  treatment  or 
when  the  patient  is  incompetent  but  has  issued  an 
advance  directive  or  living  will.  Even  when  a patient 
is  incompetent  and  has  not  stated  a preference  for 


*KMS  Legal  Counsel 

Editor’ s Note:  This  is  the  fourth  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged  to 
consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS 
66603;  1-800-332-0248. 


discontinuation  of  life  support  prior  to  incompeten- 
cy, courts  generally  allow  such  treatment  to  be  ter- 
minated. In  such  instances,  the  family  or  a guardian 
act  as  a substitute  decision-maker. 

States  vary  on  the  degree  of  court  intervention 
necessary  when  the  patient  is  incompetent.  They 
also  vary  on  the  number  of  physicians  who  must 
concur  in  the  diagnosis.  In  an  unusual  case,  the  Ohio 
Court  of  Appeals  found  a cause  of  action  for  battery 
existed  because  the  patient  was  placed  on  a respir- 
ator without  her  consent  and  no  physician  would 
disconnect  the  respirator  after  the  court  ordered  it 
disconnected.  The  patient  was  in  a permanent 
vegetative  state. 

Withholding  nourishment  to  adult  patients  pre- 
sents legal  issues  similar  to  those  related  to  the  dis- 
continuance of  life  support.  Techniques  to  supply 
nourishment  are  highly  invasive;  thus  the  patient’s 
right  to  privacy  is  of  particular  importance.  Courts 
generally  will  balance  the  burden  to  the  patient,  the 
benefit  of  the  treatment,  and  the  patient’s  wishes. 

Perhaps  the  clearest  guidelines  for  treatment  re- 
fusal exist  when  the  patient  is  an  impaired  newborn. 
Federal  and  state  regulations  specify  circumstances 
when  treatment  may  be  withheld. 

Initially,  “Baby  Doe’’  regulations  were  promul- 
gated under  the  Federal  Rehabilitation  Act  which 
forbids  discrimination  against  handicapped  indi- 
viduals. These  regulations  were  held  unconstitution- 
al, and  new  regulations  were  enacted  under  the 
Federal  Child  Abuse  Prevention  Act.  Federal  regula- 
tions and  those  promulgated  by  the  Kansas  Depart- 
ment of  Social  and  Rehabilitative  Services  provide 
that  the  withholding  of  treatment  (except  in  specified 
instances)  is  a form  of  child  abuse,  and  is  subject  to 
all  state  laws  governing  the  care  of  children. 

Under  the  regulations,  treatment  may  be  withheld 
only  when  the  infant  is  irreversibly  comatose;  when 
treatment  would  be  futile  because  it  would  merely 
prolong  dying  or  fail  to  correct  all  of  the  infant’s  life 
threatening  conditions;  or  when  treatment  would  be 

( Continued  on  page  22 ) 
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Microbiology  Surveillance 

(Continued  from  page  14) 

reus  gained  one  percentage  point,  Escherichia  coli 
dropped  two  percentage  points,  and  Enterococcus 
gained  three  percentage  points.  Urinary  tract  bacte- 
rial spread  has  remained  within  one  percentage  point 
throughout  the  entire  period. 

As  for  specific  organism  resistant  pattern  de- 
velopment, 13%  of  the  Hemophilus  influenzae  iso- 
lates were  found  to  be  resistant  to  ampicillin  during 
the  early  seventies  where  now  20%  of  the  strains  are 
resistant  to  ampicillin.  Similar  trends  have  been  seen 
nationwide.  Woolfrey  and  associates  have  summa- 
rized data  from  their  experience  along  with  data 
from  the  literature  that  suggest  ampicillin  resistance 
developed  for  Hemophilus  influenzae  isolates  in  the 
early  1970s,  and  that  resistance  has  increased  pro- 
gressively, particularly  for  isolates  from  blood  and 
spinal  fluid. ^ 

Methicillin  resistant  Staphylococcus  aureus 
(MRSA)  strains  have  showed  up  during  the  last  few 
years;  however  for  the  most  part  the  MRSA  has  been 
confined  to  patients  with  community  acquired  infec- 
tions or  transferred  patients  from  other  hospitals  or 
nursing  homes.  As  with  many  hospitals  of  St. 
Luke’s  size,  there  have  been  small  “data  blips’’  of 
resistant  organisms  and  then  the  background  organ- 
isms will  prevail  again. 

We  have  observed  that  interpretation  of  the  disk 
diffusion  results  in  our  hands  appears  to  have  been 
on  the  conservative  side  when  compared  to  inter- 
pretation of  the  microtiter  results.  This  is  particular- 
ly true  with  the  streptococci.  This  could  be  because 
of  the  difference  in  the  growth  of  streptococci  in  the 
broth  culture  of  microtiter  as  compared  to  growing 
streptococci  on  solid  media;  most  likely  it  is  due  to 
sharper  end  points  produced  for  observation  with 
liquid  growth/no  growth  endpoint  compared  to  a 
“fuzzy’’  bacterial  growth  line  observed  around 
disks  in  the  disk  agar  diffusion  gradient  methodolo- 
gy- 

Our  experience  shows  that  superior  quality  con- 
trol can  be  arrived  at  by  using  a commercially  pre- 
pared microtiter  plate  on  a single  basis  rather  than 
running  a single  plate  by  disk  agar  diffusion.  With 
the  microtiter  plate,  endpoint  reproducibility  from 
plate  to  plate  on  the  same  isolate  is  better  than  with 
disk  agar  diffusion.  We  recommend  that  the  small 
laboratory  with  low  numbers  of  antimicrobial  sensi- 
tivity plates  per  run  should  consider  switching  to  a 


' ■ << 

commercially  prepared  microtiter  plate  manual  sys- 
tem. We  believe  the  microtiter  will  reward  them 
with  the  ability  to  insure  better  quality  control  and 
more  accurate  results. 
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Acute  Leukemia 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  he  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 
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Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Smoking  During  Pregnancy 

(Continued  from  page  9) 

occurs  in  8-9%  of  all  births  but  accounts  for  85%  of 
all  perinatal  deaths  excluding  those  due  to  congenital 
malformations.^^  Smoking  less  than  one  pack  per 
day  leads  to  a 20%  increase  in  deliveries  before  38 
weeks  gestation  and  smoking  more  than  one  pack 
per  day  leads  to  a 50%  increase. Neonates  of 
smokers  have  been  shown  to  have  a lesser  incidence 
of  respiratory  distress  syndrome, presumably  due 
to  a smoking-induced  chronic  fetal  stress  which 
causes  an  acceleration  of  fetal  pulmonary  matura- 
tion. This  advantage  may  well  be  offset,  however, 
by  the  increased  incidence  of  hypoxia  in  the  infants 
of  smokers. 

The  increase  in  premature  deliveries  is  secondary 
to  a smoking-induced  increase  in  several  complica- 
tions of  pregnancy  including  abruptio  placentae, 
placenta  previa,  and  premature  rupture  of  mem- 
branes (PROM).  In  smokers  the  risk  of  PROM  is 
three  times  greater  at  less  than  34  weeks  gestation 
and  remains  higher  through  term  as  compared  to 
controls. Naeye  found  that  during  the  first  half  of 
gestation,  perinatal  mortality  secondary  to  abruptio 
placentae  was  2 1 1 % more  frequent  in  smokers  and 


remained  53%  higher  in  the  latter  half  of  preg- 
nancy.’^^ The  incidence  of  abruptio  placentae, 
placenta  previa,  and  PROM  have  all  been  shown  to 
be  proportional  to  cigarette  consumption.^^  Smokers 
of  less  than  one  pack  per  day  show  an  increase  in 
frequency  of  25%  for  placenta  previa  and  23%  for 
abruptio  placentae  while  smokers  of  more  than  one 
pack  per  day  show  a 92%  increase  in  the  incidence  of 
placenta  previa  and  an  86%  increase  in  the  incidence 
of  abruptio  placentae.  The  perinatal  loss  rate  for 
abruptio  placentae  is  27%  and  for  placenta  previa  is 
1 1%  V5  2%  in  pregnancies  without  either  complica- 
tion. Meyer  found  that  smoking  could  account  for 
18%  of  all  placenta  previas  and  10%  of  all  abruptio 
placentaes  and  thus  estimates  that  10%  of  all  perina- 
tal deaths  can  be  indirectly  attributed  to  maternal 
smoking. 

Conclusion 

Precise  interpretation  of  the  rapidly  growing  body 
of  information  implicating  maternal  smoking  with 
adverse  perinatal  outcome  is  made  more  difficult 
because  of  the  possibility  of  confounding  factors 
such  as  life  style,  socioeconomic  status,  general 
health,  use  of  drugs  or  other  substance  abuse.  This  is 
not  withstanding,  the  controls  built  into  the  human 
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studies,  the  well  controlled  animal  studies,  and  stud- 
ies using  the  specific  pharmacologic  agents  found  in 
cigarettes  all  form  a compelling  body  of  evidence 
implicating  maternal  smoking  as  a major  public 
health  problem  in  perinatal  care.  It  has  been  esti- 
mated that  the  cessation  of  smoking  by  pregnant 
mothers  could  bring  about  a 10%  or  greater  reduc- 
tion in  perinatal  mortality  and  a greater  reduction  in 
perinatal  morbidity. In  Kansas  alone,  this  would 
mean  a savings  of  at  least  70  lives  per  year. 

Each  of  us  is  entitled  by  law  to  select  nonsmoking 
accommodations  on  airplanes  and  trains.  Shouldn’t 
the  fetus  be  afforded  the  same  protection  on  its 
significantly  longer  and  more  perilous  journey? 

References  are  available  on  request  from  Dr. 
Fox,  Department  of  Pediatrics,  Monmouth 
Medical  Center,  300  Second  Avenue,  Long 
Branch  NJ  07740. 


Refusal  of  Treatment 

(Continued  from  page  19) 

inhumane  and  would  not  save  the  infant’s  life. 
Hydration  and  nutrition  must  be  provided  under  all 
circumstances. 

The  administration  of  antipsychotic  drugs  poses 
particular  problems  for  physicians  and  for  the 
courts.  These  problems  arise  when  the  degree  of 
incompetency  the  patient  exhibits  clashes  with  the 
theory  of  self-determination.  While  a medically  ill 
patient’s  prior  wish  to  refuse  treatment  may  be  hon- 
ored by  physicians  and  the  courts,  a mentally  ill 
patient’s  prior  expressed  wish  refusing  treatment 
need  not  be  so  honored.  The  standard  for  involuntary 
commitment  may  override  a prior  expression  of 
treatment  preference.  The  emphasis  changes  from 
the  “best  interests’’  of  the  patient  to  whether  the 


patient  poses  a threat  of  danger  to  him/herself  or  to 
society.  The  societal  impact  of  the  mentally  ill  pa- 
tient versus  the  medically  ill  patient  appears  to  jus- 
tify this  transition.  Thus,  the  use  of  antipsychotic 
drugs  to  treat  dangerousness  and  to  protect  public 
safety  is,  under  these  circumstances,  more  war- 
ranted than  use  for  another  goal.  However,  no  matter 
what  the  circumstances,  the  patient  still  has  an  in- 
herent right  to  refuse  treatment,  and  the  determining 
factor  will  be  whether  the  state’s  interest  outweighs 
the  individual’s  right. 

The  right  to  refuse  medical  treatment  often  has  its 
roots  in  the  First  Amendment  guarantee  of  freedom 
of  religion  as  well  as  in  the  constitutional  right  to 
privacy.  Although  the  right  to  refuse  treatment 
premised  upon  religious  beliefs  may  arise  in  any 
context,  it  most  often  surfaces  in  the  context  of  blood 
transfusions. 

Once  again,  the  individual’s  right  to  automony  is 
balanced  against  the  state’s  interest  in  the  indi- 
vidual’s welfare  whenever  the  court  considers 
whether  a blood  transfusion  will  be  ordered.  The 
state’s  interest  appears  stronger  when  there  are 
minor  children  involved  or  when  the  patient  is  a 
parent  of  minor  children,  but  predictably,  court  deci- 
sions vary  and  no  clear  trend  may  be  discerned  as  to 
when  the  court  will  order  blood  transfusions. 

A patient’s  right  to  refuse  treatment  will  generally 
be  honored  by  the  legal  system  unless  the  state’s 
interest  in  the  patient’s  welfare  predominates.  When 
the  patient  is  a minor,  is  incompetent  or  poses  a 
hazard  to  society,  the  state’s  power  to  act  is  much 
clearer.  Patients  and  their  physicians  may  attempt  to 
insure  that  the  patient’s  views  are  accurately  repre-  | 
sented  under  certain  conditions  by  the  execution  of  | 
instruments  such  as  living  wills  and  by  clear  expres-  j 
sions  of  desired  intent.  I 

A physician  faced  with  a clinical  decision  on  ter-  i 
mination  of  treatment  must  carefully  consider  the 
medical,  familial,  and  legal  aspects  before  proceed- 
ing. When  in  doubt,  consult  an  attorney  or  hospital 
medical  staff. 


I 
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You  know  your  specialty.  We  know  ours — constructing  retirement 
plans  that  provide  benefits  now  as  well  as  later. 

United  Missouri,  with  the  largest  Employee  Benefit  Division  in  the 
Midwest,  can  offer  such  expertise  on  options  that  are  right  for  medical 
professionals  and  their  staffs.  For  example,  prototype  corporate  or  Keogh 
plans.  And  plans  with  401  (k)  provisions.  Investment  possibilities  are 
varied,  with  each  meeting  our  high  standards.  Our  years  of  experience  in 
administering  IDAs  (Individually  Directed  Accounts)  can  be  effective  for 
your  group  as  well. 

For  expert  advice  from  trust  officers  who  specialize  in  benefits 
planning,  call  1-800-821-7194  (in  Missouri  1-800-892-2945)  today. 


UNITHJ  MISSOURI  BANKS 

Mombors  FDIC 


Providinig 
all  the  pieces 
for  secure 
tomorrows. 


P.O.  Box  226,  KansiLS  City,  Missouri  64141  (816)  SS6-7474 


PHYSICIAN  DIRECTORY 


CARDIOVASCULAR  AND  THORACIC  SURGEONS,  P.A. 

Medical  Arts  Building,  Suite  40 
1001  Horne  Street 
TOPEKA,  KANSAS  66604 
(913)  233-1710 

M.  Martin  Halley,  M.D.,  F.A.C.S. 

Paul  H.  Kindling  M.D.,  F.A.C.S. 

Norman  W.  Thoms,  M.D.,  F.A.C.S. 


Cardiac  Surgery 
Thoracic  Surgery] 
Vascular  Surgery|| 


MEDICARE  ASSIGNMENT  ACCEPTED 


tac 


topeka  Ollergy  Clinic 


Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 


James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
MEDICAL  PLAZA  • W.  10TH  & GARFIELD  • 234-2663  • TOPEKA,  KANSAS  66604 


LyteTek  1000 

ISE  Sodium /Potassium  Anaiyzer 


BOEHRINGER 

MANNHEIM 

DIAGNOSTICS 


1 


easy  to  use;  fast,  accurate  results 
from  small  sample  of  whole  blood, 
serum,  plasma,  or  diluted  urine; 
simple  two-button  operation,  only 
minimal  training  necessary 


easy  to  maintain;  installation  takes 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


’ 

. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


l . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 

Psychiatrist 
Calitornia 


. appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 

/ / 

Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  Instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age. 
Withdrawal  symptoms  rarely  reported;  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI, 
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*i  FOR  SLEEP 

Alter  more  than  15  years  of  use,  it's  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 
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You’re  looking  at  a remarkable  image  that 
clinched  a tricky  diagnosis  and  dictated  surgical 
intervention. 

It  was  achieved  without  contrast  medium  or 
ionizing  radiation  by  a new  imaging  modality  called 
Magnetic  Resonance  Imaging  (MRI).  The  anomaly 
it  reveals  had  gone  undetected  by  CT  scan. 

MRI  offers  a sensitivity  in  imaging  subtle 
chemical  and  stmctural  changes  in  tissue  that 
computerized  tomography  can’t.  It  has  demonstrated 
its  superiority,  especially  in  diagnosing  brain  and 
spinal  cord  abnormalities,  by  its  clarity,  plane 
flexibility  and  high  level  of  soft  tissue  discrimination. 

MRI  is  making  some  of  the  tough  calls  easier. 


Study  provided  courtesy  of  Richard  M.  Gore,  M.D.,  Northwestern  University. 


It’s  also  easily  arranged  with  a call  to  Wesley 
Medical  Center  whenever  you’d  like  to  order  MRI 
procedures  for  one  of  your  patients. 

A highly  trained  radiologist  in  our  department 
will  read  and  report  your  requested  MRI  data  so 
that  you  can  accurately  diagnose  your  patient  and 
initiate  a course  of  treatment. 

For  more  information  about  MRI  procedures, 
indications  and  teiloring  of  the  exam,  contact 
Dr.  David  Brake,  Medical  Director,  Department 
of  Radiology,  Wesley  Medical  Center,  (316) 
688-2900.  To  schedule  MRI  scans,  call 
(316)  688-2930. 


uimc 


AN  AFFILIATE  OF 


Wesley  Medical  Center 

550  N.  Hillside  • Wichita,  Kansas  67216-4976 
(316)  688-2930 


HCA. 


p.r.n. 
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Schedules  of  Controlled  Drugs  I 


The  drugs  that  come  under  jurisdiction  of  the 
Controlled  Substances  Act  are  divided  into  five 
schedules,  plus  two  sub-schedules.  They  are  as  fol- 
lows: 


Schedule  I Substances 

The  drugs  in  this  schedule  are  those  that  have  no 
accepted  medical  use  in  the  United  States  and  have  a 
high  abuse  potential.  Some  examples  are  heroin, 
marihuana,  LSD,  peyote,  mescaline,  psilocybin, 
tetrahydrocannabinols,  ketobemidone,  levomor- 
amide,  racemoramide,  benzylmorphine,  dihydro- 
morphine, morphine  methylsulfonate,  nicocodeine, 
nicomorphine,  methaqualone,  and  others. 


Schedule  II  Substances 

The  drugs  in  this  schedule  have  a high  abuse 
potential  with  severe  psychic  or  physical  depend- 
ence liability.  Schedule  II  controlled  substances  con- 
sist of  certain  narcotic  drugs.  Some  examples  of 
Schedule  II  narcotic  controlled  substances  are: 
opium,  morphine,  codeine,  hydromorphone 
(Dilaudid),  methadone  (Dolophine),  pantopon, 
meperdine  (Demerol),  cocaine,  oxycodone  (Perco- 
dan),  anileridine  (Leritine),  and  oxymorphone 
(Numorphan). 

Schedule  II-N  Substances 

The  drugs  in  this  schedule  have  a high  abuse 
potential  with  severe  psychic  or  physical  depend- 
ence liability.  Schedule  II-N  non-narcotic  controlled 
substances  consist  of  certain  stimulant  and  depres- 
sant drugs.  Some  examples  of  Schedule  II-N  non- 
narcotic controlled  substances  are:  amphetamine 
(Benzedrine,  Dexedrine),  methamphetamine  (Des- 
oxyn),  phenmetrazine  (Preludin),  methylphenidate 
(Ritalin),  amobarbital,  pentobarbital,  secobarbital, 
etorphine  hydrochloride,  diphenoxylate,  and  phen- 
cyclidine. 


Schedule  III  Substances 

The  drugs  in  this  schedule  have  an  abuse  potential  I 
less  than  those  in  Schedules  I and  II,  and  include® 
compounds  containing  limited  quantities  of  narcotic 
drugs,  such  as  APC  w/codeine,  Tylenol  w/codeine, 
and  Empirin  w/codeine.  | 

Schedule  III-N  Substances 

! 

The  drugs  in  this  schedule  have  an  abuse  potential ' 
less  than  those  in  Schedules  I and  II,  and  include  | 
compounds  containing  limited  quantities  of  certain 
non-narcotic  drugs,  such  as:  derivatives  of  barbituric 
acid  except  those  that  are  listed  in  another  schedule, 
glutethimide  (Doriden),  methyprylon  (Noludar), 
chlorhexadol,  sufondiethylmethane,  sulfon-  ' 
methane,  nalorphine,  benzphetamine,  chlorphenter- 
mine,  clortermine,  mazindol,  phendimetrazine,  and 
paregoric . Any  suppository  dosage  form  containing 
amobarbital,  secobarbital,  or  pentobarbital  is  in  this 
schedule. 

Schedule  IV  Substances 

The  drugs  in  this  schedule  have  an  abuse  potential 
less  than  those  listed  in  Schedule  III  and  include  such 
drugs  as:  barbital,  phenobarbital,  methylphenobar- 
bital,  chloral  betaine  (Beta  Chlor),  chloral  hydrate, 
ethchlorvynol  (Placidyl),  ethinamate  (Valmid), 
meprobamate  (Equanil,  Miltown),  paraldehyde, 
methohexital,  fenfluramine,  diethylpropion,  phen- 
termine,  chlordiazepoxide  (Librium),  diazepam 
(Valium),  oxazepam  (Serax),  clorazepate  (Tran- 
xene),  flurazepam  (Dalmane),  clonazepam  (Clono- 
pin),  prazepam  (Verstran),  lorazepam  (Ativan), 
mebutamate,  and  dextropropoxyphene  (Darvon). 

Schedule  V Substances 

The  drugs  in  this  schedule  have  an  Abuse  poten- 
tial less  than  those  listed  in  Schedule  IV  and  consist 
primarily  of  preparations  containing  limited  quanti- 
ties of  certain  narcotic  drugs  generally  for  antitus- 
sive  and  antidiarrheal  purposes. 
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LyteTek"  1000 

ISE  Sodium /Potassium  Anaiyzer 

■ easy  to  use;  fast,  accurate  results 
from  small  sample  of  whole  blood, 
serum,  plasma,  or  diluted  urine; 
simple  two-button  operation,  oniy 
minimal  training  necessary 

■ easy  to  maintain;  installation  takes 
approximately  15  minutes;  auto- 
matic calibration,  system  purging, 
and  error  detection;  plug-in 
reagent  package 


BOEHRINGER 

n/IANNHEIM 

DIAGNOSTICS 


c boehrinqer 
|0 


The  GOETZE-NIEMER  CO. 

1701  Brooklyn,  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-7337  (KS) 


In  ten  years  your 
malpractice  carrier  may 
je  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  (Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


f t J CCJ A f.'  c y w 

JSJUUJS  VvY.V 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Kansas  Medicine  • February  1986  • 27 


Brokerage  Services 


Because  you 
shouldn’t  pay 
for  what  you 
don’t  need. 


You  follow  the  market  closely  and  you  know  what  you  want.  When  the 
time  is  right,  you  move  quickly.  You  don’t  need  advice. 

Save  up  to  70%  off  full-cost  brokerage  commission  rates  when  you  buy 
or  sell  through  United  Missouri  Brokerage  Services.  We’re  linked  by  computer 
with  National  Financial  Services  Corporation  for  fast  transactions. 

Why  write  checks  or  wait  for  credits?  Settlements,  dividends  and  interest 
can  immediately  be  debited  or  credited  to  your  United  Missouri  account,  if 
you  wish. 

Investor  protection  is  through  SIPC  (Securities  Investor  Protection 
Corporation) . Call  your  brokerage  representative  about  setting  up  a 
brokerage  account. 


lb 

UNITED  MISSOURI  BANKS 

RO.  Box  226,  Kansas  City,  Missouri  64141,  (8l6)  842-2222  Toll  free  in  Missouri:  1-800-842-3500  Toll  free  in  states  contiguous  to  Missouri:  1-800-842-9999 


/ 


Upjohn 


‘J  A Century 
\ of  Caring 


1 986  The  Up|Ohn  Company 


J-61 36  January  1986 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  reoresents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiioride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thromboc^openia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabiiity  of  the  hydrochlorothiazide  component  of 
'Oyazide'  is  about  50%  of  the  bioavailabiiity  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailabiiity  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranuloc^osis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochiorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
‘Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  ‘Dyazide’.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
‘Dyazide’,  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
‘Dyazide’  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  ‘Dyazide’  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  ‘Dyazide’,  although  a causal  relationship 
has  not  been  established. 


Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule.  In  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ139 


In  Hypertension*... 
When  Need  to 
nserve  K+ 


Potassium-  Sparing 

DYAZroK 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


The  unique 
red  and  xxiiite 
Dyazide®  capsule: 
'Vbur  assurance  of 
SK&F  quality. 


©SK&F  Co.,  1983 


When  you  don't  have  time  to  waste . . . 

Listen  to 

Audio  Medical  News 

For  the  news  you  really  need. 


AMN,  the  twice-a-month  news  service 
that  helps  you  keep  pace  with  all  the  news 
that's  vital  to  your  practice! 

Every  day  you  see  the  tempo  of  medicine 
quicken.  Watch  competition  grow.  Wit- 
ness new  forms  of  health  care  delivery 
and  payment  systems  emerge.  See  costs 
continue  to  rise.  Face  new  challenges  in 
managing  your  practice. 

Now  you  can  stay  informed  of  all  the  latest 
socioeconomic  medical  issues  with  the  fast 
and  convenient  Audio  Medical  News  Ser- 
vice. Simply  subscribe  to  AMN,  and  two 
times  each  month  you'll  receive  a handy 
60-minute  cassette  that  recaps  the  news 
you  really  need — in  no-nonsense  straight 
talk.  Just  slip  the  cassette  into  a player  and 
listen  to  unbiased  reports  and  interviews 
on  vital  social,  economic,  and  political 
issues.  It's  quick  and  it's  easy. 

The  state-of-the-art 
audio  news  service . . . 
for  the  modern  medicai 
professionai! 

Check  all  of  these  convenient  Audio 
Medical  News  features: 


Concise. 

Easy. 

Fast. 


New 

Expanded  coverage. 

Two  times  each  month  you'll  receive  high- 
quality,  60-minute  tapes — expanded  from 
30  minutes  to  give  you  a broader  range  of 
topics. 

New 

Conveniently  organized  to  save 
listening  time. 

Side  I includes  a variety  of  late-breaking, 
short  news  briefings  to  give  you  a quick 
overview  of  socioeconomic  developments. 
Side  2 features  an  in-depth  report  on  a 
current  subject  of  interest. 


New 

Expanded  emphasis  on  business  and 
practice  management. 

AMN  provides  a wide  range  of  reports  to 
help  you  run  your  practice  more  effectively 
and  efficiently. 

Reports  the  issues  that  affect  YOU — 

In  every  specialty. 

Probes  the  important  policy  issues  facing 
medicine  today;  health  planning,  pre- 
ventive care,  cost  containment.  Medicare 
and  Medicaid,  HMOs,  DRGs,  PPOs,  health 
education,  biomedical  research,  and  more. 

Scans  and  condenses  over  70  leading 
publications. 

AMN  reads  and  condenses  the  vital  news 
into  a compact,  easy-listening  format.  It 
may  even  allow  you  to  reduce  the  number 
of  publications  you  buy — and  SAVE  you 
money. 

Includes  interviews  with  leaders  in 
medicine. 

Listen  to  live  interviews  with  Congres- 
sional leaders  who  affect  health-related 
legislation,  and  academicians  who 
research  and  analyze  social  and  economic 
medical  issues. 

Go-everywhere  listening  convenience. 

Wherever  you  go,  take  these  handy  cas- 
settes with  you — in  the  car ...  to  the  office 
. . . to  the  hospital.  Helps  you  take  advan- 
tage of  every  valuable  minute  of  your  day. 


AUDIO  MEDICAL  NEWS 
SUBSCRIPTION  COUPON 
Audio  Medical  News 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  606 1 0 

For  faster  service,  call 

TOLL-FREE: 

1-800/621-8335 

(In  Illinois,  call  collect  312/645-4987) 

Co-produced  by  American  Medical 
Association  and  Audio  Digest  Foundation. 
6891 


Please  enter  my  one-year  subscription  to 
AUDIO  MEDICAL  NEWS.  I understand  I will 
receive  two  cassettes  a month  (24  issues). 
/\MA  member  price:  $106  per  year.  Non- 
member price:  SI  25  per  year.  If  for  any 
reason  I am  not  satisfied  with  the  service,  I 
may  cancel  and  receive  a prompt  refund  on 
all  unmailed  issues. 

Check  one: 

Q Please  bill  me  at  address  indicated, 

Q Enclosed  is  my  check,  payable  to  the 
American  Medical  Association. 

Q Please  charge  my  subscription  to: 

Q MasterCard  Q Diners  Card 

Q VISA  □ American  Express 

n Carte  Blanche 


□ AMA  Member  □ AMA  Nonmember 

Credit  Card  Number  Expiration  Date 

Signature 

Name 

Specialty 

Address 

City 

State/Zip 


Drug  Testing  in  the  Elderly 


Elderly  residents  of  nursing  homes  have  been  used 
in  drug  experiments  without  their  knowledge  or  in- 
formed consent,  according  to  documents  obtained 
by  the  National  Council  of  Senior  Citizens. 

Internal  Food  and  Drug  Administration  (FDA) 
documents  reveal  that  at  least  eight  physicians  who 
contracted  with  nursing  homes  to  test  experimental 
drugs  violated  federal  law  by  using  harmful  tests 
and  practices. 

Some  of  the  investigators  have  been  permanently 
disqualified  by  the  FDA;  others  have  been  tempo- 
rarily disqualified  or  reprimanded. 

In  some  cases,  drugs  were  given  surreptitiously 
in  food.  In  other  cases,  they  were  given  to  persons 
with  mental  infirmities  or  who  could  not  speak  Eng- 
lish. Many  patients  had  pre-existing  health  condi- 
tions or  were  too  old  to  safely  participate  in  testing. 

Physicians  implicated  in  the  FDA  investigation 


say  that  the  majority  of  testing  is  performed  in  a 
careful  and  responsible  way.  Overly  restrictive  FDA 
regulations,  if  followed  to  the  letter  of  the  law, 
would  prohibit  the  majority  of  drug  testing  in  the 
elderly,  they  respond. 

For  instance,  it  is  virtually  impossible  to  find  an 
85 -year-old  who  is  disease-free  and  not  taking  other 
medications,  said  Richard  Morris,  M.D.,  medical 
director  of  the  skilled  nursing  home  Chester  Ex- 
tended Care  Center.  Dr.  Morris  was  investigated  by 
FDA  but  the  agency  has  since  dropped  any  action 
against  him. 

The  Council  has  asked  that  all  drug  testing  be 
immediately  suspended  in  nursing  homes  where  there 
is  suspicion  of  abuse  or  a past  record  of  violations. 
Congress  should  investigate  whether  drug  testing  in 
nursing  homes  should  be  prohibited  except  under 
highly  restrictive  conditions,  the  Council  said. 


38th  Annual  Midwest  Cancer  Conference 
Cancer  Detection  and  Early  Detection 

Hilton  Inn,  East 

Friday  March  14  and  Kellogg  at  Rock  Road 

Saturday  March  15  Wichita,  Kansas 

Friday’s  program  will  include  presentations  about  the  effects  of  diet,  tobacco,  alcohol,  and 
stress.  On  Saturday  morning,  there  will  be  workshops  on  “Detection  of  Oral  Cancer,”  “Screening 
for  Breast  Cancer,”  “Early  Detection  of  Colon  Cancer,”  and  “Detection,  Evaluation  of  Gyne- 
cological Neoplasm.” 

For  further  information,  contact  Jeri  Heycock,  American  Cancer  Society,  Kansas  Division, 
Inc.,  3003  Van  Buren,  Topeka  KS  66611;  913-267-0131. 
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need  special 

help  from 
Blue  Cross  and  Blue  Shield 
of  Kansas.  . .weWe  as 
close  as  your  phone! 

Just  use  our  Hot  Line  number 
1-800-432-3587  for  questions  about: 


DODGE  CITY  OFFICE  - 1-316-225-0884  Shield  representative  by  name  or 


• Policies  and  claim  procedures 

• Claims  problems  not  resolved  by 


regular  correspondence 


• Government  Program  policies 

• Professional  Relations  matters  that 
need  a staff  member’s  help 


Calls  on  the  “HOT  LINE’’  cannot  be 
transferred  to  a specific  person 


remember.  . . 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 


because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number; 


When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations 
Representative  who  is  ready  to  help. 
Call  for  your  Blue  Cross  and  Blue 


and  don’t  forget.  . . 


TOPEKA  OFFICE  - 1-913-232-1000 
WICHITA  OFFICE  - 1-316-686-7263 


and  ask  for  the  person  by  name. 


leave  your  rep  a message. 


1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 


Blue  Cross  and  Blue  Shield 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Traema  as  a Sympton  of  Alcoholism 

Physicians  who  treat  trauma  victims  should  rec- 
ognize that  many  accidents,  such  as  bums  or  falls, 
can  be  symptoms  of  alcoholism,  according  to  an 
editorial  in  a recent  issue  of  Annals  of  Emergency 
Medicine. 

Although  physicians  sometimes  feel  reluctant  to 
obtain  evidence  of  intoxication  for  fear  of  exposing 
patients  to  legal  prosecution,  the  authors  suggest 
that  physicians  should  test  for  blood  alcohol  in  “any 
case  in  which  alcohol  abuse  may  have  led  to  acci- 
dental trauma.” 

Testing  is  critical  to  the  early  diagnosis  of  alco- 
holism, say  Drs.  Clark,  McCarthy  and  Robinson, 
“and  allows  for  effective  treatment  of  the  disease 
before  irreversible  damage  occurs.” 

When  patients  or  their  families  refuse  to  acknowl- 
edge an  alcohol  problem  exists,  the  authors  write 
that  “blood  alcohol  levels  provide  blunt,  objective 
evidence  that  is  useful  to  break  through  this  wall  of 
denial.”  Determining  the  blood  alcohol  level  is 
clearly  useful  in  rehabilitation,  they  say,  as  well  as 
in  the  immediate  management  of  alcoholism. 

ACEP  is  a medical  specialty  society  with  more 
than  11,200  members  in  the  United  States,  Canada 
and  Puerto  Rico.  Its  goals  include  improving  the 
quality  of  emergency  medical  care  by  providing 
continuing  education  for  its  members  and  by  pro- 
viding public  education  on  the  specialty  of  emer- 
gency medicine. 


Letters  to  VOX  DOX 
should  be  addressed  to  the 
Vox  Dox  Editor,  Kansas 
Medicine,  1300  Topeka 
Avenue,  Topeka,  Kansas 
66612. 


Ion.  AidUto^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible. 

The  author  is  responsible  for  all  statements, 
including  changes  made  by  the  copy  editor. 
Manuscripts  are  received  with  the  explicit 
understanding  that  they  are  not  simultaneously 
under  consideration  by  any  other  publication. 
Publication  elsewhere  will  be  subsequently  au- 
thorized at  the  discretion  of  the  editor. 

The  galley  proof  is  for  correction  of 
ERRORS;  rewriting  of  material  must  be  done 
prior  to  submission.  Authors  are  urged  to  care- 
fully check  manuscripts  and  galley  proof  for 
errors  that  could  result  in  inaccurate  informa- 
tion. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

Kansas  Medicine  will  print  a maximum  of 
ten  references.  All  applicable  references 
should  be  marked  by  superscripts  in  the  text  in 
the  order  cited.  If  more  than  ten  sources  are 
cited,  the  author  should  designate  the  ten  most 
significant  to  be  printed,  and  readers  will  be 
referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accompa- 
nied by  a short  legend.  Photos  should  be  black 
and  white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not  dupli- 
cate, the  text. 

Kansas  Medicine  will  assume  the  cost  of 
B/W  engravings,  cuts,  and  tables  for  two  units. 
A unit  is  defined  as  V4  page.  The  author(s)  will 
be  billed  for  additional  units  at  a cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  Kansas  Medicine,  and  will  be  billed 
to  the  author  following  shipment  of  the  order. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
Information. 

Indications  and  Usage  Ceclor'  (cefaclor,  Lilly)  is  indicated  in  (he 
(reatmenl  of  the  followino  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  resplratorv  infections,  including  pneumonia  caused  by 
Stfepiococcus  pneumoniae  (Diplococcus  pneumoniae}.  Haemoph 
ilus  influenzae,  and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptioility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  In  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  (hat  a toxin  produced  by  Closindium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  aione  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions;  General  Precautions  ~ If  an  aller(]ic  reaction  to 
Ceclor  ’ (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  (he  cephalosporin  antibiotics  In  hematologic  studies 
or  m transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition.  It  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  (unction  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false  positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinltest' 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  (he  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  reveaied  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  (his  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 18, 0 20, 0 21 , and  0 16  mcg/ml  at  two, 
three,  lour,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  cither 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbilKorm  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs’  tests  each  occur  in  less 
than  1 In  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multitorme  or  the  above  skin  manifestations  accompanied 
by  arthritls/arthralgia  and.  frequently,  (ever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  ana  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncerfa/n-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  (hey 
were  of  uncertain  etiology,  (hey  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepatic  - Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

flena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  (he  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1904,  ELI  LILLY  AND  COMPANY 


kddiiiOMi  informalion  ivailihic  to 
the  profession  on  repuesi  from 
Ell  Lilly  and  Company. 

Indianapolis  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


University  Microfilms  International 


Please  send  additional  information  for  

(name  of  publication) 
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City 
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300  North  Zeeb  Road 
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Ann  Arbor,  Mi.  48106 
U.S.A. 
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IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 


For  information  concerning  the  Impaired 
Physician  Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contact  the  KMS  office  or  the  contact  per- 
son in  your  area.  All  information  and  identities 
will  be  held  in  strictest  confidence,  and  the  caller 
need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita 
Victor  H.  Hildyard  II,  Colby 
Connie  M.  Marsh,  Halstead  .. 
James  I.  Morgan,  Wichita  . . . 

W.  Eugene  Myers,  lola 

Ivan  E.  Rhodes,  Wichita 

Timothy  M.  Scanlan,  Wichita 
Alex  Scott,  Junction  City  . . . . 
Richard  A.  Siemens,  Lyons  . . 
Max  E.  Teare,  Garden  City  . . 

Don  R.  Tillotson,  Ulysses  

Donald  R.  Tucker,  Lawrence 
Virginia  L.  Tucker,  Topeka  . . 

Nancy  J.  Welsh,  Topeka 

Jackie  Burnett,  R.N.,  Halstead 

Kansas  Medical  Society, 
Topeka  


316/685-8231 

913/462-3332 

316/835-3435 

316/522-2266 

316/365-3732 

316/685-9289 

316/689-4850 

913/238-2518 

316/257-5124 

316/276-7689 

316/356-1261 

913/354-5275 

913/862-9360 
Ext.  215 

913/354-5240 

316/835-2920 

913/235-2383 

800/332-0156 


HEAD  AND  ASSOCIATE  HEAD 
OF  CLINICAL  MEDICINE 
STUDENT  HEALTH  SERVICE 
READVERTISED 

SDSL)  invites  applications  for  Head  and 
Associate  Head  of  Clinical  Medicine  for 
two  anticipated  openings  June,  1986. 
Licensed  GP,  FP  or  Internists,  success- 
ful experience  with  young  adult  clientele 
and  eligibility  for  SD  licensure  required. 
Submit  resume  and  three  recent  letters 
of  recommendation  to  Don  Smith, 
Administrator  of  Student  Health,  202 
West  Hall,  Box  510,  South  Dakota  State 
University,  Brookings,  South  Dakota 
57007  (605-688-4157).  Deadline  is 
April  1,  1986  or  until  position  is  filled. 
South  Dakota  State  University  is  an  AA/ 
EEO  Employer  (Female/Male). 


KAISER  PERMANENTE 

PRIMARY  CARE 
INTERNISTS/PEDIATRICIANS 

Kaiser  Permanente’s  newly  formed 
Kansas  City  Region  has  exceptional 
opportunities  for  board  certified/board 
eligible  primary  care  internists  and 
pediatricians.  Academic  affiliation, 
competitive  salary  and  excellent  fringe 
benefit  packages  are  offered.  Interested 
applicants  are  invited  to  send  their 
curriculum  vitaes  to: 

Larry  McDonald,  M.D. 

Kaiser  Permanente 
6900  Squibb  Road  - Suite  201 
Shawnee  Mission,  Kansas  66202 
or  call  (913)  384-9090 

EEO/AAP 
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SCIENTIFIC  ARTICLES 


P ■ " — ^ 

Hospice  Philosophy  and  Care  in  Kansas 


J.  M.  LONEY,  M.D.,*  Beloit 

Hospice  is  promoted  as  an  alternative  form  of  care 
for  the  terminally  ill  patient  directly  responsive  to 
the  special  needs  of  the  dying.  Comprehensive  care 
is  provided  by  a multidisciplinary  team  and  directed 
toward  the  unique  physical,  emotional,  spiritual, 
and  social  needs  of  the  dying  patient.  More  and 
more,  death  — a once  taboo  subject  — is  being 
discussed  and  seen  in  a different  light  by  both  the 
public  and  the  medical  profession.  A large  portion 
of  this  openness  is  due  to  the  new  attitude  about 
death  and  dying  as  initially  described  in  books  by 
Kubler-Ross  and  others,  opening  this  subject  to  con- 
troversy. From  this  new  awareness  has  come  the 
grass  roots  hospice  movement,  creating  a new  at- 
titude toward  how  to  care  for  the  dying  patient.  The 
growth  of  the  hospice  concept  in  the  United  States 
has  been  rapid,  reflecting  these  new  attitudes  about 
death  and  the  health  care  delivery  system.  The 
growth  has  further  been  aided  by  recognition  and 
passage  of  legislation  by  the  federal  government. 
Moreover,  DRGs  and  changes  in  reimbursement 
have  encouraged  hospice  care.‘  The  purpose  of  this 
article  is  to  further  elucidate  some  of  the  principles 
of  hospice  care,  as  well  as  to  update  its  status  in 
Kansas  and  its  revelance  to  the  practicing  physician. 

Hospice  has  its  roots  in  ancient  and  medieval 
times,  when  it  was  a way  fare  station  for  travelers, 
the  critically  ill,  the  dying,  orphans,  and  women  in 
labor.  The  movement  in  England  has  been  quite 
active  since  the  1940s  and  1950s  with  the  most 
famous  — St.  Christopher’s  Hospice  headed  by  Dr. 
Cicely  Saunders  — established  in  1967.  The  initial 
hospice  in  the  United  States  was  Hospice  Inc.  in 
New  Haven,  Connecticut,  started  with  the  aid  of  a 
National  Institutes  of  Health  (NIH)  grant  in  1971  ^ 

Hospice  in  Kansas  began  in  1979,  and  the  Asso- 
ciation of  Kansas  Hospices  was  formed  and  incor- 
porated in  1980.  There  are  presently  more  than  30 
hospices  active  in  the  state  associated  with  the  As- 
sociation of  Kansas  Hospices.  In  order  to  evaluate 


*President,  Association  of  Kansas  Hospices  and  Medical 
Director,  Solomon  Valley  Hospice. 

Address  reprint  requests  to  Dr.  Loney,  Beloit  Medical  Cen- 
ter, P.A.,  Beloit  KS  67420. 


the  present  care  offered  by  these  hospices,  a ques- 
tionnaire was  devised  and  distributed  among  the 
hospices  associated  with  this  Association;  21  of  the 
30  questionnaires  mailed  were  returned. 

Philosophy 

Patients  who  are  referred  to  a hospice  must  fulfill 
criteria  as  defined  by  the  National  Hospice  Orga- 
nization as  well  as  that  outlined  in  the  national  leg- 
islation passed  in  1983.  These  requirements  include; 
(1)  the  patient  must  have  a terminal  diagnosis  of 
less  than  six  months,  (2)  the  patient  must  be  under 
the  care  of  a licensed  physician,  and  (3)  the  patient 
must  have  a primary  care  provider  at  home.  When 
these  criteria  are  met,  the  patient  is  then  evaluated 
by  a hospice  nurse.  Hospice  does  not  admit  all  pa- 
tients; those  who  work  in  the  program  know  that 
hospice  is  not  for  everyone  and  everyone  is  not  for 
hospice.  Where  definable  problems  are  present, 
however,  and  hospice  has  the  capability  to  deliver 
care  in  response  to  these  problems,  then  the  patient 
may  be  taken  as  a referral.  The  patient  is  cared  for 
by  a team  that  includes  the  referring  physician,  who 
continues  as  the  primary  care  physician  of  the  pa- 
tient, a nurse,  a volunteer,  a preferred  religious  as- 
sociate, social  workers,  and  others  as  indicated.  One 
of  the  goals  of  hospice  is  to  allow  the  patient  to 
remain  at  home  as  much  as  possible.  Most  impor- 
tantly, an  effort  will  be  made  to  allow  the  patient 
to  die  at  home,  if  it  is  possible,  and  the  wish  of 
both  the  patient  and  the  family.  All  these  matters 
are  discussed  thoroughly  with  the  patient  and  the 
family  at  the  time  of  acceptance  into  the  hospice 
program  and  are  subject  to  review  throughout  the 
hospice  care.  Hospice  patients  occasionally  do  need 
to  be  returned  to  the  hospital  for  acute  medical  prob- 
lems, medication  adjustments,  or  for  respite  care 
for  the  family. 

The  pattern  described  above  outlines  the  basic 
form  of  care  provided  by  the  different  hospices  in 
Kansas.  It  should  be  noted  that  there  are  no  free 
standing  hospices  in  Kansas,  although  some  hos- 
pices maintain  inpatient  hospital  beds  specifically 
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RESULTS  OF  HOSPICE  QUESTIONNAIRE 
Total  Responses  21 

No. 

% 

How  are  nurses  reimbursed  for  their  work  in  hospice? 

A)  Directly  employed 

7 

33% 

B)  Contracted  through  another  home  health  agency 

5 

24% 

C)  Entirely  volunteer 

3 

14% 

D)  Combination 

4 

19% 

How  are  most  of  your  monies  secured  to  maintain  your  hospice  program? 

A)  Donations  and  memorials  ) 

14 

66% 

B)  Fund  raising  ) 

C)  Third  party  reimbursement 

3 

14% 

D)  Grants 

3 

14% 

E)  Other 

1 

5% 

Does  your  hospice  have  organized  family  meetings  with  the  team? 

A)  Yes 

6 

29% 

B)  No 

15 

71% 

How  often  do  you  have  team  meetings? 

A)  Weekly 

16 

76% 

B)  Monthly 

3 

14% 

C)  As  needed 

1 

5% 

D)  Other,  please  specify 

1 

5% 

How  often  does  your  medical  director  attend  the  team  meetings? 

A)  75  to  100% 

7 

33% 

B)  50  to  75% 

1 

5% 

C)  25  to  50% 

3 

14% 

D)  Less  than  25%  of  the  time 

4 

19% 

E)  Never 

6 

29% 

How  often  does  the  attending  physician  attend  the  team  meetings? 

A)  75  to  100% 

5 

24% 

B)  50  to  75% 

C)  25  to  50% 

1 

0 

5% 

D)  Less  than  25%  of  the  time 

6 

29% 

E)  Never 

8 

38% 

Please  assess  the  overall  involvement  of  referring  physicians  in  your  hospice. 

A)  Actively  involved  (i.e.  offering  services  and  referrals) 

9 

45% 

B)  Somewhat  involved  (i.e.  getting  involved  only  when  asked) 

11 

55% 

C)  Is  not  involved  at  all 

(NoteiTotal  may  not  always  be  21  as  some  questions  allowed  more  than  one  response 
or  were  not  answered) 

designated  for  hospice  patients.  To  further  outline 
how  care  is  being  provided  for  the  dying  by  the 
hospices  in  Kansas,  a questionnaire  was  designed 
to  evaluate  history,  patient  profiles,  length  of  hos- 
pice care,  physician  involvement,  and  interaction 
between  the  hospice  team  and  the  family.  Previous 
studies  and  literature  have  suggested  that  hospice 
may  not  be  accomplishing  all  that  it  has  set  out  to 
do.  It  was  also  hoped  that  the  information  gained 
from  the  questionnaire  would  elucidate  some  of  the 
ways  that  hospice  could  continue  to  provide  unique 
care  to  the  dying  patient. 

Dying  is  a very  complex  process,  requiring  a 
great  deal  of  physical,  emotional,  social,  and  spir- 


itual energy.  Most  authors  feel  the  problems  in  these 
areas  must  be  met  in  a stepwise  fashion,  first  in  one 
area  then  in  another,  allowing  the  patient  to  work 
toward  the  acceptance  of  his/her  own  death.  Only 
then  can  the  dying  patient  complete  the  necessary 
steps  in  the  dying  process  as  outlined  by  Kubler- 
Ross  and  others  in  their  works  on  death  and  dying. 
Research  has  shown  that  people  who  are  dying  fear 
primarily  the  abandonment  by  health  care  profes- 
sionals, loss  of  control  of  their  lives,  and  chronic 
pain.  To  relieve  these  fears,  the  National  Hospice 
Organization  defines  its  main  goals  as  provision  of: 
(1)  emotional  support  for  the  patient  and  the  pa- 
tient’s family  in  the  final  stages  of  life,  and  (2)  pain 
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relief  for  the  chronic  pain  associated  with  terminal 
disease.  These  goals  are  attained  by  allowing  the 
patients  to  be  more  in  control  of  their  environment 
and  — if  possible  — to  live  the  last  days  of  their 
lives  in  the  presence  of  their  families  and  familiar 
surroundings.  Psychosocial  testing  has  indicated  that 
people  who  die  in  close  contact  with  their  loved 
ones  and  in  familiar  surroundings  have  an  overall 
high  psychosocial  index  of  satisfaction  as  indicated 
by  testing.  Hospice  strives  to  deliver  this  care  through 
its  multidisciplinary  concept  involving  physician, 
nurse,  religious,  social  worker,  volunteer  and  oth- 
ers, and  direct  this  care  to  centering  around  the 
patient  and  primary  care  giver  when  possible,  allow- 
ing them  to  live  at  home.  Hospice  itself  is  directed 
to  palliative  care  rather  than  life  prolonging  high 
technology  and  diagnostic  care.  Moreover,  hospice 
helps  provide  an  inhome  setting  and  continued  emo- 
tional support  to  the  patient  and  to  the  patient’s 
family  through  the  dying  and  later  grieving  process, 
by  the  use  of  the  bereavement  services.  By  contin- 
uous support  for  the  patient  and  the  primary  care 
giver  through  constant  attention,  hospice  is  able  to 
reduce  the  psychosociological  fears  of  the  patient 
or  at  least  facilitate  the  patient  in  reaching  his/her 
own  resolution  to  problems  in  these  areas.  One  of 
the  initial  goals  is  the  reduction  of  physical  pain, 
which  allows  the  patient  the  energy  to  resolve  other 
problems.  Most  authors  feel  that  of  the  four  areas 
defined  earlier,  the  most  important  is  the  relief  of 
chronic  pain.  Therefore,  close  attention  is  paid  to 
the  patient’s  pain  pattern  and  pain  control  with  relief 
without  sedation.  Again,  this  calls  for  close  atten- 
tiveness to  the  patient’s  condition  in  an  overall  sit- 
uation as  well  as  frequent  interaction  between  the 
team  members  and  the  patient.  It  is  felt  by  many 
that  the  other  problems  can  be  handled  only  when 
chronic  pain  has  been  relieved.^-  ^ 

Successful  care  by  a hospice  team  then  is  a com- 
bination of  pain  relief  as  well  as  emotional  support 
directly  to  the  patient  and  through  the  patient’s  family 
or  via  the  primary  care  giver.  Hospice  continually 
evaluates  its  care  by  weekly  team  meetings,  at- 
tended by  the  various  members  of  the  team.  At  this 
time,  they  discuss  the  care  being  provided  to  the 
patient  as  well  as  evaluating  its  benefit  to  the  patient 
and  the  family.  It  is  also  possible  to  evaluate  other 
problems  that  may  have  risen  since  the  initial  care 
period  of  the  patient  as  well  as  other  requests  of  the 
family  for  other  services  they  see  as  needed.  These 
meetings  are  extremely  helpful  in  that  it  is  possible 
to  evaluate  the  patient’s  care  from  several  aspects 
including  professional  viewpoints  from  the  nurse  or 


social  worker  who  visits  the  patient  regularly,  as  j 
well  as  the  less  disciplined  and  sometimes  equally 
straightforward  evaluation  by  the  visiting  volunteer.  | 
Moreover,  these  team  meetings  are  useful  to  team  j 
members  who  support  each  other  in  the  care  of  their 
patient.  Frequently  the  patient’s  team  members  be- 
come emotionally  involved  with  the  patient  and  the 
patient’s  family  and  feel  like  family  members.  Con- 
sequently, they  too  must  have  the  support  of  others 
as  they  watch  their  “loved  one’’  die. 

Results 

Results  from  the  questionnaire  reveal  there  is  a 
large  variance  in  the  organizations  with  regard  to 
the  population  size  and  the  way  nursing  care  is  pro- 
vided. The  larger  hospices,  such  as  those  in  the 
Kansas  City  area,  care  for  from  40  to  50  patients  a 
month,  while  the  smaller  hospices  in  other  parts  of 
the  state  average  one  to  two  patients  a month.  The 
number  of  days  per  patient  also  varies  greatly  from 
35  to  70  days.  This  range  correlated  with  the  gath- 
ering of  other  data  from  other  studies  which  indicate 
that  the  average  patient  days  number  from  45  to 
60.^  The  national  data  also  indicate  averages  in- 
volving free-standing  hospices  as  well  as  home  care 
hospices.  It  is  felt  that  this  data  did  not  really  make 
any  conclusive  statement  about  the  appropriateness 
or  length  of  hospice  care  as  a whole,  other  than  that 
it  did  compare  favorably  with  that  across  the  United ' 
States. 

Only  three  of  the  21  hospices  responding  had 
entirely  volunteer  nursing  staffs.  Volunteer  nurses 
were  occasionally  used  in  three  other  hospices.  The 
remaining  hospices  in  the  state  either  have  nursing 
services  contracted  through  Home  Health  Care  or 
are  directly  employed  and  paid  for  by  the  hospice 
itself.  Payment  of  nurses  is  an  important  consid- 
eration, particularly  with  regard  to  recent  legislation 
passed  in  use  of  federal  funds  for  reimbursement  as 
well  as  involvement  by  other  third  party  carriers  and 
payment  of  nurses’  salaries.  In  this  respect,  14  of 
the  21  returned  questionnaires  indicated  that  do- 
nations and  memorials  constitute  the  largest  portion 
of  the  financing.  This  is  augmented  by  fund  raising  I 
efforts  in  17  hospices.  Only  three  use  third-party  | 
reimbursement  as  a large  portion  of  their  direct ! 
funding.  Grants  also  accounted  for  a significant  part  | 
in  three  other  hospices.  The  use  of  volunteers  is  i 
unique  to  the  hospice  as  a home  health  type  of  care.  | 
Volunteers  are  used  primarily  for  family  support  i 
and  respite  activities  such  as  shopping,  child  care,  L 
and  transportation.  Only  three  hospices  indicated  i 
that  they  utilized  their  volunteers  for  significant  pa- ; 
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dent  care.  It  should  be  noted,  however,  that  these 
three  were  hospices  that  indicated  their  nursing  care 
was  entirely  volunteer  and  may  represent  an  in- 
terpretive difficulty  with  the  question.  Hospices  also 
indicated  that  they  used  volunteers  for  minimal 
nursing  care  such  as  catheter  care,  bedpan  usage, 
and  patient  positioning. 

Despite  the  indication  that  one  goal  of  hospice 
care  is  support  of  the  family,  only  six  of  the  re- 
sponding 21  hospices  indicated  they  had  any  type 
of  direct  team-family  meetings  for  evaluation  of 
patient  care.  Five  of  the  six  have  the  meeting  within 
the  first  one  to  two  weeks  of  caring  for  the  patient 
in  order  to  answer  family  members’  questions.  It  is 
felt  that  this  is  a beneficial  area  that  may  extend  to 
more  hospices  in  the  future.  It  would  seem  appro- 
priate to  create  greater  interaction  between  the  fam- 
ily and  teams  in  order  to  provide  better  care  for  the 
patient,  possibly  on  a more  frequent  basis.  Most 
hospices  do  meet  on  a weekly  basis  to  evaluate  the 
care  of  the  patient,  and  this  is  felt  to  be  beneficial. 
Again,  continued  changes  in  the  family  support  plan 
would  seem  to  warrant  evaluation  of  how  the  family 
interprets  the  care  the  patient  is  receiving.  One  hos- 
pice that  has  these  meetings  states  that  they  felt  that 
family  members  asked  questions  and  received  an- 
swers that  they  would  not  otherwise  have  discussed 
in  the  presence  of  the  patients.  The  meeting  also 
gives  the  family  an  opportunity  to  express  other 
types  of  care  they  hoped  the  hospice  could  deliver. 
Some  studies  indicate  that  hospice  families  do  not 
feel  any  more  prepared  for  the  death  of  their  loved 
ones  than  non-hospice  families.  Although  there  are 
some  difficulties  with  these  studies  and  interpreta- 
tions, it  again  shows  the  need  for  hospice  to  dem- 
onstrate improvement  in  this  area.  More  recent 
studies,  however,  have  indicated  that  the  followup 
bereavement  provided  is  quite  beneficial  to  hospice 
families.  This  problem,  however,  was  not  ap- 
proached in  our  questionnaire.’’* 

One  concern  expressed  by  the  coordinating  di- 
rectors who  answered  the  questionnaires  is  the  lack 
of  involvement  of  physicians  and  medical  directors. 
Only  seven  of  the  responding  hospices  indicated  that 
their  medical  doctor  attended  75%  or  more  of  the 
team  meetings.  Less  than  50%  of  the  hospices  in- 
dicated that  their  physicians  were  actively  involved, 
most  of  them  being  involved  only  when  asked. 
Moreover,  75%  of  the  hospices  returning  the  ques- 
tionnaires indicated  that  the  physicians  who  referred 
the  patients  attended  team  meetings  less  than  50% 
of  the  time.  With  the  development  of  patient  care 
gravitating  more  toward  out-patient  and  home  care. 


it  would  seem  beneficial  for  physicians  to  become 
more  involved  with  home  health  and  hospice  agen- 
cies which  provide  this  type  of  care.’’-  '“This  fact, 
combined  with  the  previously  discussed  changes  in 
attitudes  toward  medical  care  of  the  dying,  is  an- 
other reason  why  hospice  care  is  preferred  to  hos- 
pitalization, if  possible.  Consequently,  physicians 
must  adjust  their  attitudes  and  become  more  actively 
involved  in  these  types  of  care.  Physicians  should 
continue  to  be  the  head  of  the  decision  making  team 
for  the  care  of  their  patients  and  can  do  so  only  if 
they  are  involved  in  these  programs.  Twenty  per 
cent  of  the  hospices  indicated  that  a major  problem 
or  goal  for  them  in  the  next  year  was  to  gain  more 
referrals  and  become  more  actively  involved  with 
their  local  medical  staff.  It  is  also  important  for 
hospice  to  make  a better  effort  in  cooperating  with 
physicians  in  order  to  get  them  involved.  Hospices 
must  gear  their  education  toward  helping  physicians 
to  understand  the  type  of  care  that  hospice  will  pro- 
vide and  the  fact  that  the  referring  physicians  remain 
the  final  factor  in  the  decision  about  the  care  of  the 
hospice  patient. 

Summary 

Hospice  is  a philosophy  of  an  alternative  form  of 
care  for  the  terminally  ill.  It  has  been  active  in 
Kansas  since  1979  and  continues  to  be  active  with 
more  than  30  hospices  aligned  with  the  Association 
of  Kansas  Hospices.  These  affiliates  provide  sup- 
portive and  emotional  care  for  the  patient  on  various 
levels.  Care  provided  by  hospice  is  a multidiscipli- 
nary team  type  of  approach;  its  main  goal  is  to 
control  pain  and  to  support  the  patient  and  the  pa- 
tient’s family  emotionally  to  the  final  days  of  the 
patient’s  life  and  after  the  patient’s  death. 

The  questionnaire  was  distributed  to  help  evaluate 
some  aspects  of  care  and  to  look  at  team-family 
interactions  and  physician  involvement.  In  Kansas 
the  care  provided  appears  to  be  heterogenous  in  the 
make  up  with  regard  to  the  size  of  hospice  and 
patient  population.  However,  the  results  do  reflect 
that  the  major  problems  and  goals  in  Kansas  are 
parallel  to  those  in  the  United  States  as  a whole. 
Increased  interaction  of  the  family  and  team  with 
more  frequent  meetings  to  evaluate  care  and  alle- 
viate the  anxieties  of  the  families  appears  desirable. 
Evaluation  of  this  type  of  interaction  as  well  as  a 
more  intensive  study  in  the  evaluation  of  the  sat- 
isfaction of  care  by  the  patients  themselves  are  also 
suggested.  There  continues  to  be  a need  for  phy- 
sician involvement  and  knowledge  of  hospice  as  a 
{Continued  on  page  52) 
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Myocardial  Contusion  in  a Child 

A.  K.  TAYIEM,  M.D.,  Atchison  and  J.  H.  FALLON,  M.D.  Indianapolis,  Indiana 


Blunt  chest  trauma  secondary  to  motor  vehicle 
accidents  or  crush  injuries  is  a common  sequela  in 
both  urban  and  rural  environments.  Myocardial  con- 
tusion is  frequently  a result  of  direct  blunt  force, 
often  from  a steering  wheel.  Accidents  are  a major 
cause  of  morbidity  and  mortality,  especially  in 
younger  age  groups.  The  resilient  juvenile  chest 
affords  poor  protection  from  a major  impact. 

Reported  here  is  a case  of  major  blunt  trauma 
sustained  by  a 9-year-old  boy.  The  ultimate  extent 
of  his  injuries  — serious  but  not  fatal  — is  especially 
surprising  considering  the  severity  of  the  traumatic 
force  he  sustained. 

Patients  are  susceptible  to  myocardial  contusion 
as  the  consequence  of  a variety  of  injuries.  Although 
it  is  estimated  to  occur  in  anywhere  from  10-75% 
of  severe  chest  injuries,'  it  is  believed  often  to  go 
undetected  by  many  clinicians.  There  may  be  no 
external  evidence  of  chest  injury  in  up  to  one-third 
of  cases. ^ The  contusion  usually  occurs  without 
fracture  of  the  bony  thorax  and  with  an  intact  per- 
icardium.^ In  addition  to  motor  vehicle  accidents, 
it  can  result  from  falls  from  heights,  from  pressure 
waves  secondary  to  high  velocity  bullets  elsewhere 
in  the  body,  from  blast  explosions  in  air  or  water, 
or  from  crush  injuries.  Myocardial  contusion  has 
been  shown  to  lead  to  sudden  death,  dysrhythmias, 
heart  failure,  pericardial  effusion,  and  cardiac  tam- 
ponade. 

Case  Report 

A 9-year-old  boy  was  run  over  by  a tractor.  The 
father  stated  that  the  child  fell  from  the  rear  as  the 
tractor  was  backing  up,  and  the  father  observed  the 
21 -inch  rear  tire  run  over  the  child,  covering  his 
thorax  and  abdomen.  The  tractor  weighed  16,000 
pounds.  The  ice,  snow,  and  earth  beneath  it  was 
hard  and  not  muddy.  The  child  remained  conscious. 
He  had  a pulse  of  112,  blood  pressure  of  90/40 
mmHg,  and  was  alert  and  oriented.  He  was  im- 
mediately transferred  to  the  Atchison  Hospital.  On 
arrival  he  complained  only  of  moderate  right  leg 
pain;  he  denied  angina,  dyspnea,  abdominal  pain, 
dizziness,  or  visual  disturbances.  He  vomited  ap- 

From  the  Atchison  Hospital,  Atchison,  Kansas. 

Address  reprints  requests  to  Dr.  Tayiem,  Atchison  Hospital 
& Cray  Manor,  1301  No.  Second,  Atchison  KS  66002. 


proximately  200  cc  of  partially  digested  food  streaked 
with  small  amounts  of  blood. 

Physical  examination  revealed  an  alert,  oriented 
child  in  moderate  distress.  Pulse  was  102,  blood 
pressure  was  110/60  mmHg.  He  was  slightly  pale 
with  abrasions  above  his  left  cheek  and  left  scapula. 
Visual  fields  and  results  of  funduscopic  examination 
were  normal.  Inspection  of  the  anterior  thorax  re- 
vealed no  apparent  injury.  First  and  second  heart 
sounds  were  normal;  there  was  no  murmur,  rub,  or 
gallop.  The  lungs  revealed  bibasilar  moist  inspira- 
tory rales.  There  was  no  evidence  of  respiratory 
compromise.  The  abdomen  was  soft  and  without 
distention  or  masses.  There  was  only  slight  ten- 
derness in  the  right  lower  and  upper  quadrants. 
Bowel  sounds  were  normal.  Peripheral  pulses  were 
equal  and  adequate,  and  neurologic  examination  re- 
vealed no  deficit. 

The  preliminary  EKG  showed  sinus  tachycardia 
with  significant  ST  segment  elevation  and  Q waves 
in  2,  3,  AVF,  V5,  and  V6.  Chest  radiograph  showed 
an  infiltrate  in  the  lateral  right  lung  consistent  with 
pulmonary  contusion.  Radiographs  of  the  abdomen 
were  normal. 

Laboratory  studies  revealed  hemoglobin  of  12.4 
gm/100  ml  and  hematocrit  of  36.3%.  The  white 
count  was  20,000  with  70  segs,  19  bands,  6 lymphs, 
5 monos;  platelets  were  normal.  Serum  sodium  was 
145  mEq/liter,  potassium  3.4  mEq/liter,  chloride 
110  mg/ 100  ml,  BUN  20.2  mg/ 100  ml,  and  creat- 
inine 0.7  mg/ 100  ml.  The  urinalysis  was  negative 
except  for  trace  protein;  there  was  no  blood.  Urine 
amylase  was  251  u/1.  SCOT  was  266  u/ml,  SGPT 
141  u/ml,  and  LDH  544.  Total  CPK  was  1260,  MB 
fraction  104  (8.25%). 

Echocardiography  (2D  and  M-mode)  showed  the 
postero-inferior  left  ventricular  free  wall  to  be  slightly 
hypokinetic.  The  valves  and  dimensions  were  nor- 
mal; there  was  no  evidence  of  pericardial  effusion. 

Approximately  two  hours  later,  the  patient  began 
experiencing  frequent  PVCs;  he  was  given  a lido- 
caine  bolus  and  placed  on  a drip.  An  EKG  at  this 
time  showed  sinus  tachycardia  with  further  diffuse 
ST  segment  elevation  with  Q waves  compatible  with 
acute  inferiolateral  subepicardial  injury. 

The  following  day  he  complained  of  increased 
chest  pain.  Occasional  PVCs  were  noted  despite  the 
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LEGISLATIVE  UPDATE  At  press  time  the  medical  malpractice  reform  bill,  HB  2661 

was  entering  the  final  stage  of  hearings  and  consideration  by 
the  House  Judiciary  Committee.  It  is  expected  that  the  bill 
will  be  reported  out  of  committee  and  then  voted  on  the  floor 
of  the  House  by  the  last  week  in  February. 
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While  the  Kansas  Medical  Society,  Kansas  Hospital  Association 
and  other  health  care  groups  have  been  supporting  the  bill, 
opposition  has  been  from  the  Governor's  office,  the  Kansas 
Trial  Lawyers  Association  and  the  Kansas  Bar  Association. 
Governor  John  Carlin  has  indicated  that  limits  on  awards  are 
unacceptable  to  him  and  a veto  of  the  bill  is  probable.  In 
order  to  override  a veto,  2/3  of  the  members  of  each  house  of 
the  legislature  must  vote  for  the  bill. 

Although  there  will  probably  be  many  amendments  to  the  bill, 
KMS  will  make  every  effort  to  keep  the  tort  reform  issues 
such  as  caps  on  awards  and  screening  panels  intact.  After 
the  bill  clears  the  House  of  Representatives,  it  will  go  to 
the  Senate  for  additional  hearings  and  further  consideration. 
Watch  your  mail  for  special  bulletins  about  the  malpractice 
issue  and  additional  details  about  KMS  plans. 

The  proposal  of  the  Kansas  Optometric  Association  to  broaden 
the  optometric  scope  of  practice  to  include  the  use  of  drugs 
for  therapeutic  purposes  has  been  introduced,  but  at  press 
time  did  not  have  a number  assigned  to  it.  The  bill,  which 
is  opposed  by  the  Section  of  Ophthalmology  of  the  KMS  and  the 
KMS,  will  probably  be  heard  by  the  Senate  Public  Health  and 
Welfare  Committee  the  last  week  in  February.  The  bill  has 
stirred  up  quite  a bit  of  controversy,  as  optometrists  are 
pressing  for  removal  of  the  prohibition  on  surgery  from  their 
practice  act,  the  use  of  drugs  for  therapeutic  purposes,  and 
the  ability  to  remove  foreign  bodies  from  the  eyes. 


A detailed  Legislative  Bulletin  is  being  produced  now  and 
will  be  sent  to  every  KMS  member  in  the  next  week  or  so.  It 
will  include  a complete  update  on  malpractice  events,  and  a 
summary  of  other  pertinent  legislation.  If  you  have  any 
questions  about  bills  or  pending  legislation,  contact  the  KMS 
off i ce. 
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PHYSICIAN 

CHARACTERISTICS 
New  Edition  Available 


A FAMILY  AFFAIR 


At  press  time,  the  MEDICARE  fee  freeze  extension  continues 
until  March  14,  or  further  notice.  As  complicated  as  matters 
of  MEDICARE  reimbursement  are,  the  Gramm-Rudman-Hol 1 i ngs  bill 
will  make  matters  much  worse.  This  dramatic  legislation  will 
become  operational  March  1,  1986,  and  unless  Congress  re- 
allocates spending  reductions,  all  MEDICARE  payments  will  be 
cut  a net  of  1%  across  the  board.  The  projected  reductions 
in  health  programs  should  result  in  savings  of  $300  million 
in  FY'86.  More  later  . . . 

Physicians  are  encouraged  to  collect  and  document  instances 
where  medical  care  and  hospitalization  have  been  inappro- 
priately denied  or  curtailed  because  of  the  prospective  pricinc 
system  and  the  application  of  diagnosis  related  groups  (DRGs). 
The  urging  is  a result  of  a resolution  adopted  by  the  AMA 
Interim  House  of  Delegates  last  December.  Please  send  such 
data  to  KMS. 


1986  membership  dues  are  due  and  payable.  If  you  have  not  i 

paid  yours,  please  do  not  delay.  In  these  times,  it  is  par-  i 
ticularly  important  to  support  your  physician  organization  so 
it  may  work  and  speak  for  you  at  all  level s--local , state, 
and  national. 

Early  trends  indicate  that  Kansas  physicians  take  this  affil-  | 
iation  seriously.  Membership  renewals  are  proceeding  at  the  I 
usual  pace.  If  you  have  not  renewed,  please  do  not  delay-- 
your  membership  is  vital!  | 

I 

The  Kansas  Medical  Society  will  sponsor  a series  of  Medical 
office  management  workshops  on  March  12-13,  1986,  at  the 
Wichita  Airport  Hilton  Inn.  Each  lasts  1/2  day,  and  the  fee  is, 
$50  per  person  per  workshop.  The  titles  are:  "New  Employee  ! 

Workshop";  "Collecting  Medical  Accounts";  "Controlling  Practic(| 
Accounts";  and  "Law  for  the  Medical  Office."  The  leader  for  ' 
each  of  them  will  be  Ed  Kelsay,  Attorney-at-Law.  A descrip-  ! 
tive  brochure  has  been  sent  to  each  member.  If  you  need 
further  information,  contact  the  KMS  office. 

The  1984  edition  of  Physician  Characteristics  and  Distribu- 
tion in  the  U.S.  is  now  available  from  the  AMA.  Data  were 
compiled  from  the  AMA  Physician  Masterfile,  and  include 
detailed  tabulations  on  age,  school  and  year  of  graduation, 
sex,  and  board  certification  of  physicians.  This  information  ' 
is  useful  for  research,  planning,  or  publishing.  It  is  ' 

available  at  $39  per  copy,  less  10%  discount  to  AMA  members 
only:  Book  & Pamphlet  Fulfillment  OP  180/5,  American  Medical  , 

Association,  P.O.  Box  10946,  Chicago  IL  60610;  for  infor- 
mation, call  312-280-7168. 


The  American  Medical  Association's  7th  National  Conference  on 
the  Impaired  Physician  will  be  held  April  11-13,  1986,  at  the 
Hilton  Hotel  & Towers,  Chicago.  The  theme  of  the  meeting  is 
"Impairment  and  Well-being  of  Health  Professionals:  A Family 

Affair." 


I 


The  conference  will  serve  as  a forum  for  those  involved  as 
primary  and/or  secondary  prevention  and  treatment  of  impairme^j 
For  information:  312-645-5079. 


lidocaine  drip  and  he  experienced  a short  episode 
of  ventricular  tachycardia.  The  total  CPK  rose  to 
1660;  the  MB  fraction  dropped  to  84(5.1%).  The 
ST  segment  elevation  persisted  and  Q waves  re- 
mained prominent  in  1,  2,  3,  AVF,  V4,  V5,  and 
V6.  He  was  transferred  to  a tertiary  care  center 
where  he  experienced  more  PVCs  immediately  after 
transfer.  He  was  continued  on  a lidocaine  drip  and 
stabilized  that  same  day.  Facial  radiographs  showed 
a right  subcondylar  mandibular  fracture  and  a left 
zygomatic  fracture.  Treatment  was  deferred  until 
the  cardiac  injuries  resolved. 

By  the  third  day  he  had  become  clinically  stable. 
The  lidocaine  drip  was  weaned  and  no  dysrhythmias 
were  seen.  At  this  point  a chest  radiograph  showed 
a questionable  widening  of  the  aortic  root.  Percu- 
taneous aortogram  revealed  no  traumatic  injury  and 
showed  a return  to  normal  contractility,  and  he 
underwent  application  of  arch  bars  with  intermax- 
illary fixation.  He  was  subsequently  discharged  in 
good  condition. 

Discussion 

The  pathological  lesions  of  myocardial  contusion 
vary  considerably.  They  range  from  small  areas  of 
sub-epicardial  or  sub-endocardial  petechiae  to  con- 
tusion of  the  full  thickness  of  the  myocardial  wall. 
Severe  cases  may  cause  actual  rupture  of  the  heart. 
The  thin  walled  right  ventricle,  lying  immediately 
behind  the  sternum,  is  most  commonly  injured. The 
aortic  valve  is  most  frequently  involved  in  vavular 
injury,  leading  to  rapid  congestive  heart  failure  sec- 
ondary to  aortic  regurgitation. 

Diagnosis  of  myocardial  contusions  can  be  dif- 
ficult and,  therefore,  many  modalities  are  used.  Chest 
pain  of  anginal  quality,  unrelieved  by  nitrates,  oc- 
curs in  a large  percentage  of  patients.^  Any  such 
pain,  especially  in  a younger  person,  should  be  pur- 
sued even  though  the  trauma  may  have  seemed  in- 
significant. Dysrhythmias  or  pericardial  tamponade 
— complications  of  contusion  — should  likewise 
alert  the  clinician. 

The  electrocardiogram  is  invariably  used  to  aid 
diagnosis.  The  most  frequently  attributed  derange- 
ments are  sinus  tachycardia  and  ST-T  wave  alter- 
ations. ST  segment  elevation,  the  hallmark  of  any 
injury,  is  commonly  seen.  Unfortunately,  the  EKG 
lacks  both  sensitivity  and  specificity  because  almost 
every  EKG  abnormality  has  been  known  to  occur. ^ 
Findings  of  myocardial  infarction  are  also  common 
and  can  be  secondary  to  thrombosis  or  spasm. 

Echocardiography  is  useful,  especially  if  2-D  and 
M-mode  views  were  obtained.  The  2-D  echocar- 


diogram offers  the  advantage  of  a broader  beam  and 
often  spatial  relationships  are  more  easily  visual- 
ized.* Echocardiography  is  most  useful  in  exam- 
ining the  heart  for  valvular  dysfunction  and  peri- 
cardial effusion. 

Serum  enzymes  are  another  easily  obtained  test 
which  can  aid  diagnosis.  LDH,  SGOT,  and  CPK 
are  often  elevated  secondary  to  multiple  tissue  in- 
jury but  recently  clinical  investigators  have  focused 
on  the  cardiac  isoenzyme  CPK  MB  fraction  as  a 
possible  method  to  increase  specificity.  Even  this 
factor  is  relative  because  skeletal  muscle  contains 
a small  amount  of  MB  isoenzyme  and  extensive 
muscle  trauma  can  cause  a slight  appearance  of  MB 
activity.^  CPK-MB  increases  of  more  than  5%, 
however,  are  often  indicative  of  clinically  signifi- 
cant myocardial  injury. 

Technetium  Tc  99m  pyrophosphate  scan  has  po- 
tential utility  in  diagnosis.  This  scan  is  based  on  the 
fact  that  the  mitochondria  of  dead  myocardial  cells 
have  a hydroxyapatite  structure  that  allows  the  in- 
flux of  calcium  ions  which  in  turn  bind  radiolabeled 
phosphate.  However,  technetium  scans,  although 
useful,  have  failed  to  diagnose  contusions  consist- 
ently." The  diagnosic  criteria  are  not  standardized 
and  uptake  of  the  nuclide  by  the  ribs  and  sternum 
may  obscure  the  injury. 

No  single  present  technique  to  diagnose  myocar- 
dial contusion  is  likely  to  be  infallible.  The  major 
problem  is  that  there  is  no  single  “gold  standard’’ 
available  for  diagnosis.  A combination  of  diagnostic 
techniques  must  be  employed.  Transient  ST-T  wave 
changes  can  be  very  common  after  serious  chest 
trauma  and  may  not  necessarily  be  of  clinical  sig- 
nificance. Likewise,  elevations  of  SGOT,  LDH,  or 
CPK  can  be  seen  in  most  trauma  patients  secondary 
to  muscular  or  mild  hepatic  injury.  Elevation  of  the 
MB  fraction  of  CPK,  however,  in  combination  with 
extended  EKG  abnormalities  and  a positive  or  ques- 
tionable technetium  scan  will  often  reflect  signifi- 
cant myocardial  contusion.'^ 

The  treatment  of  suspected  myocardial  contusion 
is  similar  to  that  for  myocardial  infarction.  In  gen- 
eral, it  is  supportive  and  expectant.  Treatment  is 
similar  because  patients  with  myocardial  contusion 
are  considered  to  be  at  risk  for  the  same  compli- 
cations as  myocardial  infarction.  Avoidance  of  dis- 
rhythmias  and  hemodynamic  compromise  is  the  basic 
therapeutic  goal.  The  injured  heart  is  especially  ir- 
ritable and  this  point  should  guide  pharmacological 
choices.  For  this  reason  general  anesthesia  should 
be  avoided  unless  surgical  intervention  is  mandatory 
( Continued  on  pof>c  4d ) 
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Cadaveric  Bone  Retrieval/Banking  Techniques 

KURT  R.  KNAPPENBERGER,  M.D.,* *  Mexico,  Missouri;  ELY  BARTAL,  M.D.f 
and  RHONDA  ROMANOS,  R.N.,t  Wichita 


Bone  allograft  storage  and  use  is  of  increasing 
interest  to  orthopedists  and  hospitals.  Because  stud- 
ies have  indicated  a 20-30%  contamination  rate  in 
harvesting  cadaveric  bone,  the  issue  of  cost  con- 
tainment becomes  central  to  management  of  bone 
banks. '■  ^ 

Through  carefully  prescribed  cadaveric  retrieval 
and  bone  banking  techniques,  the  contamination  rate 
is  reduced,  thus  reducing  the  cost  of  retrieval. 

The  following  is  a review  of  procurement  tech- 
nique, management  protocol,  and  cost  related  is- 
sues. 

Procurement  Technique 

St.  Francis  Regional  Medical  Center  established 
a bone  bank  in  1950.^  Until  1983  our  bone  pro- 
curement was  predominantly  from  living  donors, 
i.e.,  femoral  neck  fractures  treated  by  endopros- 
thesis or  total  hip  arthroplasties.  More  recently,  be- 
cause of  increasing  demand  for  bone,  cadaveric 
retrievals  are  necessary. 

Cadaveric  donors  must  meet  established  criteria 
(Table  I)^'  Cadaveric  bone  is  usually  collected 
after  kidney  and  other  organ  retrievals.  Our  bone 
retrievals  include  iliac  crests,  proximal  femurs,  dis- 
tal femoral  condyles,  and  proximal  tibial  condyles. 

The  process  of  procurement  begins  with  three 
preliminary  steps:  (1)  a 20-minute  Betadine  prep; 
(2)  skin  cultures;  and  (3)  routine  draping  with  the 
addition  of  iodoform  steridrapes.  Harvesting  tech- 
niques are  cited  in  sequential  steps  including  inci- 
sion, bone  section  removal,  and  preparation  for 
processing. 

Longitudinal  incisions  are  made;  one-half  strength 
Betadine  is  flushed  into  the  incision  and  allowed  to 
remain  for  two  to  three  minutes.  Each  individual 
section  of  bone  is  then  harvested  in  a no  touch 


From  the  Department  of  Surgery,  Section  of  Orthopedics  & 
Rehabilitation,  The  University  of  Kansas  School  of  Medicine- 
Wichita,  and  St.  Francis  and  Affiliated  Hospitals,  Orthopedic 
Residency  Program,  Wichita. 

*Former  Resident  in  Orthopedic  Surgery,  St.  Francis/UKSM- 
Wichita  Affiliated  Hospitals,  Wichita,  Kansas. 

t Assistant  Clinical  Professor,  Section  of  Orthopedic  Sur- 
gery, Department  of  Surger>',  UKSM-Wichita. 

fBone  Bank  Coordinator,  St.  Francis  Regional  Medical  Cen- 
ter, Wichita. 


technique.  Swab  cultures  of  each  section  are  taken. 
Each  section  is  placed  in  a separate  basin  and  sealed 
with  steridrapes  before  the  next  section  of  bone  is 
removed  from  the  cadaver.  The  sealed  basin  is  placed 
on  a back  table  for  later  processing.  After  all  bone 
is  harvested,  sealed  and  placed  on  the  back  table, 
the  table  is  covered  and  moved  into  a separate  op- 
erating room  for  processing.  All  personnel  must 
change  gowns  and  gloves  between  the  harvesting 
and  the  processing.  All  instruments  used  during 
processing  — i.e.,  saws,  osteotomes  and  rongeurs 
— are  soaked  in  full  strength  Betadine  when  not  in 
use  to  help  prevent  cross  contamination.  The  steps 
in  processing  include  bone  preparation,  culturing, 
antibiotic  soaks,  and  storage. 

The  bone  is  cleaned  of  soft  tissue,  cut  into  three 
to  six  ounce  pieces  and  cultured  again.  Each  piece 
is  soaked  in  antibiotic  solution  consisting  of  poly- 
myxin B sulfate,  bacitracin,  and  gentamycin  (3,000 
cc  normal  saline  contains  1.5  million  units  Aero- 
sporine,  150,000  units  bacitracin  and  0.3  mg  gen- 
tamycin) and  then  rinsed  in  normal  saline.  The  bone 
is  swab  cultured  for  a third  time;  in  addition,  a small 
piece  of  bone  is  sent  for  culture.  Each  three  to  six 
ounce  piece  is  placed  in  an  inner  storage  jar  with  a 


TABLE  I 

CADAVERIC  DONOR  CRITERIA 


Contraindications  for  Removal 


Systemic  infection  (bacterial,  viral  or  fungal) 

Malignant  disease 

Presence  of  any  toxic  substances 

Venereal  diseases 

Meningitis  or  encephalitis 

Rheumatoid  arthritis 

Radioactive  tissues 

Malaria 

Chronic  parenteral  drug  abuse 

Any  transmissible  infectious  disease 

Hepatitis 

Tuberculosis 

Unexplained  jaundice 

Any  disease  of  unknown  etiology 

Potential  AIDS 

Immunosuppressed 
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second  outer  storage  jar  completing  the  final  com- 
ponent, which  is  frozen  to  — 80C  within  three  to 
four  hours  after  harvest. 

Management  Protocol 

Protocol  has  been  established  to  provide  com- 
prehensive documentation  for  patient  management 
and  research. 

An  adhesive  label  with  the  donor’s  name,  age, 
retrieval  date,  type  of  bone,  and  size  estimation 
(small  — less  than  three  ounces;  medium  — three 
to  four  ounces;  large  — greater  than  four  ounces) 
is  placed  on  the  outer  storage  jar.  When  available, 
laboratory  culture  identification  numbers  are  also 
placed  on  the  jars. 

Information  on  each  jar  is  recorded  in  a donor’s 
log  book,  which  includes  the  patient’s  name,  sex, 
age,  hospital  number,  preoperative  diagnosis  or 
cause  of  death,  surgeon’s  name,  type  of  bone,  size 
estimation,  culture  reports,  and  storage  expiration 
date.  As  soon  as  final  culture  reports  are  obtained, 
the  results  are  recorded  in  the  log  book.  Contami- 
nated specimens  are  destroyed  and  sterile  specimens 
are  marked  and  moved  into  a special  section  of  the 
freezer  for  use. 

An  index  card  file  is  kept  for  indicating  the  avail- 
able bone  for  grafting.  This  file  helps  the  surgeon 
select  the  appropriate  graft  preoperatively.  After 
grafting,  an  identification  slip  for  each  jar  is  placed 
in  the  recipient’s  hospital  chart.  This  includes  the 
donor’s  name,  age,  hospital  number,  and  final  cul- 
ture report.  The  information  is  also  recorded  in  a 
separate  recipient’s  log  book. 

Cost-Related  Issues 

Prior  to  the  implementation  of  the  harvesting 
techniques  described,  bone  loss  through  contami- 
nation was  as  high  as  50%.  With  retrievals  done 
using  the  described  technique,  no  bone  has  been 
discarded  due  to  contamination.  In  reviewing  our 
banking  procedures  we  found  that  each  cadaveric 
retrieval  costs  approximately  $1,950.00  to  $2,150.00 
per  donor.  With  an  average  of  15  jars  per  donor, 
each  jar  costs  approximately  $135.00  to  $150.00 
(Table  II).  With  the  increased  use  of  cadaveric  bone 
and  the  pervasive  issues  of  cost  containment,  the 
reduction  of  contamination  rates  is  a key  factor  in 
the  management  of  a bone  bank. 

Summary 

A method  of  cadaveric  bone  retrieval  is  discussed 
along  with  a banking  management  protocol.  With 


TABLE  II 

COSTS  PER  CADAVERIC  DONOR 

Labor 

(R.N.,  techs  for 
approximately  1.5  hrs. 
(Surgeon’s  donated) 

$40.00-$50.00 

Storage  & replacement  costs 

$120.00-$150.00 

Processing 

(Cultures,  jars,  sterilization, 
documentation  supplies) 

$550.00-$600.00 

Administration 

Approximately  12  hours 
per  month  R.N. 

$125.00-$150.00 

O.R.  Supplies 

$700.00-$800.00 

O.R.  Time  (1.5  hrs.) 

$400.00 

TOTALS 

$1,935-32,150.00 

Approximately  15  jars/donor  = 

$135. 00-3150. 00/jar 

this  procurement  technique,  cadaveric  retrieval  costs 
are  optimized  because  loss  due  to  contamination  is 
dramatically  reduced. 
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Myocardial  Contusion 

(Continued  from  page  41) 

to  correct  life  threatening  complications.  A one  to 
three  week  period  of  bedrest  with  gradual  ambu- 
lation is  advised. 

References  are  available  from  Dr.  Tayiem,  Atchison  Hos- 
pital & Cray  Manor,  1301  No.  Second,  Atchison  KS  66002. 
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Bacterial  Endocarditis  in  MVP 


CHIH-PING  YANG,  M.D.,  Lebanon,  Pennsylvania,  and 
ALBERT  L.  CHEN,  M.D.,  Livermore,  California 


Bacterial  endocarditis  has  been  increasingly 
recognized  as  a potential  risk  for  patients  with  mitral 
valve  prolapse,  and  there  has  been  an  increase  in 
cases  reported  in  the  literature.  Diagnosis  has  been 
established  by  physical  examination,  blood  cul- 
tures, demonstrations  of  mitral  valve  prolapse  in 
echocardiogram  and  left  ventricular  angiogram,  or 
post-mortem  examination.  However,  definite  proof 
of  bacterial  vegetation  in  the  prolapsed  valve  of  the 
living  patient  has  been  rare.  The  case  reported  here 
documents  bacterial  vegetation  in  the  prolapsed  mi- 
tral valve  thus  reaffirming  the  importance  of  the 
prevention  of  bacterial  endocarditis  in  patients  with 
mitral  valve  prolapse. 

Case  Report 

A 68-year-old  male  was  admitted  with  chief  com- 
plaint of  low  back  pain,  general  weakness,  and 
weight  loss  during  the  past  six  months.  The  patient 
reported  that  he  had  experienced  chronic  low  back 
pain  periodically  since  a car  accident  several  years 
earlier.  Prior  to  admission,  he  had  experienced  low 
back  pain  for  which  he  had  been  treated  with  traction 
for  five  days  in  a local  hospital.  He  reported  a long 
history  of  excessive  consumption  of  alcohol  and  a 
cardiac  murmur  of  unknown  origin  which  was  first 
detected  during  his  military  service.  The  cardiac 
murmur  had  been  attributed  to  rheumatic  fever  al- 
though the  patient  was  unaware  of  such  an  illness. 
He  denied  having  had  any  dental  work. 

Physical  examination  showed  the  patient  to  be 
well  developed  but  poorly  nourished.  He  was  175.3 
cm  tall  and  weighted  only  57.7  kg.  Oral  examina- 
tion indicated  poor  oral  hygiene  with  advanced  per- 
iodontitis and  dental  caries.  He  was  mildly  anemic 
but  not  icteric.  His  neck  was  soft  with  a full  range 
of  motion,  and  neck  veins  were  not  distended.  Pe- 
ripheral pulses  were  normal,  and  chest  and  lungs 
were  clear  except  for  a few  rhonchi.  Cardiac  ex- 
amination revealed  a grade  III/IV  holosystolic  mur- 
mur with  late  systolic  accentuation  which  increased 
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in  intensity  when  the  patient  was  standing.  There 
was  general  wasting  of  the  muscles,  but  there  were 
no  petechiae  or  clubbing  of  the  fingers.  Although 
there  were  complaints  of  low  back  pain,  there  ap- 
peared to  be  no  tenderness  along  the  lumbosacral 
spine.  The  liver  was  enlarged  with  a span  of  14  cm 
at  the  right  midclavicular  line,  and  the  spleen  was 
not  palpable.  Admission  impressions  included  ane- 
mia, malnutrition  associated  with  excessive  alcohol 
consumption,  chronic  low  back  pain  of  undeter- 
mined etiology,  mitral  regurgitant  murmur,  and 
probably  mitral  valve  prolapse. 

Laboratory  tests  revealed  hemoglobin  9.7  gm/100 
ml,  hematocrit  28.2%,  white  blood  count  8100/mm, 
platelets  174,000,  and  reticulocyte  count  0.6%;  pro- 
thrombin and  partial  thromboplastin  times  were  nor- 
mal, and  Coombs  test  was  negative.  There  were 
increases  in  serum  alkaline  phosphatase  (155  lU), 
SCOT  (98  lU),  and  SGPT  (114  lU).  Serum  acid 
phosphatase  was  normal.  Total  serum  bilirubin  at 
1 . 1 mg/ 100  ml,  direct  bilirubin  0.2  mg/ 100  ml,  and 
lactate  dehydronase  were  normal.  No  occult  blood 
was  detected  in  stool  samples.  Urinalysis  yielded 
normal  results,  and  thyroid  profile  was  normal.  A 
scan  revealed  an  enlarged  liver  and  spleen  consistent 
with  diffuse  parenchymal  liver  disease.  X-ray  of  the 
lumbosacral  spine  showed  mild  degenerative  os- 
teoarthritic  changes,  but  a bone  scan  revealed  no 
osteolytic  or  osteoblastic  lesions.  Chest  x-ray  was 
normal.  Electrocardiogram  revealed  sinus  rhythm 
with  a rate  of  100/minute. 

On  the  third  day  after  admission  to  our  hospital, 
the  patient’s  temperature  was  38. 3C.  Three  blood 
cultures  were  obtained  within  1 .5  hrs.  M-mode  ech- 
ocardiogram revealed  normal  aorta  and  aortic  valve, 
normal  left  atrium,  and  normal  left  ventricular  in- 
ternal dimension.  A shaggy,  dense  echo  that  meas- 
ured about  8 mm  in  diameter  was  detected  in  the 
posterior  mitral  valve  during  diastole  with  mid-late 
systolic  prolapse  of  the  same  mitral  valve  (Figure 
1).  When  the  echo  beam  was  focused  on  the  mitral 
valve  of  the  atrio-ventricular  junction,  the  prolapse 
of  the  posterior  mitral  valve  was  more  evident  with 
demonstration  of  increased  thickness  and  a dense 
echo  on  the  same  valve  (Figure  2).  The  echocar- 
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Figure  1 . Shaggy  dense  echo  represents  bacterial  veg- 
etation about  8 mm  in  diameter  in  the  posterior  mitral 
valve  during  diastole.  There  was  mid-late  systolic  pro- 
lapse of  this  same  mitral  valve. 

diogram  demonstrated  vegetation  in  the  prolapsed 
posterior  mitral  valve.  Thus  the  diagnosis  of  sub- 
acute infective  endocarditis  with  mitral  valve  pro- 
lapse was  made  prior  to  the  results  of  blood  cultures. 
A regimen  of  streptomycin  1 gm  intramuscularly 
daily  and  aqueous  penicillin  20  million  units  intra- 
venously daily  was  started.  Two  more  blood  cul- 
tures were  obtained  the  next  day,  and  all  five 
subsequently  grew  streptococcus  viridans.  For  one 
week,  the  patient  experienced  septic  fever  without 
any  symptoms  or  signs  of  cardiac  decompensation 
or  systemic  embolization  throughout  the  medical 
treatment.  After  one  week  of  antibiotic  treatment 
he  became  afebrile,  and  the  low  back  pain  — which 
had  troubled  him  for  four  weeks  — resolved  spon- 
taneously. His  teeth  were  determined  to  be  unre- 
storable  due  to  the  advanced  caries  and  periodontitis. 
It  was  believed  that  the  diseased  teeth  were  the 
source  of  the  infection,  and  they  were  extracted 
during  the  course  of  antibiotic  therapy.  The  minimal 
bacteriocidal  concentration  and  bacteriocidal  ability 
of  the  patient’s  serum  against  the  subculture  bacteria 
were  used  to  monitor  the  antibiotic  effect  during  the 
course  of  treatment.  Streptomycin  treatment  was 
continued  for  two  weeks,  and  penicillin  was  given 
for  four  weeks.  Followup  echocardiogram  upon 
completion  of  antibiotic  treatment  indicated  no  sig- 
nificant change  of  bacterial  vegetation;  however, 
three  months  after  treatment  began,  the  bacterial 
vegetation  was  markedly  reduced. 

Discussion 

In  1963,  Barlow  et  al  postulated  from  angio- 
graphic evidence  that  systolic  click  and  late  systolic 
murmur  were  associated  with  prolapse  of  the  pos- 


Figure  2.  Increased  thickness  and  dense  echo  in  the 
prolapsed  posterior  mitral  valve  is  demonstrated  with 
echo  beam  focused  at  the  atrioventricular  junction. 


terior  mitral  leaflet.  ‘ Since  then  the  click  and  mur- 
mur syndrome  has  generated  a great  deal  of  interest. 
Markiewicz  et  al,  on  screening  100  presumably 
healthy  young  females,  found  17%  with  cardiac  aus- 
culatory  findings  consistent  with  mitral  valve  pro- 
lapse syndrome. 2 Although  there  has  been  a flurry 
of  publications  on  mitral  valve  prolapse  syndrome, 
the  associated  bacterial  endocarditis  was  not  rec- 
ognized until  1967  when  Lebauer,  Perloff,  and  Ke- 
liher  published  their  findings  on  the  first  case  of 
bacterial  endocarditis  in  a patient  with  an  isolated 
click. ^ Since  then  the  association  of  bacterial  en- 
docarditis with  mitral  valve  prolapse  syndrome  has 
been  increasingly  recognized.  In  1975,  Lachman  et 
al  reported  ten  cases  of  infective  endocarditis  in 
patients  with  mitral  valve  prolapse  syndrome.*^  In 
1977,  Corrigall  et  al  reported  25  patients  with  mitral 
valve  prolapse  and  infective  endocarditis.^ 

Bacterial  endocarditis  is  a lethal  disease  if  not 
diagnosed  early  and  treated  properly.  The  compre- 
hensive picture  of  this  disease  includes  pyrexia,  the 
presence  of  (or  changing  ) cardiac  murmur,  sple- 
nomegaly, petechiae,  clubbing  of  fingers,  systemic 
emboli,  anemia,  and  leukocytosis.  When  these 
symptoms  are  present,  the  diagnosis  is  obvious. 
However,  bacterial  endocarditis  seldom  exhibits  such 
a well-defined  pattern.  Indiscriminate  use  of  anti- 
biotics drastically  alters  the  clinical  and  laboratory 
picture  of  the  disease.  In  1979,  this  author  encoun- 
tered a patient  with  slight  anemia  and  flu-like  symp- 
toms without  any  suggestion  of  bacterial  endo- 
carditis, and  only  the  auscultatory  findings  of  mitral 
valve  prolapse  suggested  this  diagnosis.^ 

The  patient  discussed  here  exhibited  low  back 
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During  a recent  visit  to  a council  district  meeting, 
I visited  a classmate  of  mine  who  practices  in  a 
clinic.  While  I was  there,  he  encouraged  one  of  his 
younger  partners  to  attend  the  meeting  that  night, 
learn  about  the  activities  of  the  Kansas  Medical 
Society,  and  get  involved  in  organized  medicine. 
The  associate  replied  with  a smile  and  the  statement 
that  he  would  get  active  when  his  children  were 
grown.  That  statement  gave  me  a sinking  feeling 
and  all  I could  think  was,  “Doctor,  if  you  don’t  get 
involved  now,  by  the  time  your  children  are  grown, 
there  won’t  be  anything  left  to  get  involved  with. 
We  will  be  employees  of  the  government  or  third 
party  payers.” 

Right  now  some  physicians  are  making  decisions 
regarding  membership  in  county,  state  and  national 
organizations,  and  some  have  written  to  the  state 
office.  I would  like  to  quote  from  the  reply  given 
to  them  by  our  executive  director,  Jerry  Slaughter; 

The  resolution  endorsing  unified  member- 
ship passed  the  House  of  Delegates  virtually 
unopposed.  To  us,  this  is  an  indication  that 
physicians  perceive  the  importance  of  one 
strong  umbrella  organization  which  can  rep- 
resent them  at  the  national  level.  Medical  spe- 
cialty associations  are  regarded  to  be  narrow 
specialty  groups  and  this  fact  hampers  their 
credibility  in  political  circles. 

Nearly  a dozen  state  medical  associations  are 
considering  unified  membership,  which  is  an 
indication  that  physicians  increasingly  per- 
ceive AMA  as  the  one  umbrella  organization 
that  can  speak  for  them  with  authority  at  the 
national  level.  In  years  past,  the  AMA  has, 
indeed,  been  a very  successful  lobby  voice  for 
physicians.  There  are  those  who  contend  that 
attempts  to  socialize  U . S . medicine  as  far  back 
as  Harry  Truman’s  presidency  were  thwarted 
by  AMA  efforts,  and  that  fee-for-service  con- 
cept would  already  be  history  if  it  were  not  for 
the  AMA.  AM  A could  do  an  even  better  job, 
however,  if  all  practicing  physicians  lent  their 
support  by  belonging. 

The  word  out  of  Washington  is  that  the 
AMA’s  effectiveness  is  very  seriously  dimin- 
ished by  its  inability  to  claim  representation  of 
a strong  majority  of  physicians.  This  comes  at 
a time  when  efforts  that  could  be  damaging  to 


the  way  medicine  is  practiced  in  the  U.S.  and 
assaults  on  physicians’  incomes  are  everyday 
occurrences  in  Washington.  Physicians  are 
being  asked,  therefore,  to  set  aside  their  per-  p 
sonal  problems  with  the  AMA  in  an  effort  to 
build  up  the  only  lobbying  hope  currently 
available  to  all  U.S.  physicians.  If  significant 
improvement  in  the  physician’s  voice  in  Wash- 
ington has  not  been  accomplished  within  the 
next  two  years,  it  may  be  too  late. 

As  I mentioned  above,  Kansas  is  not  alone 
in  the  effort  to  strengthen  the  AMA.  Four  other 
states  have  followed  our  example  this  year  by 
adopting  similar  resolutions.  Others,  including 
Missouri,  will  consider  such  action  at  their  next 
year’s  annual  session.  Your  membership  and 
active  participation  at  all  three  levels  are  ur- 
gently needed,  and  I would  strongly  urge  you 
to  continue  your  membership. 

Thank  you,  Jerry.  I couldn’t  have  said  it  better. 


President 
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GSP 


The  futile  search  for  a missing  catalog  (we  admit 
to  being  a catalog  nut)  brought  the  reminder  that 
while  the  medical  profession  has  given  gratifyingly 
increased  attention  to  the  problems  of  aging,  insuffi- 
cient attention  has  been  given  to  one  of  its  more 
prominent  manifestations,  the  GSP  syndrome.  Lov- 
ers of  acronyms  will  immediately  recognize  this  as 
referring  to  a “good,  safe  place,”  the  tendency  of 
the  incipiently  senile  to  realize  that  they  are  in- 
creasingly apt  to  lose  things  and,  in  trying  to  counter 
the  tendency,  put  the  item  in  a good,  safe  place  so  it 
can  be  immediately  found. 

The  complete  syndrome  includes  two  subsequent 
effects;  the  inability  to  remember  where  that  good, 
safe  place  is  and,  by  the  time  it  is  recalled,  just  what 
it  was  one  wanted  anyway.  Some  (older)  neurophys- 
iologists will  contend  that  the  presence  of  the  condi- 
tion in  what  is  known  as  the  Golden  Age  (by  those 
who  aren’t)  is  simply  one  of  frequency  since  young- 
er persons  may  indeed  display  the  classical  findings. 
This  is  little  comfort  to  the  elders  who  still  see  the 
best  approach  as  keeping  as  quiet  as  possible,  avoid- 
ing being  too  obvious  in  searching  for  the  missing 
item,  and  — to  be  on  the  safe  side  — never  throwing 
anything  away. 

In  any  event,  it  is  one  of  the  most  pertinent  argu- 
ment for  spouses  to  be  of  equivalent  age.  It  may  be 
an  invitation  to  chaos  when  both  are  potential  sub- 
jects but  not  so  destructive  to  interpersonal  rela- 
tionships as  having  one  more  susceptible  than  the 
other  — especially  when  the  male  is  more  apt  to  be 
the  one  and  consequently  the  recipient  of  much 
advisory  comment  from  the  female. 

It  is  another  expression  of  that  age-old  principle. 
The  Perversity  of  Inanimate  Objects.  This  general 
grouping  includes  as  well  the  inherent  kinesis  which 
causes  objects  to  move  into  the  path  of  one’s  hand  so 
they  are  knocked  over  easily  or  tables  to  move  so  that 
items  placed  on  them  tend  to  fall  off  instead.  Investi- 
gators have  noted  in  the  process  a regression  through 
the  learning  processes  of  childhood:  aging  produces 


a recapitulation  in  reverse  in  more  ways  than  one. 
Yet  another  manifestation  is  the  Inexplicable  Dis- 
covery. Thus,  the  loss  of  car  keys,  basically  a PIO 
manifestation,  may  lead  to  the  ID  when  found  in  the 
coat  pocket  despite  numerous  loud  protests  that  it 
had  been  searched  numerous  times.  Included  as  well 
is  the  finding  of  the  morning  paper  in  the  refrigerator 
or  the  classic  example  of  finding,  after  appropriate 
fuming  about  the  creditor’s  demand  for  an  overdue 
payment,  that  the  check  is  still  in  the  inside  coat 
pocket  where  it  was  placed  some  weeks  past.  (Note 
that  the  PIO  is  unidirectional:  it  never  causes  things 
to  go  from  the  wrong  location  to  the  correct  one 
except  in  the  case  of  the  lost  eyeglasses  which  are 
found  to  have  been  in  the  correct  place  all  the  time.) 

Fortunate  is  the  individual  who  discovers  and  cor- 
rects any  of  these  manifestations  before  the  delin- 
quency is  detected  by  the  spouse. 

Some  may  consider  this  type  of  report  as  frivolous 
and  inappropriate  for  a distinguished  professional 
journal.  Neither  inexperienced  youth  nor  denying 
age  should  be  misled  by  any  sense  of  levity  herein. 
All  the  matter  has  lacked  for  medical  dignity  is  a 
label.  The  ravages  of  age  on  the  cerebral  functions 
are  receiving  increased  attention  which  means,  pri- 
marily, diagnostic  handles.  But  the  assigning  of  di- 
agnostic labels  by  the  profession  for  purposes  of 
internal  communication  is  usually  made  far  too  long 
after  society  has  been  made  aware  of  them.  Uncle 
Elmer’s  amusing  absent-mindedness  needs  profes- 
sional recognition  before  he  wanders  down  the  street 
without  his  pants  and  risks  arrest  for  exposure.  There 
is  no  lack  of  clinical  material  waiting  for  that  recog- 
nition. 

Meanwhile,  the  messages  are  clear:  to  the  elderly, 
you  are  not  alone;  to  the  young  who  would  discount 
the  significance  of  such  an  effort,  you  just  wait.  — 
D.E.G. 
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Restrictive  Covenants  in 
Physician  Employment  Contracts 

WAYNE  T.  STRATTON,  J.D.,*  Topeka 


A PHYSICIAN  who  changes  office  location  attracts 
patients  from  the  former  location  who  have  confi- 
dence in  his/her  ability.  It  naturally  follows  that  the 
greater  the  physician’s  skills,  the  more  difficult  it 
is  to  alienate  those  patients  who  were  satisfied  by 
the  services  they  received.  While  this  situation  ap- 
pears to  be  only  just  from  the  viewpoint  of  a relo- 
cating physician,  it  may  not  appear  as  equitable  to 
former  office  partners  or  to  the  employer  whose 
investment  in  time  and  facilities  enabled  the  phy- 
sician to  treat  those  patients.  Restrictive  covenants 
in  the  physician’s  employment  contract  resolve  this 
situation  in  a manner  that  preserves  the  business 
interests  of  the  employer,  yet  allows  the  physician 
to  plan  for  future  practice. 

Generally,  Kansas  law  recognizes  the  validity  of 
restrictive  covenants  when  they  are  ancillary  to  an- 
other lawful  contract  such  as  an  employment  con- 
tract. The  contract  and  its  restrictive  clause  must  be 
supported  by  valid,  legal  consideration.  Employ- 
ment or  continued  employment  is  presumed  to  be 
sufficient  consideration. 

Of  primary  importance  in  determining  the  legal 
validity  of  these  contracts  is  the  requirement  that 
the  restriction  be  reasonable  and  not  contrary  to 
public  policy.  Unfortunately  for  policy-makers,  these 
requirements  are  determined  by  the  courts  on  a case 
by  case  basis,  and  the  results  turn  on  the  particular 
circumstances  surrounding  each  contract. 

*KMS  Legal  Counsel 

Editor’s  Note:  This  is  the  fifth  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians . For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular facts  of  a case.  The  reader  is  urged  to 
consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  F or  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS 
66603;  1-800-332-0248. 
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A contract  that  would  markedly  diminish  the 
availability  of  health  care  services  to  any  given  geo- 
graphic location  would  probably  contravene  public 
policy.  Compare  the  situation  where  enforcement 
of  the  restrictive  covenant  would  diminish  a pool 
of  70  physicians  by  one,  with  the  situation  where 
enforcement  of  the  covenant  would  diminish  a pool 
of  five  physicians  by  one.  The  latter  could  reason- 
ably be  said  to  contravene  public  policy,  particularly 
if  physicians  were  scarce  and  hard  to  recruit  to  the 
area. 

The  “bottom  line’’  requirement  is  reasonable- 
ness. In  looking  at  a specific  situation,  the  court 
will  consider  whether  the  contractual  provision 
would  literally  bar  the  employee  from  practicing 
his/her  profession,  and  whether  the  covenant  is  nec- 
essary to  legitimately  protect  a business  interest  of 
the  employer.  The  protected  business  interest  must 
be,  of  course,  more  than  a desire  to  prevent  or  limit 
competition.  The  Kansas  Supreme  Court  has  rec- 
ognized a protectable  business  interest  in  the  prac- 
tice of  medicine  by  stating  that  a physician  has  a 
right  to  prevent  encroachment  upon  a practice  that 
has  taken  years  to  establish. 

(Continued  on  page  50) 
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YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 

Name Title 

Practice  Name_ 

Telephone  

Address 

City State Zip 

k 4k  MID-AMERICA 

COMPUTING,  INC. 

1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOODLAWN,  WICHITA,  KS  67208 
(316)  683-8521 
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Hospice 

{Continued  from  page  39) 

viable  form  of  alternative  care  for  the  patient.  Phy- 
sicians need  to  make  themselves  aware  of  the  new 
attitudes  about  death  and  dying.  Moreover,  they 
need  to  be  involved  in  the  care  provided  for  their 
patients  through  hospice  and  other  home  health 
agencies. 
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CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Deadline 
is  20th  of  month  preceding  month  of  publication.  Box  num- 
bers are  available  at  no  charge.  All  advertisements  are 
accepted  subject  to  approval  by  the  Editorial  Board. 


EXCELLENT  OPPORTUNITY  for  a family  physician  exists 
in  Western  Kansas.  Small  town  solo  practice  with  a local  hospi- 
tal. Present  physician  leaving  to  return  to  teaching.  Send  person- 
al summary  for  more  information  to  Box  #1-0186,  c/o  KANSAS 
MEDICINE,  1300  Topeka  Avenue,  Topeka  KS  66612. 
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Thank  you  for  your  lo^al  support 


25  mg  Hydrochlorothiazide/50  mg  TrIamterene/SKF 


I fT 


IVIedical  Defense 
^ Insurance  Company 

? 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  8c  Innis,  Inc. 
Five  Crown  Center 
2840  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


Doctor- 


Today's  physician  may  suffer  from 
occupational  confusion.  Certainly,  with 
malpractice  suits  so  frequent,  and  dare  we 
say  "popular",  it's  no  wonder  that  physicians 
today  find  themselves  half  doctor-half  lawyer. 


At  Medical  Defense  Insurance  Company, 
we  feel  that  if  you  were  trained  in  the 
healing  arts,  that's  what  should  concern  you, 
not  the  practice  of  law.  That's  why  MDl  offers 
comprehensive  protection  against 
malpractice  suits.  Should  you  receive  an 
unmerited  claim,  we'll  fight  it  for  you. 
Because  MDl  answers  only  to  physicians,  we 
have  a thorough  understanding  of  the  needs 
and  legal  defenses  of  today's  doctor. 


Call  us  and  let's  talk  about  protection  for 
your  career.  With  MDl,  you'll  probably  spend 
a lot  more  time  practicing  medicine . . . and, 
a lot  less  time  in  court. 


Lawyer? 


i 
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Bacterial  Endocarditis 

( Continued  from  page  45 ) 

pain,  slight  anemia,  malnutrition,  general  weak- 
ness, and  a history  of  excessive  alcohol  consump- 
tion. These  manifestations  could  easily  be  interpreted 
as  alcoholic  nutritional  disorders  with  low  back  pain 
from  previous  trauma.  The  low  back  pain  was  treated 
by  traction  without  improvement.  All  symptoms 
either  completely  resolved  or  markedly  improved 
after  successful  treatment  of  bacterial  endocarditis. 
Although  substantial  vegetation  was  demonstrated 
in  the  posterior  mitral  valve  and  the  bacteria  were 
identified  as  streptococcus  viridans,  there  were  no 
signs  or  symptoms  to  suggest  hemodynamic  de- 
rangement nor  suggestion  of  emboli,  and  medical 
treatment  was  the  choice.’  The  size  of  bacterial  veg- 
etation, either  large  or  small,  is  not  a reliable  in- 
dication for  surgical  treatment,*  nor  a valid  guide 
for  evaluation  of  the  efficacy  of  antibiotic  treat- 
ment.^ Serial  echocardiograms  usually  do  not  in- 
dicate a dramatic  decrease  in  the  size  of  the 
vegetation  as  was  demonstrated  in  this  patient.'^ 

The  demonstration  of  bacterial  vegetation  in  the 
prolapsed  posterior  mitral  valve  has  proven  the  pro- 
clivity of  the  bacteria  to  lodge  in  the  prolapsed  valve. 
The  etiology  most  likely  involves  myxomatous  de- 
generation; although  grossly  the  valve  may  appear 
normal,  microscopically  it  might  have  severe  myx- 
omatous degeneration,  and  this  might  provide  an 
environment  for  development  of  bacterial  endocar- 
ditis. Thus  mitral  valve  prolapse  often  may  not  be 
benign,  particularly  after  age  60  years." 

In  1982,  Clemens  et  al  published  a controlled 
evaluation  of  the  risk  for  bacterial  endocarditis  in 
persons  with  mitral  valve  prolapse  and  stressed  the 
importance  of  this  association  and  of  antibiotic  pre- 
vention.'^ This  case  reaffirms  previous  reports  and 
stresses  the  necessity  for  preventive  measures  in 
patients  with  mitral  valve  prolapse  who  require  den- 
tal work  or  invasive  procedures. 

References  are  available  on  request  from  Dr.  Yang, 
1820  Plaza  Apartments,  Lebanon  PA  17042. 
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KaMPAC 


Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Bfectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
. . been  assessed  by  systematic  clinical  studies.  Reassess  periodically 

usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  ahd  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
e.g.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  fuhction.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  rwte  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day,  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day),  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.l.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy. 

CUNICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Behzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
fihdings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  alrrost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occu,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Smail  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  ahy  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  US.R  Usefulness  of  dialysis  has  not  been  determined. 

c Ativan^^ 

rOK(lorazepam) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
10mg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 


m 


With  Ativan,  elimination  f; 
half-life  was  very  similar  i- 
between  young  and  K 
elderly  groups  tested;  J 
differences  did  not  I 
approach  statistical  | 


Ativan 


.1 


Xanax 


Xanax'^  (alprazoiatn)^  CIV ; m 

Xanax*  requires  ox/ofaftVe 
(P450)  metabolism;  significant 
differences  in  half-life  are  shown 
between  young  and  elderly 
male  subjects;  half-life  is  minimally 
influenced  by  age  in  women. 
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Wyeth  LaJxxatories, 

a.  GreetYbtatt  DJ,  Allen  MD,  LocnieXar  A.  et  al: 


Ativan*  (torazepami^ 

Ativan®,  which  iscoh/f?§ated 
rather  than  oxidized,  shows  little 
difference  In  half-life  (t  y») 
between  young  and  ei  Jeriy 
subjects. 


See  Important  information 


RtarmacolTher 26:103, 1979, 


Eenale 


Alprazolam  kinetics  in  the  elderly.  Arch  Gen 
Psychiatry  46287, 1983, 
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In  addition  to 
effective  relief  of 
anxiety  associated 
with  depressive 
symptoms... 


among  leading  I 
benzodiazepines,* 
has  proof  that  its 
pharmacokinetics 
are  not 
significantly 
altered  by  age.^  ■ 


'Comparison  of 
elimination  half-lives 
in  young  and 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  •• 


Sleep  Laboratory  Investigator 
Pennsylvania 


i . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  •• 


Psychiatrist 

California 


••  . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  •• 

Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2.  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/5  356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:78]-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Sac  27:5^]-b^6,  Dec  1979,  6.  Dement 
WC,  etal  BehavMerJ,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  J Clin  Psychopharmacol  3:\40-]50,  Apr  1983. 

8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblaft  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  TheF  2/. 355-361, 

Mar  1977 


flurazepam  HCI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tiurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  1 5 years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
pofients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dasage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Emplay  usual  precautions  in  severely  depressed 
patients,  ar  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  ar  hepatic  function 
Adverse  Reoctions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  can- 
stipation,  Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  alsa  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivatian,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 


Roche  Products  Inc, 

Manati,  Puerto  Rico  00701 
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Patients  are  satisfied  because  they  tali  asieep  fast  and  stdy 
asleep  till  morning.'  ® And  yoofe satisfied  by  the  exceptionally 
wide  margin  of  safety^®  As  aiways,  caution  patients  about 
driving  or  drinking  alcohol. 
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OSHA  Issues  Guidelines  for  Drug  Handlers 


The  Department  of  Labor  has  issued  guidelines 
to  protect  thousands  of  health  care  employees  who 
administer  cancer- fighting  drugs  in  hospitals,  clin- 
ics, physician’s  offices,  and  elsewhere. 

The  guidelines,  announced  by  the  Occupational 
Safety  and  Health  Administration  (OSHA),  are  de- 
signed to  alert  health  care  workers  to  the  dangers 
of  antineoplastic  drugs  which  are  often  carcino- 
genic. 

“Current  practices  in  the  preparation,  storage, 
administration,  and  disposal  of  this  widely-used 
group  of  drugs  used  in  chemotherapy  to  treat  cancer 
may  expose  pharmacists,  nurses,  physicians,  and 
other  health  care  workers  to  high  environmental  lev- 
els of  the  same  drugs,’’  according  to  Acting  As- 
sistant Secretary  of  Labor  Patrick  R.  Tyson,  head 
of  OSHA. 

“Although  little  research  has  been  done  on  the 
long-term  risks  at  the  levels  of  exposure  encoun- 
tered by  unprotected  health  care  workers,  these  drugs 
have  been  associated  with  human  cancers  at  high 
(therapeutic)  levels  of  exposure  and  have  caused 
cancer  and  birth  defects  in  many  animal  species . ’ ’ 

Many  of  these  drugs  are  reported  to  cause  a va- 
riety of  acute  effects  on  humans  including,  among 
others,  reproductive  impairment,  organ  and  chro- 
mosome aberrations,  birth  defects,  and  skin  necro- 
sis. 

About  30  antineoplastic  drugs  — also  called  cy- 
totoxic drugs  (CDs)  — are  available  commercially 
in  the  U.S.,  and  are  administered  to  an  estimated 


200,000  to  400,000  patients  annually.  Conse- 
quently, several  thousand  health  care  employees  may 
be  exposed  to  a variety  of  risks,  according  to  thei 
guidelines. 

The  guidelines  stress  the  use  of  a laboratory  hood, 
and  education  and  training  of  personnel.  They  also; 
cover  drug  handling  from  preparation  to  adminis- 
tration of  the  drugs  to  patients,  waste  disposal,  spills, 
medical  surveillance,  storage  and  transportation,  and 
information  dissemination. 

They  spell  out  details  for  personal  protective 
equipment,  preparation  areas,  preparation  equip- 
ment, work  practices  (e.g.  handling  of  syringes, 
needles,  and  vials),  general  procedures  for  handling 
spills,  spill  kits,  and  other  precautionary  needs. 

Tyson  said  that  a survey  of  current  practices 
showed  little  standardization  of  work  practices, 
equipment,  or  training.  In  one  survey  of  21  U.S. 
cancer  centers,  only  ten  used  the  necessary  biolog- 
ical safety  cabinets  (BSCs).  Another  survey  showed 
that  nine  of  ten  oncology  clinics  did  not  use  BSCs; 
that  the  use  of  gloves  was  routine  m only  three;  that 
eating  and  drinking  occurred  in  seven  of  the  prep- 
aration rooms  increasing  the  probability  of  oral  in- 
take; wastes  were  disposed  of  in  covered  receptacles 
in  only  seven  of  the  rooms;  and  air  monitoring 
showed  significant  levels  of  two  of  the  most  com- 
monly used  drugs  in  these  clinics. 

Copies  of  guidelines  are  available  in  all  OSHA 
field  offices. 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Journal  of  the  Kansas  Medical  Soci- 
ety, 1300  Topeka  Avenue,  Topeka, 
Kansas  66612. 
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You've  worked  long  and  hard  for  that 
license  to  practice  medicine,  With 
malpractice  suits  becoming  more 
frequent,  why  risk  your  career's  reputation 
with  a company  not  totally  dedicated  to 
your  total  protection?  Why  risk  your 
career's  reputation  with  a company  who 
may  leave  you  with  an  undeserved 
malpractice  mark  on  your  record? 

At  Medical  Defense  Insurance,  we  hove 
a reputation  for  fighting  all  unmerited 


claims.  We  stand  behind  our  policyholders 
...  all  the  way.  MDI  offers  protection  at  ^ 
affordable  prices,  too.  Actually,  our  sole  ^ 
purpose  is  to  provide  protection  for  our 
physician  insureds  at  fair  and  reasonable 
rates. 

Why  not  call  us  and  let  us  tel|^^  more 
about  our  protection  against  mdlgractice 
suits.  After  all. . . shouldn't  you  be 
protected  by  a company  as  concerned 
about  your  good  repnl^tion  as  you  are?  ' 


r^s 


I 


Medical  Defense 
JL  Insurance  Company 

f 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


I complete  services 
I on  IRA,  Defined 
Contribution  Plans, 
Keogh  and  SEP-IRA 
Tax  Sheltered 
Savings 

Current  Money  Market  Rates 


TOPEKA 

GREATER  KANSAS  CITY 
MANHATTAN  LAWRENCE  OLATHE 
EMPORIA  SALINA  WICHITA 
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Endangered  Species 

The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 
For  information,  call  collect  (312)  645-4783. 

The  Americasi  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 


Nominating  Committee 
Report 

The  KMS  Nominating  Committee  has  submitted 
the  following  slate  of  candidates  for  offices  for  the  j 
election  to  be  held  at  the  annual  meeting  April  30- ' 
May  4,  1986,  in  Topeka; 

President:  Franklin  G.  Bichlmeier,  M.D.,  Kan- 
sas City 

President  Elect:  Donald  W.  Hatton,  M.D., 
Lawrence  I 

First  Vice  President:  Terry  L.  Poling,  M.D., 
Wichita 

Second  Vice  President:  Richard  Meidinger, 
M.D.,  Topeka;  Jay  S.  Schukman,  M.D.,  Great  Bend; 
and  Alex  Scott,  M.D.,  Junction  City 

Constitutional  Secretary:  Donald  R.  Brada,  | 
M.D.,  Hutchinson;  and  Katherine  Ffennington,  M.D.,  i 
Wichita  | 

Treasurer:  Kenneth  L.  Derrington,  M.D.,i 
Shawnee  Mission;  and  Roger  D.  Warren,  M.D.,j 
Hanover 

Speaker:  G.  Rex  Stone,  M.D.,  Manhattan  | 

Vice  Speaker:  Larry  R.  Anderson,  M.D.,  Wei- 1 
lington;  and  Edwin  D.  Rathbun,  M.D.,  Liberal 

AMA  Delegate:  Alex  Scott,  M.D.,  Junction  City  j 

AMA  Alternate:  Warren  E.  Meyer,  M.D.,1 
Wichita 

AMA  Delegate:  Kermit  G.  Wedel,  M.D.,  Min- 

t 

neapolis 

AMA  Alternate:  Linda  D.  Warren,  M.D. , Han- , 
over 

The  KMS  Nominating  Committee  encourages  ad- 
ditional nominations,  which  may  be  presented  byj 
delegates  at  the  annual  meeting.  ) 
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Kansas  AIDS  Hotline 

1-800-232-0040 

A recorded  message  updated  continually 
by  KDHE. 


Much  good  literature  about  AIDS  is  now 
available.  For  information  and  recommen- 
dations on  reading  material  to  meet  your  spe- 
cific needs,  please  contact; 

Ethan  E.  Bickelhaupt,  M.D.,  913-233-1730 

or 

William  E.  Wade  III,  D.O.,  913-233-8268 
or  in  Kansas,  call  the  KMS  toll  free  at 
1-800-332-0156 

and  your  request  will  be  forwarded. 
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■;  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
^ or  tension  associated  with  stress  of  everyday  life  usually  does 

rx)t  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
e.g.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  rx3te  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day.  No  effect  dose  was  1 .25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day),  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.l.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 

ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  pteriodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy, 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS;  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS;  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  Flowever,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTFIERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  rhany 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  arx)  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Flypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.R  Usefulness  of  dialysis  has  not  been  determined, 

c Ath/an"(^ 

rORIIorazepam) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
10mg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED;  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia.  PA  19101 
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Medicine  in  the  Mountains! 

FIFTH  ANNUAL 

KU  SUMMER  MEDICAL  SYMPOSIUM 
MEDICINE  FOR  THE  PRACTICING  PHYSICIAN 

The  Broadmoor  Hotel  and  Convention  Center 
Colorado  Springs,  Colorado 

July  10-13, 1986 

Sponsored  by 

The  University  of  Kansas  Medical  Center, 

Office  of  Continuing  Education 
The  University  of  Kansas  School  of  Medicine— Wichita, 

Division  of  Postgraduate  Education 
KU  Alumni  Association  and  Medical  Alumni  Association 


For  more  information 

mail  this  form  to: 

Carole  Rosen 

Office  of  Continuing  Education 
University  of  Kansas  Medical  Center 
39th  and  Rainbow  Boulevard 
Kansas  City,  KS  66103 

(Phone:  913-588-4480)  City  & State Zip 

K 


KU  Summer  Medical  Symposium 


Name 

MD  DO 

Last 

First 

Middle 

circle  one 

Address 


Selected  Topics  Credit 

- Anorexia  and  Bulimia  AMA  Cat  1 

- Infectious  Disease  AAFP 

- Hypertension 

- Angina  Pectoris 

- Antiarrhythmic  Drugs 

- Peptic  Ulcers  and  Gallstones 


NEED  A SPEAKER?  . . . 

for  your  next  hospital  staff,  county  society  or 

other  meeting? 

Contact  the  KMS  Committee  on  Impaired 

Physicians 

(913)  235-2383 
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30K  WHOS 
SING  A CPA 
NOW 


“With  income  from 
three  sourees,  my  tax 
filing  gets  complicated.” 


“We ’re  setting  up  an 
estate  plan.” 


“I’m  willing  to  ehange 
business  proeedures 
to  cut  my  taxes.” 


“My  client  needs 
financial  advice  for  a 
divorce  settlement.” 


“My  tax  returns  are 
being  audited  and  1 
need  help.” 


“1  want  independent  advice 
for  the  clinic  and  for 
personal  finances.” 


“For  budgeting  and 
financial  forecasting  at 
the  store.  ” 


“To  help  me  get  a new 
equipment  loan.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 
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Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible. 

The  author  is  responsible  for  all  statements, 
including  changes  made  by  the  copy  editor. 
Manuscripts  are  received  with  the  explicit 
understanding  that  they  are  not  simultaneously 
under  consideration  by  any  other  publication. 
Publication  elsewhere  will  be  subsequently  au- 
thorized at  the  discretion  of  the  editor. 

The  galley  proof  is  for  correction  of 
ERRORS;  rewriting  of  material  must  be  done 
prior  to  submission.  Authors  are  urged  to  care- 
fully check  manuscripts  and  galley  proof  for 
errors  that  could  result  in  inaccurate  informa- 
tion. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

Kansas  Medicine  will  print  a maximum  of 
ten  references.  All  applicable  references 
should  be  marked  by  superscripts  in  the  text  in 
the  order  cited.  If  more  than  ten  sources  are 
cited,  the  author  should  designate  the  ten  most 
significant  to  be  printed,  and  readers  will  be 
referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accompa- 
nied by  a short  legend.  Photos  should  be  black 
and  white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not  dupli- 
cate, the  text. 

Kansas  Medicine  will  assume  the  cost  of 
B/W  engravings,  cuts,  and  tables  for  two  units. 
A unit  is  defined  as  'A  page.  The  author(s)  will 
be  billed  for  additional  units  at  a cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  Kansas  Medicine,  and  will  be  billed 
to  the  author  following  shipment  of  the  order. 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

• We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  ...  You  will  be 

pleasantly  surprised. 


Name Title 

Practice  Name 

Telephone 

Address 

City State Zip 

k,  MID-AMERICA 

^ COMPUTING,  INC. 

1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOODLAWN,  WICHITA,  KS  67208 
(316)  683-8521 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 


SCIENTIFIC  ARTICLES 


Psychosocial  Aspects  of  AIDS 

ETHAN  E.  BICKELHAUPT,  M.D.,*  Topeka 


AIDS  — known  primarily  to  medical  researchers 
as  Acquired  Immune  Deficiency  syndrome  only  a 
few  short  years  ago  — has  become  a household 
word  for  all  of  us.  It  surfaces  in  the  media  daily. 
It  is  not  only  on  the  television  news  and  talk  pro- 
grams, but  AIDS  was  the  subject  of  a two-hour  NBC 
movie  in  November  1985  entitled  “An  Early  Frost.” 
In  that  movie  a family  struggles  with  the  shock  not 
only  of  learning  that  their  son,  a successful  attorney, 
is  gay  but  that  he  has  AIDS.  This  movie,  among 
other  media  specials,  has  brought  AIDS  into  the 
heart,  the  home,  and  the  history  of  the  American 
family  itself. 

What  we  really  are  talking  about  is  the  infectious 
disease  of  this  century  and  perhaps  the  most  startling 
series  of  events  in  this  decade.  AIDS  is  both  a chal- 
lenge and  a horror,  and  we,  as  physicians,  are  in 
the  midst  of  it  all.  Our  sensitivities  are  touched; 
penetrating  ethical  issues  are  raised;  our  lives  have 
been  insulted  in  a deeply  personal  way.  One  abiding 
fear,  if  only  for  a moment,  is:  Will  I catch  AIDS? 
. . . No,  I won’t,  we  say.  I am  not  in  a high  risk 
group  — it  will  happen  to  the  other  guy  or  gal.  And 
yet,  deep  down,  we  worry  a bit  — we  wonder  if  a 
silent  killer  stalks  us,  too.  So,  to  protect  ourselves, 
we  joke  and  mimic  the  Rolaids  commercial  by  say- 
ing: “How  do  you  spell  relief  — A-I-D-S.”  But, 
inside  we’re  not  laughing,  because  we  know  that 
more  than  16,500  Americans  have  AIDS  and  that 
many  more  will  contract  it.  We  know  that  women, 
heterosexuals,  and  even  infants  are  catching  AIDS, 
and  we  wonder  if  we  or  someone  we  love  will  be 
next.  And  so  we,  along  with  our  patients,  become 
the  “worried  well.” 

We,  the  worried  well,  become  the  victims  of  the 
AIDS  hysteria  that  is  plaguing  much  of  American 
society  and  interfering  — even  at  times  blocking 

* Medical  Director,  Shawnee  Community  Mental  Health 
Center. 

Address  reprint  requests  to  Dr.  Bickelhaupt,  2401  W.  6th, 
Topeka  KS  66606. 


— an  accurate  and  compassionate  understanding  of 
the  human  impact  of  Acquired  Immune  Deficiency 
syndrome.  And  so,  as  worried  well  we  are  skeptical 
about  what  other  doctors  and  researchers,  the  so- 
called  experts,  tell  us.  We  have  been  told  that  AIDS 
cannot  be  contracted  by  casual  contact,  such  as  a 
handshake  or  a hug  or  being  in  the  same  room  with 
a person  with  AIDS.  But  are  these  experts  right? 
How  can  we  really  be  sure?  How  can  we  be  truly 
safe  from  what  may  be  a death  sentence?  Do  we 
sometimes  wish  that  there  were  AIDS  hospitals  like 
there  were  once  TB  hospitals  — or  even  “leper 
colonies,”  as  some  people  have  proposed?  We  could 
then  isolate  the  persons  with  AIDS  from  us  and 
become  smug  and  safe.  But,  perhaps  our  conscience 
nags  at  us  a bit,  reminding  us  that  we  are  dealing 
with  people  — people  who  worry  just  like  we  do. 

You  may  have  talked  with  or  treated  such  a person 
yourself,  but  let  me  share  a portrait  drawn  person- 
ally by  a speaker  at  a conference  in  Dallas  I attended 
last  year.  Allow  me  to  paraphrase  what  I remember: 
“I  am  35,  single,  Caucasian,  and  male.  I am  a banker 
with  a Masters  degree  in  Business  Administration 
from  a Texas  university.  I am  a moderate  Repub- 
lican, a member  of  the  Jaycees,  a Catholic,  and  I 
belong  to  the  Auto  Club.  My  parents  live  in  Kansas. 

I have  a kid  brother  and  sister  whom  I adore.  In 
college  I played  basketball,  but  in  graduate  school 
I grew  to  enjoy  swimming  and  classical  music,  which 
I still  indulge  in.  I love  traveling.  I cook.  I’m  only 
a fair  housekeeper.  My  cat  is  a Siamese.  I’ve  won- 
dered where  I would  retire  ...  I have  AIDS . . . . ” 

And  so,  as  we  identify  with  something  or  some- 
one in  this  young  man’s  life  we,  the  worried  well, 
are  afraid  — afraid  for  him,  for  his  family,  for  his 
friends,  and  for  ourselves.  Even  though  we  are  all 
a part  of  modern  medicine  and  its  triumphs,  we  feel 
powerless.  While  we  have  grown  used  to  treating 
cancer,  high  blood  pressure  and  diabetes,  we  have 
learned  that  we  cannot  catch  them  from  our  patients 

— but  we  are  not  so  sure  about  AIDS . If  we  meet 
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or  know  someone  who  has  AIDS  or  who  is  simply 
gay,  do  we  shake  his  or  her  hand;  do  we  wash 
afterward;  what  if  we  rubbed  our  nose  first?  Could 
we  take  it  home  to  our  partners?  or  to  our  kids  . . .? 
And  although  we  remember  what  the  experts  have 
said,  we  still  worry. 

We  worry  because  we  are  afraid,  and  this  fear 
evokes  anger  — anger  at  the  person  with  AIDS  for 
having  this  illness;  anger  at  the  researchers  for  not 
finding  a cure;  anger  that  society  is  cruel  and  unfair; 
anger  at  ourselves  for  not  being  more  empathetic. 

Do  we  conduct  some  soul-searching?  Amidst  this 
fear  and  this  anger,  what  have  we  learned  about  the 
person  with  AIDS  and  about  ourselves?  — perhaps 
that  we,  too,  are  human  and  quite  vulnerable.  We 
already  knew  this,  but  maybe  we  needed  a reminder 
— a reminder  that  will  allow  us  to  come  to  grips 
with  ourselves,  and  thereby  endow  us  with  a re- 
newed empathy  for  all  persons,  especially  those  with 
AIDS. 

While  we  are  re-leaming  empathy,  how  can  the 
selected  patients  who  present  to  us  best  be  treated, 
knowing  that  they  may  be  among  the  “worried  well” 
or  indeed  among  those  persons  with  signs  and  symp- 
toms of  AIDS  or  Aids-Related  Complex  (ARC).  To 
delineate  a particular  patient’s  situation  requires  the 
usual  careful  history,  including  the  presence  or  ab- 
sence of  risk  factors,  a detailed  physical  examina- 
tion, and  the  appropriate  laboratory  studies  where 
indicated. 

If  it  is  determined  that  the  patient  is  worried  but 
currently  well,  reassurance  becomes  the  primary 
treatment.  This  must  be  coupled  with  providing  ac- 
curate information  about  “safe-sex”  practices,  signs 
and  symptoms  that  would  suggest  actual  illness,  and 
what  counseling  resources  are  locally  available 
should  they  be  desired.  Of  equal  importance  if  the 
patient  happens  to  be  gay  is  the  degree  of  support 
or  isolation  that  is  present  in  his  life  and  how  great 
are  his  fears  that  his  sexual  orientation  might  be- 
come public  knowledge  if  he  is  not  already  “out“ 
to  friends  and  family.  Again,  reassurance  is  para- 
mount, reducing  irrational  fears  and  assisting  him 
in  making  appropriate  determinations  about  finding 
additional  support.  If  the  patient  fails  to  respond  to 
reassurance,  and  his  worries  become  so  anxiety- 
provoking  that  they  begin  to  interfere  seriously  with 
his  life,  then  referral  to  a psychiatrist  or  other  mental 
health  professional  may  be  appropriate.  At  that 
juncture  psychotherapy  or  counseling,  with  or  with- 
out medication,  may  be  useful.  Ultimately  it  is  very 
important  for  the  referring  physician  to  maintain 
communication  with  the  psychiatrist  (or  other  ther- 


apist) to  coordinate  the  patient’s  total  health  care 
and  to  deliver  a message  of  concern  for  all  aspects 
of  his  well-being. 

If  it  is  determined  that  the  patient  has  Aids-Re- 
lated Complex  (ARC),  then  the  primary  theme  that 
usually  emerges  is  the  extreme  uncertainty  of  what 
the  future  will  bring.  Not  knowing  whether  his/her 
illness  will  progress  to  full-blown  AIDS  (which  var- 
ies in  current  reports  from  10  to  33%)  creates  tre- 
mendous anxiety,  worsens  depression,  and  may, 
under  some  circumstances  where  predisposition  ex- 
ists, precipitate  psychosis.  The  degree  of  severity 
of  both  the  medical  aspects  and  the  psychiatric  man- 
ifestations will  help  direct  treatment. 

Ongoing  medical  monitoring  is,  of  course,  man- 
datory. Beyond  that,  appropriate  reassurance,  re- 
spect for  healthy  denial  that  is  not  interfering  with 
medical  care,  and  honest  discussion  of  the  facts 
regarding  ARC  are  important  to  the  patient’s  overall 
well-being.  If  the  patient  happens  to  be  gay  or  bisex- 
ual — as  are  75%  of  persons  with  ARC  or  AIDS 

— then  additional  struggles  that  relate  specifically 
to  sexual  orientation  may  surface.  Again,  these 
should  be  addressed  according  to  their  implications 
within  the  patient’s  life.  Helpful  interventions  may 
include  medication  for  anxiety,  depression,  or  psy- 
chosis, counseling  or  psychotherapy,  or  involve- 
ment in  various  support  groups  for  such  persons 
available  in  some  areas. 

If  it  is  determined  that  the  patient  has  full-blown 
AIDS,  then  the  primary  — albeit  often  underlying 

— theme  is  death  and  dying.  With  rare  exceptions, 
AIDS  remains  a 100%  fatal  illness,  even  though 
survival  time  after  diagnosis  has  been  prolonged 
through  the  treatment  of  opportunistic  infections, 
etc.  The  person  with  AIDS  knows  this,  and  any 
denial  related  to  the  terminal  nature  of  AIDS  is 
likely  healthy  and  promotes  the  hope  necessary  to 
continue  living.  The  exception  to  this  would,  of 
course,  be  when  reasonable  medical  interventions 
and  ongoing  treatment  are  refused.  Then  confron- 
tation about  the  reality  of  AIDS  and  the  patient’s 
current  status  must  occur.  This  protects  the  patient 
physically  and  begins  a process  wherein  emotional 
concerns  can  be  discussed  and  “safe-sex”  practices 
taught,  which  in  turn  protects  others. 

Because  persons  with  AIDS  (PWAs)  may  live  for 
some  months  or  years  after  diagnosis,  efforts  must 
be  made  to  help  them  come  to  terms  with  the  un- 
certainty of  their  future,  much  as  with  persons  with 
ARC.  Indeed,  death  and  dying  may  or  may  not  be 
imminent,  leaving  room  for  fear,  anxiety,  sadness, 
and  anger  — an  entire  range  of  emotions  against 
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which  the  PWA  often  feels  powerless  and  hopeless. 
The  physician  is  thus  challenged  to  provide  hope 
and  allay  irrational  fears,  while  simultaneously  us- 
ing sound  reality  testing  to  help  the  PWA  avoid 
unrealistic  expectations  of  immediate  or  miracle 
cures. 

Analogous  to  the  person  with  ARC,  ongoing 
medical  care  and  monitoring  is  even  more  critical 
to  the  PWA.  Denial  of  illness  on  the  part  of  the 
patient  or  physician,  however  integral  and  essential, 
cannot  be  allowed  to  interfere  with  this  treatment. 
Yet,  as  with  any  patient,  PWAs  should  be  given 
the  right  to  choose  or  refuse  treatment  and  to  seek 
alternative  treatments  {i.e.,  guided  imagery  and  bio- 
feedback) within  the  context  of  genuine  informed 
consent.  This  becomes  more  complicated  when  neu- 
ropsychiatric illnesses  as  a part  of  AIDS  interfere 
with  competent  decision-making.  If  there  is  a ques- 
tion about  whether  a PWA  is  able  to  make  rational 
decisions  in  his/her  own  best  interest,  then  a psy- 
chiatric consultation  is  suggested. 

As  mentioned  previously,  PWAs  experience  the 
gamut  of  emotions  of  any  other  ill  or  distressed 
person.  This  may  lead  to  the  more  self-limited  ad- 
justment disorders  or  to  more  serious  psychiatric 
illnesses,  including  depression,  generalized  anxi- 
ety, mania,  psychosis,  and  panic  (the  latter  three  as 
precipitates  of  pre-existent  or  premorbid  disorders). 
Further  complications  may  result  when  certain  ill- 
nesses {i.e.,  primary  brain  lymphoma  or  herpes  en- 
cephalitis) occur  as  a result  of  AIDS  directly  affecting 
the  central  nervous  system.  The  outcome  of  such 
CNS  illnesses  may  be  frank  psychosis,  depression, 
dementia  in  varying  degrees,  or  any  combination 
of  these. 

As  with  the  worried  well  and  the  person  with 
ARC,  the  appropriate  treatment  of  psychiatric  con- 
ditions will  depend  on  the  diagnoses  and  their  se- 
verity. In  some  instances,  when  symptoms  are  more 
mild,  the  primary  treating  physician  may  be  in  the 
best  position  — as  a result  of  established  rapport 
— to  treat  the  emotional  problems.  On  the  other 
hand,  if  symptoms  are  more  severe,  psychiatric  re- 
ferral may  be  indicated. 

The  social  impact  on  PWAs  may  be  far  greater 
than  their  medical  or  psychiatric  conditions.  Often 
they  are  estranged  from  friends,  families,  lovers, 
and  co-workers  as  a result  of  fear,  misinformation, 
and  hysteria.  Similarly,  ambulance  drivers  may  re- 
fuse to  transport  them;  dentists  may  refuse  to  do 
dental  repair  and  cleaning;  nursing  homes  may  re- 
fuse to  admit  them.  As  a result  they  become  virtually 
abandoned  and  isolated.  Such  mistreatment  is  grad- 
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ually  being  corrected  by  educational  programs  in 
all  of  the  media,  seminars  designed  to  provide  ac- 
curate information,  government-financed  and  op- 
erated screening  and  counseling  facilities,  and  active 
lobbying  by  AIDS  support  groups  and  gay  organi- 
zations to  provide  better  funding  to  address  AIDS. 
Within  Kansas  such  an  organization  is  the  Kansas 
AIDS  Network  (P.O.  Box  2728,  Topeka,  Kansas 
66601),  which  is  devoted  to  providing  information 
and  referral  services,  educational  literature,  public 
speakers,  and  interface  between  the  government  and 
the  media. 

Beyond  education  of  the  public,  as  well  as  family 
members  and  significant  others  of  PWAs,  the  PWAs’ 
involvement  in  support  groups  and  with  “buddies,” 
who  help  in  their  direct  care  when  indicated,  is  quite 
beneficial.  A prototype  organization  providing  such 
services  is  the  Topeka  AIDS  Project  (TAP),  P.O. 
Box  2655,  Topeka,  Kansas  66601,  913-233-6558. 
This  resource  provides  a “buddy”  system  and  sup- 
port groups  backed  by  trained  professionals,  mon- 
etary assistance  when  needed,  advocacy  with 
government  and  social  agencies,  and  referral  re- 
sources to  physicians,  counselors  and  therapists, 
dentists,  and  clergy  people.  If  this  type  of  resource 
is  unavailable,  appeal  can  often  be  made  for  services 
to  be  developed  by  the  local  or  county  mental  health 
centers. 

Little  mention  has  been  made  of  four  other  risk 
groups  for  AIDS:  intravenous  drug  users,  prosti- 
tutes, hemophiliacs,  and  children  bom  to  mothers 
at  risk  for  AIDS.  While  these  topics  are  well  beyond 
the  scope  of  this  paper,  suffice  it  to  say  that  these 
groups  of  patients  have  similar  emotional  stmggles 
as  do  gay  and  bisexual  PWAs,  but  they  also  each 
have  unique  considerations  in  part  as  a result  of  the 
AIDS  hysteria. 

When  the  PWA  is  dying,  the  physician  must  help 
his/her  patient  come  to  terms  with  this  reality,  while 
helping  the  PWA  to  maintain  respect  and  dignity. 
During  this  process  the  physician  may  feel  com- 
promised or  powerless  and  experience  considerable 
loss  while  facing  the  dying  patient,  as  well  as  his/  , 
her  own  sense  of  mortality.  ! 

Finally,  it  is  critical  for  the  physician  to  be  aware  \ 
of  and  understand  his/her  attitude  toward  the  PWA  j 
as  well  as  the  worried  well  and  the  person  with  ) 
ARC,  including  his/her  attitude  and  possible  biases  J 
if  the  patient  happens  to  be  gay  or  bisexual.  It  is 
both  courageous  and  compassionate  for  any  phy- 
sician who  feels  either  unprepared  or  uncomfortable 
in  treating  this  group  of  patients  to  refer  them  to  a 
(Continued  on  page  83) 


Challenge  and  Responsibility 


WILLIAM  E.  WADE  III,  D.O.,  Topeka 

Acquired  Immunodeficiency  Syndrome  (AIDS) 
is  the  name  given  to  a condition  that  alters  the  pre- 
viously healthy  immune  system.  AIDS  is  primarily 
a sexually  transmitted  disease  which  is  passed 
through  body  fluids  during  intimate  sexual  contact. 
The  causative  agent  is  a retrovirus  which  can  also 
be  transmitted  from  an  infected  individual  to  another 
through  contaminated  needles  (in  intravenous  drug 
users),  and  blood  or  blood  products.  The  virus  is 
easily  destroyed  by  most  commercial  cleaning  so- 
lutions including  1:10  bleach  and  water  mixture, 
and  70%  isopropyl  alcohol. 

It  is  necessary  to  know  something  of  basic  im- 
munologic principles  in  order  to  understand  the  ex- 
tent to  which  immunodeficiency  occurs  in  this 
syndrome. 

Two  central  lymphoid  organs  are  responsible  for 
the  development  and  maintenance  of  the  two  sys- 
tems: Cell  mediated  (CMI)  and  the  humoral  immune 
defense  pathways.  The  humoral  response  is  de- 
pendent on  the  B -cells  and  the  cell-mediated  re- 
sponse is  dependent  on  the  T -cells. 

Immunity  has  been  described  as  “all  those  phys- 
iological mechanisms  that  can  enable  an  animal  to 
withstand  disease  and  give  it  a capability  to  rec- 
ognize matter  as  foreign  and  then  neutralize,  elim- 
inate, or  metabolize  it  to  prevent  harm  to  the  tissue.” 
There  are  three  major  functions  of  the  immune  sys- 
tem: (1)  defense  — resistance  to  infection;  (2)  ho- 
meostasis — to  remove  effete  (worn  out)  cells;  and 
(3)  surveillance  — concerned  with  the  recognition 
and  elimination  of  abnormal  cell  types,  i.e.  tumors. 

It  has  been  said  that  AIDS  is  an  example  of  the 
connection  between  infections,  immune  deficiency, 
and  malignant  disease.  In  patients  with  AIDS,  part 
of  the  body’s  immune  system  shuts  off.  Abnor- 
malities of  lymphocytes  are  almost  always  seen  in 
these  individuals.  A dramatic  decrease  often  occurs 
in  the  ratio  of  helper  T-cells  (T4)  to  suppressor  T- 
cells  (T8).  Human  T-cell  lymphotropic  virus-III 
(HTLV-III),  the  causative  agent  of  AIDS,  has  a 
specific  tropism  toward  the  T-helper  cells.  It  is  the 
damage  done  to  the  T-helper  cells  that  begins  the 
cascading  destruction  within  the  immune  system. 

The  history  of  AIDS  has  been  a fascinating,  albeit 
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devastating,  metamorphosis.  In  May  1981,  five  cases 
of  Pneumocystis  carinii  pneumonia  (PCP)  in  pre- 
viously healthy  young  gay  men  in  Los  Angeles  were 
reported  to  the  Centers  for  Disease  Control  (CDC). 
Additionally,  a sixth  case  was  reported  in  a young 
gay  man  whose  Hodgkin’s  Disease  had  been  ap- 
parently cured  for  some  years.  Informal  inquiries 
were  conducted,  and  soon  it  became  apparent  that 
there  were  also  several  cases  of  a rare  tumor,  Ka- 
posi’s Sarcoma  (KS)  among  gay  men  in  San  Fran- 
cisco. Some  of  these  men  presented  with  both  KS 
and  PCP. 

Pneumocystis  carinii  pneumonia  is  the  most  fre- 
quent opportunistic  infection  to  occur  in  people  with 
AIDS  (54%).  PCP  is  caused  by  a protozoan  Pneu- 
mocystis carinii.  This  infection  generally  causes  an 
acute  or  subacute  pneumonitis  in  patients  who  are 
immunosuppressed  by  malignancy  or  treatment  for 
malignancy,  or  both,  and  by  the  therapeutic  re- 
quirements of  organ  transplantation.  The  organism 
can  be  found  in  the  alveolar  spaces  and  causes  an 
interstitial  infiltrate.  The  treatment  initially  was  pen- 
tamidine, but  more  recently,  trimethoprim/sulfa- 
methoxazole has  proven  effective  both  in  treatment 
and  in  prevention. 

Kaposi’s  sarcoma  is  a disease  of  the  skin  first 
described  by  Kaposi  in  1872.  The  disease  is  en- 
demic in  Central  Equatorial  Africa,  and  has  been 
observed  primarily  in  older  men.  The  classic  lesion 
is  found  on  the  lower  extremities,  is  slightly  raised 
or  is  flat,  has  a purple  to  violaceous  color,  is  usually 
totally  asymptomatic,  and  shows  no  evidence  of 
spontaneous  remission.  Variations  in  the  initial  tu- 
mor location  are  often  seen  in  gay  men  who  present 
with  KS.  The  KS  lesions  frequently  appear  on  the 
face  or  torso,  and  differ  from  the  classic  presentation 
in  location,  aggressiveness,  and  morbidity.  Metas- 
tasis may  be  rapid  or  slow.  Visceral  involvement  is 
common  and  may  include  the  mucous  membranes 
of  the  mouth  and  anus,  and  elsewhere  in  the  gas- 
trointestinal tract.  Respiratory  involvement,  if  it  oc- 
curs, is  usually  aggressive  and  fatal.  Skin  biopsy 
reveals  normal  epidermis,  but  the  dermis  contains 
a cellular  infiltrate  and  a vascular  proliferation.  Nu- 
merous vascular  lumina  are  present  in  the  dermis. 
Two  characteristics  of  KS  are  extravasated  eryth- 
rocytes and  deposits  of  hemosiderin. 

Other  opportunistic  infections  (OI)  are  also  fre- 
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TABLE  I 

MODES  OF  PRESENTATION 

® Lymphadenopathy:  Generalized,  prolonged,  unexplained, 
present  in  2 extrainguinal  sites 

• Inverted  T-helper  to  T-suppressor  ratio  (normal  is  2:1) 

• Presence  of  opportunistic  infections 

® Prodromal  Phase:  Fever  of  unknown  origin,  unexplained 
weight  loss,  lymphadenopathy,  nights weats,  fatigue,  or 
diarrhea  for  weeks  or  months. 

• Persistent,  unexplained  cough 


quently  discovered  in  persons  with  AIDS.  These 
include  primary  brain  lymphomas,  disseminated  cy- 
tomegalovirus or  herpesvirus,  herpetic  proctitis,  oral 
candidiasis,  toxoplasmosis,  mycobacterium  avium, 
and  cryptosporidiosis. 

Patients  possibly  afflicted  with  AIDS  may  present 
with  numerous  complaints,  including  those  shown 
in  Table  I.  Complicating  infections  with  opportun- 
istic organisms  can  compromise  the  patient’s  im- 
mune system  even  further,  and  may  lead  to  his/her 
death. 

The  announcement  by  Margaret  Heckler  in  April 
1984  of  the  discovery  of  the  AIDS  agent  by  no 
means  indicates  that  the  questions  about  AIDS  have 
been  answered.  Dr.  Gallo,  working  at  the  National 
Cancer  Institute,  was  instrumental  in  the  isolation 
and  identification  of  a retrovirus  that  the  French 
discovered  almost  simultaneously.  Gallo’s  an- 
nouncement of  “his”  HTLV-III  created  no  small 
amount  of  professional  tension  between  U.S.  re- 
searchers and  those  across  the  Atlantic. 

Subsequent  to  the  discovery  and  isolation  of 
HTLV-III,  research  was  initiated  to  market  an  an- 
tibody detection  kit  for  general  distribution  to  blood 
banks,  health  departments,  and  physicians.  The 
HTLV-III  antibody  test  is  not  a test  for  AIDS.  The 
test  detects  previous  contact  and  infection  with 
HTLV-III.  A negative  test  does  not  mean  one  has 
not  been  infected;  the  individual  may  be  incubating 
the  virus  and  has  non-detectable  antibody  titres. 
There  are  both  false  positives  and  false  negatives. 
Given  the  uncertainty  of  the  long-term  interpretation 
of  positive  results,  and  the  potentially  devastating 
effects  of  lack  of  confidentiality  regarding  the  an- 
tibody test,  it  is  important  to  understand  what  the 
true  implications  may  be; 

• What  co-factors  are  present  to  transform  infection 
with  HTLV-III  into  “full-blown”  AIDS?  (Ap- 
proximately 90%  of  HTLV-III  antibody  pos- 
itive people  will  not  develop  AIDS.) 


• Mandatory  testing  of  active  military  personnel  has 
been  initiated  based  upon  the  HTLV-III  antibody 
test.  The  test  does  not  indicate  a person  has  or 
will  get  AIDS.  What  recourse  should  an  enlistee 
have  if  s/he  is  found  to  be  antibody  positive? 

• Should  mandatory  reporting  of  people  with  pos- 
itive HTLV-III  antibody  test  results  be  adopted 
by  state  health  departments? 

• Should  health  and  life  insurance  companies  be 
allowed  to  require  HTLV-III  antibody  testing  be- 
fore issuing  coverage? 

• Recent  reports  describe  antibody  negative,  virus 
positive  individuals  in  certain  high  risk  groups  in 
California.  How  can  physicians  promote  “safe 
sex”  concepts  and  public  education? 

It  is  readily  apparent  that  this  one  isolated,  albeit 
significant,  discovery  presents  health  care  profes- 
sionals with  numerous  ethical  and  moral  challenges. 
Integration  of  the  individual’s  rights  to  confidential 
medical  treatment  and  the  public’s  right  to  protec- 
tion from  communicable  illness  must  be  actively 
attempted,  concurrent  with  accelerated  laboratory 
and  statistical  analyses. 

John  C.  Petricciani,  M.D. , Director  of  the  FDA’s 
division  of  Blood  and  Blood  Products,  notes:  “On 
the  one  hand,  there  are  legitimate  public  health  needs 
that  require  the  identification  of  individuals  who  are 
at  risk  of  transmitting  the  virus  through  blood  or 
plasma.  On  the  other  hand,  there  are  equally  valid 
concerns  regarding  the  risks  of  making  the  infor- 
mation available  to  others  outside  of  those  in  the 
public  health  setting  with  the  need  to  know.  There’s 
no  magic  solution  to  the  dilemma  that  will  satisfy 
the  desire  for  strict  confidentiality  and  at  the  same 
time  be  useful  for  public  health  needs.” 

At  the  annual  meeting  of  the  American  Associ- 
ation of  Physicians  for  Human  Rights  (Chicago, 
August  1984),  the  immediate  past  president,  Neil 
Schram,  M.D.,  expressed  his  concern  that  results 
of  the  test  for  HTLV-III  antibody  may  be  made 
reportable  to  local,  state,  or  federal  government  au- 
thorities. It  is  not  unreasonable,  he  proposed,  for 
the  results  to  be  required  by  employers  or  by  health 
or  life  insurance  companies.  Further,  it  is  his  fear 
that  such  a test  could  erroneously  be  a surrogate  test 
for  homosexuality.  Schram  says  “I  fully  support 
the  use  of  the  test  for  screening  blood  donors  and 
as  a research  tool  . . . but  we  must  be  alert  to  at- 
tempts to  use  potential  risks  as  an  excuse  to  abridge 
the  civil  rights  of  gay  men  and  other  at-risk  groups. 
The  discovery  of  HTLV-III  demonstrates  the  need 
for  much  more  effort  in  research,  rather  than  less.” 
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AIDS  Epidemiology 

Is  this  an  epidemic,  or  are  we  just  finding  what 
we  are  looking  for?  A review  of  the  tumor  registries 
in  New  York,  California,  and  Georgia  confirm  the 
rarity,  prior  to  1980,  of  KS  in  men  under  the  age 
of  60  years.  The  picture  that  emerges  is  one  of  an 
explosive,  highly  focal  epidemic  with  a long  in- 
cubation period  and  steady  spread  to  other  areas  of 
the  continent.  About  50%  of  the  cases  have  occurred 
in  Los  Angeles,  San  Francisco,  and  New  York. 
Cases  have  been  reported  from  50  states,  the  District 
of  Columbia,  Puerto  Rico,  the  Virgin  Islands,  and 
throughout  the  world.  The  distribution  of  AIDS  is 
still  primarily  in  the  major  metropolitan  areas;  how- 
ever, there  is  increasing  frequency  in  the  non-major 
metropolitan  areas.  New  York  City  has  had  37%  of 
all  AIDS  cases,  San  Francisco  12%,  Los  Angeles 
8%,  Miami  4%,  and  Newark  3%.  Groups  at  highest 
risk  appear  to  be  homosexual  and  bisexual  men, 
who  comprise  about  73%  of  all  cases  to  date;  in- 
travenous drug  users  (17%);  and  hemophiliacs  and 
recipients  of  blood  transfusions  (2%).  Most  cases 
(58%)  have  been  white;  25%  black,  15%  Hispanic, 
and  2%  others.  Most  patients  have  been  between 
30  and  39  years  of  age  (47%),  and  90%  are  between 
ages  20  and  50  years.  Those  individuals  at  greatest 
risk  of  acquiring  AIDS  are: 

• Persons  with  signs  and  symptoms  suggestive  of 
AIDS  (fever,  night  sweats,  swollen  lymph  nodes, 
unexplained  weight  loss,  diarrhea,  persistent 
coughs,  fatigue,  loss  of  appetite) 

• Sexual  partners  of  people  with  AIDS 

• Sexually  active  homosexual  or  bisexual  men  with 
multiple  partners 

• Present  or  past  abusers  of  intravenous  drugs 

• People  with  hemophilia 

• Sexual  partners  of  individuals  at  increased  risk 
for  AIDS 

• Children  born  to  women  with  AIDS  while  preg- 
nant or  at  delivery 

Diseases  that  can  occur  in  immunocompromised 
individuals  include  protozoan,  viral,  fungal,  bac- 
terial infections,  and  cancer. 

The  hysteria  among  the  worried  well  public  has 
presented  the  health  care  profession  v/ith  a man- 
agement challenge.  Prevention  of  transmission  to 
the  health  care  team  is  also  of  primary  concern. 
Public  Health  Service  recommendations  include: 

• Sexual  contact  should  be  avoided  with  persons 
known  or  suspected  to  have  AIDS.  Members  of 
high  risk  groups  should  be  aware  that  having  mul- 


tiple sexual  partners  increases  the  risk  of  con- 
tracting AIDS. 

• Members  of  high  risk  groups  should  refrain  from 
donating  plasma  and/or  blood. 

• Studies  should  be  continued  to  evaluate  screening 
procedures  for  their  effectiveness  in  identifying 
and  excluding  plasma  and  blood  with  a high  prob- 
ability of  transmitting  AIDS. 

• Physicians  should  adhere  strictly  to  medical  in- 
dications for  transfusions,  and  use  of  autologous 
blood  transfusions  is  encouraged. 

• Work  should  continue  toward  development  of  safer 
blood  products  for  use  by  hemophilia  patients. 

Martin  S.  Hirsch,  M.D. , of  the  Infectious  Disease 
Unit,  Massachusetts  General  Hospital,  Boston,  in- 
vestigated the  risk  of  nosocomial  infection  with  hu- 
man T-cell  lymphotropic  virus  III  (HTLV-III).  The 
study  evaluated  the  risk  of  nosocomial  infection  with 
HTLV-III  among  hospital  employees,  including 
victims  of  needle-stick  exposure,  endoscopists,  pa- 
thologists, and  laboratory  workers.  Assays  for  an- 
tibody against  the  virus  were  performed  by  enzyme- 
linked  immunosorbent  assay  (ELISA)  and  by  elec- 
trophoretic (Western  Blot)  techniques.  The  results, 
published  in  the  New  England  Journal  of  Medicine, 
showed  that  although  all  22  patients  with  AIDS  and 
six  or  seven  with  AIDS  related  complex  were  found 
to  have  antibodies  to  HTLV-III  when  both  assays 
were  employed,  none  of  the  85  employees  with 
nosocomial  exposure  to  specimens  from  patients 
were  positive  for  HTLV-III  antibody. 

AIDS  Related  Complex 

AIDS  related  complex  (ARC)  is  a condition  that 
has  previously  been  described  as  “pre-AIDS.”  This 
is  not  an  accurate  term  because  many  people  with 
ARC  will  not  get  “full-blown”  AIDS.  Admittedly, 
research  is  in  its  infancy,  but  at  the  present  time  it 
is  believed  that  of  those  individuals  with  a positive 
antibody  test  for  the  HTLV-III  virus,  60%  will  re- 
main asymptomatic  and  relatively  healthy,  30%  will 
develop  ARC,  and  10%  will  develop  the  clinical 
syndrome,  AIDS.  The  definition  of  ARC  varies,  but 
for  research  purposes,  the  following  may  be  con- 
sidered definitive:  A positive  HTLV-III  antibody 
test  confirmed  by  both  ELISA  and  Western  Blot; 
the  presence  of  diffuse  lymphadenopathy;  fevers, 
night  sweats,  or  other  systemic  symptoms  of  at  least 
six  months’  duration;  and  an  OKT4/OKT8  (helper 
to  suppressor  ratio)  of  0.70  (normal  0.84-3.40)  or 
less. 

{Continued  on  page  87) 
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AIDS  in  America 

HEWITT  C.  GOODPASTURE,  M.D.,  Wichita 


In  Texas,  officers  of  General  Telephone  and  Elec- 
tronics admonish  a 42-year-old  draftsman  exposed 
to  HTLV-III  . .be  sure  you  don’t  come  back  to 
the  office.”  In  Indiana,  school  officials  refuse  to 
allow  a 12-year-old  hemophiliac  with  AIDS  to  at- 
tend class.  In  New  York  City,  parents  keep  their 
children  home  from  school  and  march  in  protest 
because  of  rumors  that  a second  grader  has  AIDS . 
In  Washington  D.C.,  the  Pentagon  orders  mass 
HTLV-III  screening  of  all  military  personnel  (at  a 
cost  of  millions  of  dollars)  in  direct  opposition  to 
recommendations  of  a blue  ribbon  advisory  panel. 
In  Kansas,  prison  officials  quarantine  an  inmate 
(complete  with  disposable  dishes  and  the  weekly 
burning  of  linens)  because  he  claims  he  had  sexual 
contact  with  an  AIDS  victim  while  on  weekend 
pass.  When  his  antibody  test  for  HTLV-III  is  neg- 
ative, the  quarantine  is  continued  for  fear  infection 
will  appear  later.  Prom  the  boardroom  to  the  class- 
room, from  the  hospital  to  the  reformatory,  fear  of 
Acquired  Immune  Deficiency  syndrome  (AIDS)  has 
hit  American  society  with  full  force.  To  understand 
how  inappropriate  the  hysteria  over  AIDS  has  be- 
come, one  must  be  aware  of  the  established  epi- 
demiology: 

1 . Although  the  number  of  cases  of  AIDS  con- 
tinues to  climb  at  a substantial  rate,  the  percentage 
of  cases  in  the  various  risk  groups  has  continued  to 
be  the  same  during  the  past  six  years.  More  than 
90%  of  the  patients  are  homosexuals,  intravenous 
drug  users,  or  both.  An  additional  4-5%  are  he- 
mophiliacs, recipients  of  contaminated  blood  trans- 
fused prior  to  HTLV-III  screening,  children  of  AIDS 
patients  (congenitally  infected),  and  individuals  with 
repeated  heterosexual  contact  with  AIDS  patients. 
When  initially  questioned,  only  5%  of  AIDS  victims 
deny  membership  in  one  of  the  high  risk  groups. 
Subsequent  interviews,  when  possible,  drop  the  un- 
categorized cases  substantially  lower.’ 

2.  HTLV-III  is  very  difficult  to  transmit  to  in- 
dividuals with  normal  immunity.  More  than  1500 
health  care  workers  who  reported  needle-stick  in- 
juries or  accidental  mucous  membrane  contact  with 
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poria, Suite  305,  Wichita  KS  67214. 


blood  or  secretions  of  AIDS  patients  have  been  fol- 
lowed with  serologic  tests.  In  only  three  instances  ; 
(all  parenteral  inoculations)  does  it  appear  that : 
HTLV-III  transmission  may  have  occurred  as  a re-  . 
suit  of  that  exposure.  To  date,  none  of  these  three  1 
individuals  has  developed  AIDS.^Lurthermore,  more  j 
than  50,000  health  care  workers  have  provided  med-  ] 
ical  care  for  seriously  ill  AIDS  patients  during  a ’ 
five-year  period;  none  has  developed  AIDS  from  ■ 
that  contact.  In  addition,  serologic  studies  on  i 
hundreds  of  such  health  care  workers  show  no  i 
HTLV-III  antibody  as  a result  of  that  exposure.^  '’  ’ 
Linally,  a large  number  of  family  members  of  AIDS 
patients  have  been  studied  for  a period  of  several ! 
years.  In  some  instances,  these  individuals  have  i 
provided  total  care  for  small  children  and  infants  i 
with  the  disease.  None  have  developed  AIDS  as  a ; 
result  of  this  close  physical  contact.'’’  ^ 

3.  More  than  two-thirds  of  those  infected  with  : 
HTLV-III  have  had  no  symptoms  of  any  illness 
when  followed  for  five  years . During  this  same  time 
period,  infection  with  HTLV-III  carries  a 1:35  risk 
of  leading  to  AIDS.'’  Clearly,  infection  with  the 
HTLV-III  is  not  the  equivalent  of  developing  AIDS, 
any  more  than  infection  with  the  Epstein-Barr  (which 
infects  the  B lymphocyte)  virus  is  equivalent  to  de- 
veloping acquired  hypogammaglobulinemia  or  | 
B-cell  lymphoproliferative  disease.  i 

We  live  in  the  ‘‘information  society.”  Americans  I 
don’t  trust  others  to  make  decisions  for  them.  We 
want  all  the  facts,  all  the  possibilities.  We  want 
informed  consent.  But  informed  consent  requires  . 
balanced  information  and  mature  judgment.  Too  ! 
often  we  fail  to  demonstrate  either.  Some  in  the 
scientific  community,  anxious  to  obtain  federal 
grants  and  justify  existing  programs,  have  focused 
excessively  on  the  remote  possibilities  and  worst-  ' 
case  scenarios  in  presentations  to  politicians  and  the  j 
press.  Also,  the  news  media  have  not  provided  bal-  j 
anced  reporting.  In  America  we  sell  the  news  and  | 
the  ‘‘information  society”  pays  top  dollar  for  the  j 
sensational  story;  reasoned,  appropriate,  calm  re-  | 
sponses  don’t  sell  well.  But  the  hysteria  goes  be-  j 
yond  unbalanced  presentation  of  the  data.  There  is 
the  quest  for  ‘‘certainty”  which  characterizes  our 

(Continued  on  page  88)  I 
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MALPRACTICE  UPDATE  The  Kansas  Medical  Society  sponsored  medical  malpractice 

bill,  HB  2661,  was  passed  by  the  Kansas  House  of  Repre- 
sentatives, February  28,  by  a 99  to  24  margin.  The  strong 
House  vote  is  considered  to  be  a significant  first  step 
toward  eventual  passage  of  the  controversial  bill.  Among 
its  other  provisions,  the  bill  places  a $1  million  limit  on 
total  damages  in  malpractice  awards,  and  a sub-cap  of 
$250,000  on  awards  for  pain  and  suffering. 


tiThis  Issue... 

.egislative  update 
Jutrition  info  available 
’lasmapheresis  conference 
jpecial  Medi care  issue 
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Foundation 
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insurance  woes 
\BA  opposes  tort  reform 
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ledical  records: 
transfer  & charge 


The  bill  is  awaiting  action  in  the  Senate  Judiciary  Committee, 
where  hearings  will  be  held  March  25  and  26.  Final  action  on 
the  bill  in  the  Senate  is  expected  by  the  last  week  in  March 
or  the  first  week  in  April.  Assuming  the  bill  passes  the 
Senate,  it  will  then  go  to  Governor  John  Carlin's  desk,  where 
he  will  face  a difficult  decision  on  whether  or  not  to  veto 
the  bill.  Governor  Carlin  will  probably  make  his  decision 
about  the  second  week  in  April,  when  the  Legislature  is 
holding  its  two  week  recess.  The  Legislature  returns  on 
April  23rd  for  a four  day  wrap-up  session  to  consider  vetoes 
and  tie  up  loose  ends.  The  fate  of  the  malpractice  bill  will 
probably  be  decided  during  the  last  four  days  the  Legislature 
is  in  session. 

A key  point  in  the  debate  on  the  malpractice  bill  is  what 
effect  it  will  have  on  malpractice  premiums.  Insurance 
experts  have  testified  that  the  passage  of  this  bill  will 
allow  them  to  hold  the  line  on  premiums.  Additionally,  the 
premium  surcharge  every  physician  pays  into  the  Health  Care 
Stabilization  Fund  will  level  off,  and  should  drop  somewhat 
within  a couple  of  years.  Unquestionably,  this  bill  will 
have  a stabilizing  effect  on  malpractice  premiums.  Without 
the  bill,  premiums  will  probably  increase  another  30-40%  this 
year,  and  probably  at  least  that  much  again  in  1987. 


Every  KMS  member  is  encouraged  to  contact  his/her  Senator  and 
ask  for  support  of  HB  2661.  A detailed  malpractice  update  is 
being  prepared  and  mailed  to  every  KMS  member  this  week.  The 
update  includes  a list  of  those  Representatives  voting  for  and 
against  the  malpractice  bill.  If  you  have  any  questions  on 
the  issue,  please  contact  the  KMS  office. 


BASIC  NUTRITION 
PAMPHLETS  AVAILABLE 


NIH  CONFERENCE  ON 
PLASMAPHERESIS 


MEDICARE  HMOs 
REGULATIONS 


MEDICARE: 
SPECIAL  ISSUE  OF 
Newsletter 


MEDICARE  CLAIMS 
FORM  REMINDER 


The  AMA  now  has  packets  available  that  consist  of  five  dif- 
ferent patient  education  pamphlets  on  nutrition.  Each  set 
consists  of  the  following:  Your  Age  and  Your  Diet,  The 

Healthy  Approach  to  SI immi ng.  Sodium  and  Your  Health,  V itamin- 
Mineral  Supplements  and  Their  Correct  Use,  and  Foodborne 
1 1 1 ness--The  Consumer ' s Role  in  its  Prevention.  The  sets  are 
$3.50  each  in  lots  of  5-49;  or  $1.50  each  for  lots  of  50  or 
more.  AMA  members  are  entitled  to  a 10%  discount.  Order 
from  Book  & Pamphlet  Fulfillment  OP-154,  AMA,  P.O.  Box  10946, 
Chicago  IL  60610. 

The  National  Institutes  of  Health  (NIH)  and  related  organiza- 
tions are  sponsoring  a Consensus  Development  Conference  on 
The  Uti 1 i ty  of  Therapeutic  Plasmapheresis  for  Neurological 
Disorders.  It  will  be  held  June  2-4,  1986,  at  the  Masur 
Auditorium,  Warren  Grant  Magnuson  Clinical  Center,  NIH, 
Bethesda,  Maryland.  For  additional  information,  contact  the  ■ 
U.S.  Department  of  Health  & Human  Services,  Public  Health 
Service,  Office  of  Medical  Applications  of  Research,  Bldg.  1,; 
Rm.  216,  National  Institutes  of  Health,  Bethesda  MD  20892.  j 

The  AMA  has  published  a new  booklet.  Medicare  & Prepaid  ^ 

Plans : New  Directions  for  HMOs  (OP-196).  It  discusses  key 
elements  of  Medicare  regulations  that  govern  HMOs  and  com- 
petitive medical  plans  (CMPs)  as  well  as  future  prospects  for, 
physicians  as  a result  of  anticipated  expansion  of  Medicare 
HMOs  and  other  prepaid  plans  for  older  Americans.  The  book- 
let is  available  from  the  AMA's  order  department  for  $6  per  |j 
copy.  For  additional  information,  call  312-280-7291.  f 

1 

Please  watch  your  mail  for  a special  issue  of  the  Newsletter  ‘ 
to  come  to  you  separately.  It  will  be  devoted  exclusively  to” 
Medi care  and  will  incorporate  the  latest  decisions  of  the  U.S 
Congress  re.  fee  freeze,  open  enrollment  period,  fee  increase 
etc. 

Medicare  carriers  (Travelers  and  Blue  Cross  and  Blue  Shield) 
will  no  longer  provide  Medicare  claim  forms.  Compl imentary 
distribution  ended  last  fall  and  forms  must  now  be  obtained  , 
from  the  AMA  or  commercial  sources.  The  following  is  a 
sample  of  AMA  charges,  including  UPS  fee: 

Single  sheets  (OP  501,  carton  of  1000)  $34.10 

Two-part  snapout  (OP  502,  carton  of  100)  49.50 

Two-part  computer  pinfeed  (OP  503)  51.75 

AMA  members,  take  10%  discount.  Additional  discount  for  bulk 
orders.  Allow  2 weeks  for  delivery.  Order  from:  American 

Medical  Association,  PO  Box  10946,  Chicago  IL  60610-9968.  ^ 


YE  CARE  PROJECT 
1-800-222-EYES 

The  American  Academy  of  Ophthalmology  has  initiated  its  1986 
National  Eye  Care  Project  developed  to  assure  that  the 
elderly  can  receive  prompt  treatment  for  eye  disease.  The 
program  will  utilize  extensive  media  campaigns  to  encourage 
those  65  and  older  to  call  the  toll-free  number  if  they 
suspect  an  eye  problem.  The  program  will  be  implemented  in 
Kansas  on  March  31.  Participating  ophthalmologists  have 
agreed--for  this  program  only--to  accept  Medicare  or  other 
insurance  assignment  as  payment  in  full.  Care  will  be  pro- 
vided without  charge  to  qualifying  patients  who  have  no 
Medicare  or  other  insurance  coverage. 

The  project  is  a public  service  program  sponsored  by  the 
Foundation  of  the  AAO.  Costs  for  1986  are  expected  to  be 
approximately  $3  million,  and  funding  will  be  provided  by  AAO 
members  and  several  major  corporations  associated  with 
ophthalmology. 

HLERS  DANLOS  SYNDROME: 
NATIONAL  FOUNDATION 

Ehlers  Danlos  syndrome  (EDS)  is  a congenital  defect  in  the 
structure  of  connective  tissue.  The  Ehlers  Danlos  National 
Foundation  was  recently  organized  to  provide  knowledge,  under 
standing,  and  support  to  those  with  EDS  and  their  families, 
and  to  promote  educational  opportunities  about  EDS  for  health 
care  professionals.  For  information,  contact  the  Ehlers 
Danlos  National  Foundation,  P.O.  Box  1212,  Southgate  MI 
48195;  313-282-0180. 

lURSE  MIDWIVES 

After  twice  losing  insurance  coverage  for  professional  lia- 
bility in  1985,  nurse  mid-wives  who  belong  to  the  American 
College  of  Nurse  Midwives  (ACNM)  have  established  their  own 
independent  mutual  insurance  company.  ACNM  President  Susan 
A.  Yates  announced  late  last  year  that  after  exhausting  other 
insurance  possibilities,  the  college  would  offer  its  own 
insurance  rather  than  allow  nurse-midwife  services  across  the 
country  to  lapse.  The  new  insurance  plan  will  go  into  effect 
April  1. 

^NYET,"  says  ABA 

The  American  Bar  Association  adopted  a report  rejecting  the 
AMA's  proposals  for  legislative  tort  relief  on  either  the 
state  or  federal  levels.  At  the  same  time,  the  bar  group 
called  for  a new  study  of  the  entire  tort  system.  Commenting 
on  the  report,  ABA  General  Counsel  Kirk  Johnson  said:  "At  a 

time  when  the  evidence  of  professional  liability  for  physi- 
cians is  most  clear,  the  ABA  issued  its  most  reactionary 
report  yet.  It  rejected  the  AMA's  proposals  and  recommended 
no  substantive  reform.  The  ABA  also  rejected  reforms  which 
previous  ABA  committees  had  recommended." 

PHYSICIAN  EXTENDERS: 
MEDICARE  & MEDICAID 


MEDICAL  RECORDS 


Physician  Assistants  (PAs)  and  Advanced  Registered  Nurse 
Practitioners  (ARNPs)  can  perform  the  following  nursing  home  i 
procedures  when  employed  by  and  performed  under  the  general  ' 
supervision  of  a physician  and  billed  under  the  physician's 
provider  number,  using  the  following  procedure  codes:  : 

90340-WD  - Nursing  home  visit,  more  than  one  patient 

seen.  Performed  by  a PA  or  ARNP.  ‘ 

NC  90430-WD  - Recertifications  are  considered  content  of 
service  of  the  adult  care  home  visit  and 
cannot  be  billed  separately.  (Non-covered  i 
10-01-84) 

90315-WD  - Routine  annual  history  and  physical  for 
Medicaid  nursing  home  recipient  performed 
by  a PA  or  ARNP. 

PAs  and  ARNPs  cannot  perform  certification  for  need  of  care,  j 
plan  of  care  review,  or  medication  checks.  j 

I 

The  following  routine  office  or  hospital  services  can  be  per-  j| 
formed  by  PAs  and  ARNPs  when  employed  by  and  under  the 
general  supervision  of  a physician,  and  billed  under  the  phy- !l 
sician's  provider  number:  ji 

90240-WD  - Subsequent  day  hospital  visits  j 

90110-WD  - Routine  standard  home  visits  ;j 

90050-WD  - Standard  office  visits 
90070-WD  - Routine  in-office  medical  history  and 
physical  examination. 

Reimbursement  for  these  services  when  done  by  PAs  and  ARNPs  j 
will  be  approximately  75%  of  the  amount  reimbursed  to  the  i 

physician  for  the  same  service.  | 

Some  cardiac  rehabilitation  programs  are  reportedly  providing! 
services  to  beneficiaries  without  a physician  on  the  premises.; 
For  those  facilities  who  have  approved  Cardiac  Rehabilitation' 
programs,  please  refer  to  your  Medicare  Coverage  of  Issues  | 

Manual,  HIM-6,  Section  35-25.  This  section  specifically  ' 

states  that  "services  of  nonphysician  personnel  must  be  fur- 
nished under  the  direct  supervision  of  a physian.  Direct 
supervision  means  that  a^  physici an  must  be  in  the  exerci se 
program  area  and  immediately  avai 1 able  for  an  emergency  at 
all  times  the  exercise  program  is  conducted."  If  this 
requirement  is  not  met,  payment  under  the  Medicare  Program 
will  not  be  made.  Questions  regarding  Cardiac  Rehabilitation 
Programs  should  be  directed  to  Carolyn  McMullen,  Provider 
Consultant,  913-295-4813. 

Does  a_  physici  an  have  the  ri  ght  to  refuse  to  transfer  a_ 
patient ' s medical  records  to  ai  nonphysici an  health  care  pro- 
vider? Upon  request  and/or  authorization  of  the  patient,  the 
physician  should  provide  medical  records  to  the  patient  or  to  ; 
another  health  care  provider.  ' 

Is  it  permissible  to  charge  for  providing  the  records,  and  if 
so,  how  should  such  charge  be  based?  Physicians  may  charge  a i 
reasonable  fee  for  the  reproduction  and  mailing  of  medical 
records  and  for  a professional  component  if  the  physician 
reviews  the  record. 
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AIDS  in  Kansas 

STEPHEN  N.  PAIGE,  M.P.A.,*  and  ROBERT  A.  FRENCH,  M.P.A.,t  Topeka 


Acquired  Immune  Deficiency  syndrome  (AIDS) 
was  initially  identified  by  the  Centers  for  Disease 
Control  (CDC)  in  1981,  and  the  first  indigenous 
Kansas  case  was  reported  in  1982.  Since  that  time, 
the  Kansas  case  total  has  steadily  grown,  with  one 
case  in  1983,  two  cases  in  1984,  and  12  in  1985 
through  mid-December.  Eleven  of  these  patients  are 
known  to  have  died,  including  all  those  reported 
prior  to  1985. 

AIDS  activities  conducted  by  the  Kansas  De- 
partment of  Health  and  Environment  (KDHE)  in- 
clude surveillance,  education  and  consultation  with 
institutions  regarding  AIDS  policy  development, 
training  of  personnel  to  conduct  counseling  and  ser- 
ologic testing,  and  performance  of  the  ELISA  test 
for  detection  of  antibody  to  HTLV-III/LAV,  the 
agent  of  AIDS. 

Surveillance  of  AIDS  is  based  on  the  case  defi- 
nition originally  published  by  CDC  in  1982,'  and 
expanded  in  1985.^  The  case  definition  is  elaborate, 
and  includes  careful  review  of  the  reliability  of  di- 
agnosis of  the  opportunistic  infection  which  is  in- 
tegral to  the  case  report.  Surveillance  in  Kansas  was 
initially  authorized  by  Kansas  Administration  Reg- 
ulation (K.A.R.)  28-1-4,  which  was  temporarily 
amended  in  1984  to  include  AIDS.  Amendment  of 
this  regulation  is  scheduled  to  be  adopted  on  a per- 
manent basis  effective  May  1,  1986.  In  addition, 
subsequent  to  the  identification  of  HTLV-III/LAV 
and  its  acceptance  as  the  agent  of  the  syndrome, 
AIDS  has  been  scheduled  for  designation  as  an 
“infectious  or  contagious”  disease,  as  defined  by 
K.A.R.  28-1-2.  This  action,  also  proposed  to  be- 
come effective  May  1,  1986,  will  authorize  and, 
require  reporting  of  AIDS  cases  by  physicians  and 
other  persons  licensed  by  the  Kansas  Board  of  Heal- 
ing Arts,  under  the  authority  of  K.S.A.  65-118. 

The  prevalence  of  AIDS  cases  in  Kansas  is  known 
to  be  considerably  in  excess  of  the  official  case  count 
previously  indicated.  This  may  be  due  to  at  least 
three  factors,  including  (1)  the  rigidity  of  the  case 
definition  — not  all  cases  reported  have  been  ac- 
cepted by  CDC  as  meeting  the  diagnostic  standards 

* Director,  Bureau  of  Disease  Prevention  and  Control. 

t Director,  Epidemiology  Section. 

From  the  Kansas  Department  of  Health  and  Environment. 


for  inclusion  in  national  case  totals;  (2)  many  cases 
known  to  be  present  in  Kansas  represent  infections 
acquired  in  other  states,  and  accordingly,  for  pur- 
poses of  defining  incidence  of  the  disease,  are  re- 
flected in  the  morbidity  totals  of  the  state  of  origin; 
and  (3)  underreporting  by  health  officials  due  to  lack 
of  either  appropriate  information,  or  of  confidence 
in  the  legitimate  basis  for  the  report.  (The  pending 
revisions  in  the  administrative  regulations  for  re- 
porting are  a step  toward  resolution  of  this  latter 
problem.) 

A surveillance  summary  of  AIDS  cases  in  the 
official  Kansas  case  count  indicates  all  to  be  male, 
predominately  white,  median  age  38.5  years.  The 
prevalent  opportunistic  infection  is  cytomegalovirus 
(seven  cases)  followed  by  Pneumocystis  carinii 
pneumonia  and  herpesvirus  (five  cases  each).  There 
have  been  no  cases  of  Kaposi’s  sarcoma  in  AIDS 
cases  of  Kansas  origin.  The  risk  factor  for  acqui- 
sition of  HTLV-III/LAV  infection  in  14  of  the  16 
cases  (87.5%)  is  homosexual  or  bisexual  activity. 
Through  mid-December  1985  there  have  been  no 
pediatric  cases  (age  18  years  or  younger)  in  Kansas. 

Educational  activities  directed  at  health  profes- 
sionals and  the  public  have  been  and  continue  to  be 
a priority  of  the  AIDS  program.  Staff  of  the  KDHE 
Epidemiology  Section  have  provided  an  undocu- 
mented but  extensive  number  of  interviews  for 
newspaper,  radio,  and  television  reporters.  Several 
titles  of  printed  materials  are  available  for  public 
distribution.  AIDS  seminars  for  professional  train- 
ing have  been  conducted  at  schools,  hospitals,  med- 
ical centers,  and  local  health  departments. 
Videotapes  used  in  these  seminars  are  available  for 
use  by  other  groups.  Meetings  have  been  conducted 
with  representatives  of  numerous  other  agencies  or 
organizations  to  assist  in  the  formulation  and  adop- 
tion of  policies  for  management  of  actual  or  poten- 
tial exposures  to  patients,  students,  clients,  or  others 
who  may  be  infected  with  the  AIDS  virus.  In  this 
regard,  three  major  policy  recommendations  origi- 
nally prepared  by  the  CDC  have  been  reproduced 
by  the  department  and  are  available  upon  request. 
They  relate  to  precautions  for  clinical  and  laboratory 
staffs,-^  management  of  AIDS  exposure  in  the  work- 
pace,*'  and  management  of  AIDS  infected  children 
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TABLE  I 


KANSAS 

HTLV-III/LAV  ANTIBODY  ALTERNATE  TEST  SITES 


Agency 

Address 

Phone  # 

Contact  Person 

SEK  Multi  County  H.D. 
Allen  County 

221  South  Jefferson 
lola,  Kansas  67749 

(316)  365-2191 

Collene  or  Carol 

Barton  County  H.D. 

1410  Polk 

Great  Bend,  Kansas  67530 

(316)  793-7879 

Marilyn  or  Pam 

SEK  Multi  County  H.D. 
Bourbon  County 

Courthouse 

Fort  Scott,  Kansas  66701 

(316)  223-4464 

Wilma  or  Shirley 

Dodge  City  Eamily 
Planning  Clinic 

Box  1152 

Dodge  City,  Kansas  67801 

(316)  225-1933 

Twila 

Ellis  County  H.D. 

Courthouse-Room  119 
Hays,  Kansas  67601 

(913)  625-2013 

Mary 

Grant  County  H.D. 

Courthouse- 108  S.  Glenn 
Ulysses,  Kansas  67880 

(316)  356-1545 

Sharon 

Johnson  County  H.D. -Mission 

6000  Lamar,  Room  140 
Mission,  Kansas  66202 

(913)  791-5660 

Jane 

Johnson  County  H.D. -Olathe 

205  S.  Fleming  Drive 
Olathe,  Kansas  66061 

(913)  782-9400 

Frances 

Junction  City-Geary  County  H.D. 

1 19  East  9th  Street 
Junction  City,  Kansas  66441 

(913)  762-5788 

Troy  or  Charlotte 

Labette  County  H.D. 

Box  786,  S.  Highway  59 
Parsons,  Kansas  67537 

(316)  421-4350 

Terri  or  Betty 

Lyon  County-Emporia  City  H.D. 

802  Mechanic 
Emporia,  Kansas  66801 

(316)  342-4864 

Any  Nurse 

Montgomery  County  H.D. 

604  Union 

Coffeyville,  Kansas  67337 

(316)  251-4210 

Ruby 

Pawnee  County  H.D. 

Courthouse 

Lamed,  Kansas  67550 

(316)  285-6963 

Barbara 

Rawlins  County  H.D. 

Courthouse 

Atwood,  Kansas  67730 

(913)  626-3968 

Wynemah 

Reno  County  H.D. 

209  W.  2nd 

Hutchinson,  Kansas  67501 

(316)  663-6721 

Any  Nurse 

Riley  County-Manhattan  H.D. 

2030  Tecumseh  Road 
Manhattan,  Kansas  66502 

(913)  776-4779 

Kim,  Judy  or 
Kathy 

Salina-Saline  County  H.D. 

300  West  Ash 
Salina,  Kansas  67401 

(913)  827-9376 

Marilyn 

Topeka-Shawnee  County  H.D. 

1615  West  8th 
Topeka,  Kansas  66601 

(913)  233-5141 

Virginia 

Wichita-Sedgwick  County  H.D. 

1900  East  9th 
Wichita,  Kansas  67214 

(316)  268-8441 

Glenda  or  Cynthia 

in  schools  and  foster  care.^  In  addition,  a toll-free 
AIDS  information  telephone  line  with  a continually 
updated  recorded  message  is  maintained  (1-800-232- 
0040). 

During  March  of  1985  an  Enzyme  Linked  Im- 
muno-Sorbent  Assay  (ELISA)  test  was  licensed  by 
the  Food  and  Drug  Administration  to  determine 
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presence  of  HTLV-III/LAV  antibody  in  serologic 
specimens.  The  principal  value  of  the  test  is  to  screen 
donated  blood  and  plasma  in  order  that  such  prod- 
ucts in  which  evidence  of  infection  is  present  may 
be  discarded,  thus  minimizing  risk  of  AIDS  trans- 
mission from  these  sources.  Following  a phase-in 
period  of  three  months,  blood  banks  are  now  uni- 


w 


versally  performing  this  test.  Although  the  ELISA 
test  is  accepted  as  being  sufficiently  sensitive  and 
specific  to  make  a major  contribution  to  the  protec- 
tion of  the  blood  supply,  its  diagnostic  and  prog- 
nostic values  for  the  individual  patient  are  limited. 
In  addition,  there  is  a potential  “window  of  infec- 
tivity’’  that  may  occur  in  persons  during  the  interval 
between  acquisition  of  the  AIDS  virus  and  recog- 
nition of  this  infection  by  the  ELISA  test.  Accord- 
ingly, the  Association  of  State  and  Territorial  Health 
Officials  (ASTHO)  in  conjunction  with  the  CDC, 
strongly  recommends  that  persons  be  discouraged 
from  donating  blood  for  the  sole  purpose  of  having 
the  test  performed.^  It  is  further  recommended  the 
test  be  made  available  to  concerned  persons  outside 
the  blood  bank  facility,  and  in  conjunction  with  a 
thorough  explanation  of  the  limitations  of  the  test, 
including  counseling  with  regard  to  evaluation  and 
modification  of  the  test  candidate’s  behavioral  risk 
factors  associated  with  HTLV-III/LAV  infection, 
and  its  possible  acquisition  and  transmission.  Such 
counseling/testing  facilities  are  known  as  “Alter- 
nate Test  Sites,”  meaning  “alternate  to  blood  banks 
as  a source  of  the  test.”  To  implement  this  concept 
of  Alternate  Test  Sites  (ATS)  the  KDHE  applied  to 
CDC  for  funds  to  train  staff  of  local  health  depart- 
ments to  serve  the  ATS  function,  and  to  purchase 
ELISA  testing  supplies  and  develop  expertise  in  its 
use.  Funds  were  approved  for  this  purpose  in  time 
to  begin  training  in  June  1985.  Further  training  ses- 
sions are  scheduled  during  1986  to  accommodate 
additional  local  health  departments  desiring  to  be- 
come an  ATS,  and  to  update  those  previously  trained. 
Locations  and  telephone  numbers  of  Alternate  Test 
Sites  are  listed  in  Table  I.  ELISA  testing  of  serologic 
specimens  obtained  at  these  sites  is  performed  by 
the  Office  of  Laboratories  and  Research  of  the 
KDHE.  By  the  end  of  1985,  staff  in  29  local  (county 
or  city-county)  health  departments  had  been  trained 
to  serve  as  an  ATS,  and  18  local  health  departments 
were  operating  as  an  ATS. 

The  ASTHO  and  CDC  also  recommend  that 
“Each  state  should  assure  the  existence  of  a mech- 
anism for  policy  discussion  about  HTLV-III  infec- 
tions, AIDS,  and  related  matters.”^  Such  an  interest 
has  been  expressed  in  Kansas,  and  in  response  to 
this  recommendation,  the  Secretary  has  designated 
the  Advisory  Commission  on  Health  to  serve  this 
function.  To  insure  input  from  and  communication 
to  other  interested  groups  within  the  state,  the  com- 
mission is  charged  with  the  task  of  forming  an  in- 
formation network  with  groups  representing  the 


interests  of  social  services/Medicaid,  corrections/ 
criminal  justice,  public  health,  at-risk  communities, 
medical/nursing,  dentistry,  mental  health,  drug  abuse 
control  personnel,  blood  banks/plasma  centers,  in- 
fectious disease  specialists,  public  service  unions, 
academia/research,  clergy,  public  education,  leg- 
islators, hospital  administrators,  nursing  home/long- 
term care  administrators,  and  medical  ethics. 

AIDS-related  activities  have  occupied  a signifi- 
cant portion  of  the  staff  time  and  effort  of  the  Ep- 
idemiology Section  of  the  Bureau  of  Disease 
Prevention  and  Control,  and  of  the  Virology  and 
Serology  Laboratory  of  the  Office  of  Laboratory 
Services  and  Research.  These  activities  will  con- 
tinue to  be  pursued  and  refined,  and  as  new  strat- 
egies or  technologies  and  resources  are  identified, 
further  program  development  can  be  anticipated. 
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AIDS  & the  Blood  Supply 


During  1985,  the  Topeka  Blood  Bank  was  fortu- 
nate that  it  did  not  experience  the  decline  in  do- 
nations that  was  prevalent  throughout  the  nation, 
despite  the  fact  that  AIDS  has  been  in  the  forefront 
of  medical  news.  Some  blood  centers  have  expe- 
rienced as  much  as  a 20%  decline  in  donations  which 
jeopardizes  necessary  medical  and  surgical  trans- 
fusions. 

The  ground  work  was  established  early  in  1983 
when  the  Topeka  Blood  Bank  implemented  the  vol- 
untary self-exclusion  procedure.  Donors  were  pro- 
vided current  literature  describing  the  high  risk 
groups  and  were  asked  to  voluntarily  exclude  them- 
selves from  donating.  This  educational  process  for 
donors  continues  today  with  revised  explanations  of 
the  high  risk  groups  as  more  is  learned  about  the 
epidemiology  of  AIDS. 

In  April  1985,  immediately  upon  the  Food  and 
Drug  Administration’s  approval  of  the  HTLV-III 
test  kits,  the  Topeka  Blood  Bank  was  one  of  the 
first  blood  banks  in  the  United  States  to  implement 
the  test.  Early  implementation  of  the  test  was  not 
done  because  of  a projected  high  incidence  rate,  but 
to  let  the  public  know  that  everything  possible  was 
being  done  to  provide  a safe  blood  supply.  In  July, 
the  American  Association  of  Blood  Banks  — the 
accrediting  agency  — required  all  blood  centers  to 
perform  the  test  to  maintain  accreditation.  To  date, 
the  FDA  still  does  not  require  HTLV-III  testing  for 
licensing. 

All  donor  samples  that  have  repeatedly  reactive 
HTLV-III  tests  are  sent  to  an  outside  laboratory  for 
a confirmatory  Western  Blot  test.  Donors  who  are 
also  reactive  with  the  Western  Blot  test  are  informed 
of  the  results.  In  all  cases  where  a sample  is  re- 

From  the  Topeka  Blood  Bank. 


peatedly  reactive  for  HTLV-III,  the  unit  of  blood 
is  destroyed. 

How  has  this  affected  the  blood  supply?  Manu- 
facturers of  HTLV-III  tests  estimate  that  one  of  every 
400  donors  will  be  repeatedly  reactive.  The  actual 
repeatedly  reactive  rate  of  donors  to  Topeka  Blood  { 
Bank  has  been  much  lower,  and  the  number  of  un- 
usuable  units  has  had  no  significant  impact  on  the 
local  blood  supply. 

The  Topeka  Blood  Bank  has  noted  a significant 
increase  in  the  use  of  autologous  blood  during  the 
past  18  months.  This  involves  a procedure  for  pa- 
tients to  supply  their  own  blood  for  transfusions: 
(1)  well  in  advance  of  elective  surgery,  the  patient 
donates  blood  which  is  marked  and  stored;  (2)  the 
patient’s  body  renews  its  blood  supply  prior  to  the 
surgery;  and  (3)  during  or  following  the  surgical ! 
procedure,  the  patient’s  own  blood  is  available  for  i 
transfusion.  Patients  who  face  surgery  in  the  future  I 
may  use  this  pre-deposit  program  based  on  physi- 
cian referral . 

The  biggest  challenge  facing  all  blood  centers  is  1 
the  ongoing  public  education  necessary  to  keep  the  f 
public  up  to  date  on  AIDS  and  blood  transfusions.  | 
A recent  poll  conducted  by  the  American  Associ-  = 
ation  of  Blood  Banks  indicated  that  the  public  per- 
ceives AIDS  as  the  third  most  serious  health  problem 
after  cancer  and  heart  disease.  In  addition,  33%  of 
the  respondents  felt  they  could  get  AIDS  from  do- 
nating blood.  All  blood  providers  are  working  hard 
to  gain  back  public  confidence  in  the  blood  supply 
and  to  make  sure  people  know  that  they  cannot  get 
AIDS  from  donating  blood. 

There  is  no  substitute  for  blood,  so  we  must  make 
certain  that  people  continue  to  donate  to  help  meet 
the  needs  of  the  patients  we  serve. 
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Insurance  Costs  Related  to  AIDS 


SHIRLEY  GLOY,*  Topeka 


During  the  past  12  months,  the  news  media  have 
reported  an  increased  concern  about  Acquired  Im- 
mune Deficiency  syndrome  (AIDS)  throughout  the 
United  States.  Blue  Cross  and  Blue  Shield  of  Kansas 
has  initiated  a study  — based  partly  on  statistics 
provided  by  the  Centers  for  Disease  Control  (CDC) 
and  other  pertinent  information  — to  determine  what 
impact  the  cost  of  this  illness  might  have  on  the 
insurer  and  for  the  subscriber. 

More  than  one  third  of  the  people  in  Kansas  are 
insured  by  Blue  Cross  and  Blue  Shield.  Based  upon 
this  percentage,  it  is  estimated  that  a maximum  of 
38  people  statewide  will  be  diagnosed  as  having 
AIDS  in  1986,  and  that  12  of  the  38  will  be  Blue 
Cross  and  Blue  Shield  of  Kansas  (BC/BS)  sub- 
scribers. This  figure  may  be  low  as  CDC  has  re- 
ported 19  cases  in  Kansas  as  of  February  10,  1986. 
Four  of  those  who  had  begun  inhospital  treatment 
for  AIDS  had  been  identified  as  BC/BS  subscribers. 

The  average  cost  per  patient  for  the  time  period 
January  through  October  1985  was  $19,676.59  with 
a total  cost  of  $78,706.34.  This  represents  inpatient 
charges  of  $67,670.95  and  outpatient  charges  of 
$11,035.39.  The  average  length  of  stay  per  hospi- 
talization was  16.8  days.  These  figures  may  not 
include  the  total  cost  as  there  were  no  concise  meth- 
ods for  monitoring  treatments  related  to  AIDS  prior 


*Communication  and  Research  Specialist,  Blue  Cross  and 
Blue  Shield  of  Kansas. 


to  January  1985. 

However,  since  compilation  of  these  data,  an- 
other AIDS  patient  — a hemophiliac  — has  been 
identified  as  a BC/BS  subscriber,  and  his  health  care 
costs  to  date  appear  to  be  in  excess  of  $0.5  million. 
It  is  not  known  what  effect  AIDS  costs  will  have 
on  health  insurance.  It  is  obvious,  however,  that 
there  is  the  potential  for  a significant  impact  on  all 
health  insurors. 

To  assist  us  in  tracking  costs  associated  with 
AIDS,  BC/BS  has  notified  all  Kansas  providers  to 
submit  the  ICD-9-CM  code  which  has  been  assigned 
to  AIDS.  The  National  Center  for  Health  Statistics 
has  assigned  the  code  279.19  to  those  patients  di- 
agnosed as  having  AIDS.  The  cost  associated  with 
AIDS  will  be  monitored  based  on  the  diagnosis  code, 
not  the  patient’s  name.  This  will  ensure  the  confi- 
dentiality of  all  medical  information. 

AIDS  patients  are  being  treated  no  differently 
than  other  subscribers  by  BC/BS.  Blood  tests  are 
not  being  used  to  identify  individuals  who  have 
already  contracted  the  virus  nor  are  questions  asked 
regarding  lifestyle.  Although  we  are  not  screening 
for  AIDS,  we  are  closely  monitoring  the  problem. 
All  medical  information  is  kept  confidential  and  is 
not  reported  to  CDC  or  any  national  clearing  house. 

The  cost  associated  with  the  treatment  of  AIDS 
for  Blue  Cross  and  Blue  Shield  of  Kansas  sub- 
scribers will  be  handled  in  the  same  manner  as  any 
other  major  illness. 
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AIDS:  An  Overview 


ELEANOR  BELL,*  Topeka 


Acquired  Immune  Deficiency  syndrome  — AIDS 
— emerged  from  nowhere  to  generate  a secondary 
epidemic  of  paranoia,  confusion,  and  terror.  But 
local,  state,  and  federal  agencies  have  come  to- 
gether to  respond  with  massive  educational  efforts 
and  a variety  of  resources,  and  have  brought  some 
order  from  the  initial  chaos. 

The  Centers  for  Disease  Control  (CDC)  reported 
a total  of  15,355  known  cases  of  AIDS  in  adults 
and  226  cases  in  children  as  of  December  17,  1985. 
Of  these,  slightly  more  than  one-half  are  known  to 
have  died.  They  have  estimated  that  as  many  as  one 
million  Americans  have  been  exposed,  and  5-10% 
of  these  will  develop  AIDS  during  the  next  five 
years.  An  additional  5-20%  may  develop  AIDS- 
related  complex  (ARC),  a condition  with  some 
AIDS-type  symptoms.  It  is  a frightening  condition 
because  at  present  there  is  no  known  way  to  predict 
whether  it  will  progress  to  true  AIDS. 

In  an  effort  to  counteract  the  inaccurate  and  con- 
flicting reports,  the  CDC  has  established  a detailed 
set  of  guidelines  that  addresses  all  aspects  of  the 
AIDS  problem.  A number  of  health-related  orga- 
nizations assisted  CDC  in  the  development  of  the 
guidelines,  and  they  were  first  published  in  the 
CDC' s Morbidity  and  Mortality  Weekly  Report.  The 
guidelines  deal  with  a variety  of  AIDS-related  con- 
cerns such  as  epidemiology,  educational  arrange- 
ments for  children  with  AIDS,  precautions  in  the 
workplace  (including  the  food  service  and  health 
care  settings),  and  prophylactic  procedures. 

AIDS  is  caused  by  HTLV-III,  a virus  that  sup- 
presses the  immune  system  and  renders  the  victim 
unable  to  fight  off  a variety  of  opportunistic  infec- 
tions. A test  has  been  developed  to  detect  HTLV- 
III  antibodies  in  the  blood,  but  it  is  not  diagnostic 
for  AIDS.  It  is  thought  that  only  a relatively  small 
percentage  of  those  exposed  to  AIDS  actually  de- 
velop the  disease,  but  those  exposed  apparently  de- 
velop antibodies  and  therefore  are  likely  to  register 
positive  test  results.  It  should  be  noted  that  the 
HTLV-III  antibody  test  may  produce  both  false  pos- 
itive and  false  negative  results.  A positive  test  should 
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be  confirmed  by  other  methods;  a negative  result' 
can  occur  in  an  infected  person  if  testing  takes  place 
following  initial  exposure  but  prior  to  the  devel- 
opment of  antibodies.  The  reasons  for  the  differ- 
ences in  susceptibility  remain  unknown  at  this  time.  : 
At  press  time,  the  Food  and  Drug  Administration  ; 
has  just  announced  its  approval  of  a new  test  pro- 
cedure for  AIDS  antibody  that  is  thought  to  be  more  1 
accurate  than  those  previously  utilized.  ‘ 

The  AIDS  virus  is  not  easily  transmitted.  It  is  : 
known  that  transmission  occurs  primarily  through  j 
direct  contact  with  infected  bodily  fluids  and  blood  | 
— usually  sexual  contact.  Intravenous  drug  abusers  | 
can  contract  it  from  contaminated  needles  and  it  can  ' 
be  spread  through  blood  transfusions,  although  strict  | 
testing  of  donors  and  their  blood  has  virtually  elim-  | 
inated  this  threat.  Infants  can  contract  AIDS  from  : 
an  infected  mother  prior  to  birth.  | 

Early  victims  were  primarily  homosexual  men,  i 
but  there  is  current  evidence  that  the  incidence  is  i 
increasing  in  the  heterosexual  population.  One  dif-  / 
Acuity  in  containing  the  spread  is  the  incubation  | 
period  — possibly  as  long  as  flve  years.  j 

There  are  currently  three  areas  of  focus  on  the  : 
AIDS  problem:  (1)  massive  research  efforts  to  de-  i 
velop  preventive,  curative,  and  palliative  measures;  i 
(2)  public  educational  programs  to  dispel  misinfor- 
mation and  fear;  and  (3)  guidelines  for  dealing  with  | 
AIDS  patients,  ultilization  of  HTLV-III  testing  and  i 
test  results,  and  appropriate  community  response  to  | 
children  with  AIDS,  especially  with  regard  to  their  i 
education.  ; 

In  recognition  of  the  scope  of  the  national  crisis,  i 
Congress  has  appropriated  nearly  $250  million  for  | 
AIDS  research  in  1986  despite  severe  cuts  in  other  i 
research  programs.  In  addition,  the  private  sector  I 
has  responded  by  providing  significant  resources  : 
through  benefit  concerts  and  performances. 

No  one  expects  a “quick  fix,”  but  some  progress  ' 
has  been  made  and  there  is  reason  to  hope  that  at 
the  very  least,  we  may  begin  to  see  a decrease  in  ' 
the  spread  of  AIDS  as  more  epidemiological  infor-  j 
mation  becomes  available.  However,  the  five  year  j 
incubation  time  and  the  lack  of  long-term  studies  | 
regarding  the  ultimate  fate  of  those  with  ARC  make  ' 
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it  impossible  to  predict  a marked  decrease  in  inci- 
dence in  the  immediate  future. 

Recent  preliminary  studies  at  the  Albert  Einstein 
College  of  Medicine  indicate  that  periodic  intra- 
venous gamma  globulin  treatments  have  a restora- 
tive effect  on  the  immune  systems  of  some  children 
with  AIDS . 

The  fact  that  AIDS  has  been  and  continues  to  be 
a virtual  death  sentence  has  generated  panic  and 
given  rise  to  numerous  misconceptions  about  modes 
of  transmission.  Concentrated  educational  programs 
are  being  utilized  to  help  define  the  true  dangers 
and  to  alert  the  public  to  measures  that  will  effec- 
tively protect  individuals  and  communities  against 
the  spread  of  this  disease.  These  programs  focus  on 
such  facts  as  the  following: 

• AIDS  is  not  easily  contacted  and  always  involves 
the  transfer  of  infected  bodily  fluids  such  as  blood, 
semen,  and  urine;  to  date  HTLV-III  has  not  been 
identified  in  vaginal  secretions. 

• AIDS  cannot  be  contracted  by  giving  blood.  It  is 
possible  to  contract  AIDS  by  transfusion  of  in- 
fected blood,  but  current  methods  of  testing  by 
blood  banks  virtually  eliminate  this  danger. 

• Condoms  give  effective  protection  against  trans- 
mission of  HTLV-III. 

• Drug  abusers  can  protect  against  AIDS  by  refus- 
ing to  share  needles. 

It  has  been  said  that,  “If  you  don’t  go  to  bed 
with  (an  AIDS  carrier)  and  don’t  use  the  same  needle, 
then  you’re  going  to  be  safe.” 

About  35  cases  of  AIDS  have  been  identified  in 
Kansas,  but  some  of  those  have  moved  to  Kansas 
from  other  locations  because  of  the  availability  of 
progressive  programs  for  AIDS  victims.  Of  13  cases 
diagnosed  among  Kansas  residents,  12  have  died, 
including  all  of  those  diagnosed  prior  to  1985. 

The  Kansas  Board  of  Education  and  the  Kansas 
National  Education  Association  (KNEA)  have 
adopted  the  CDC  guidelines  for  dealing  with  school 
children  who  have  AIDS.  These  guidelines  rec- 
ommend that  the  child  be  excluded  from  school  only 
if  s/he  lacks  control  of  bodily  secretions;  displays 
behavior  such  as  biting,  vomiting,  etc.;  or  has  open 
lesions.  They  further  recommend  that  adequate  al- 
ternative educational  arrangements  be  made  for  any 
student  excluded  for  those  reasons.  No  children  have 
been  bom  with  AIDS  in  Kansas,  and  no  cases  have 
been  reported  among  Kansas  school  children. 

There  is  justifiable  concern  about  AIDS  in  prisons 
because  of  widespread  homosexual  practices  known 
to  occur  in  that  setting.  There  have  been  no  cases 


of  AIDS  diagnosed  among  the  prison  population  in 
Kansas,  and  the  Kansas  Department  of  Corrections 
is  devising  plans  to  deal  with  any  cases  that  may 
be  identified  in  the  future. 

With  no  long  term  epidemiology  studies  avail- 
able, the  welfare  of  health  care  workers  has  been 
of  special  concern.  However,  there  appears  to  be 
little  risk  of  nosocomial  transmission  of  HTLV-III, 
and  appropriate  precautions  in  handling  of  instm- 
ments  and  dealing  with  patients  make  occupational 
risks  minimal.  A six-year  followup  of  more  than 
50,000  health  care  professionals  who  have  provided 
intensive  care  to  thousands  of  AIDS  victims  since 
1979  has  failed  to  demonstrate  a single  case  in  which 
AIDS  was  contracted  as  a result  of  normal  health 
care  exposure,  and  only  three  verified  cases  where 
AIDS  was  contracted  via  needle-stick  wound  in- 
curred during  patient  care.  Further,  there  has  never 
been  a case  of  AIDS  transmitted  to  a family  member 
except  through  sexual  contact,  despite  the  close  con- 
tact required  for  care  of  an  AIDS  patient  in  the 
family  setting. 

There  is,  of  course,  concern  among  the  general 
public  about  AIDS  victims  in  the  workplace,  and 
interested  parties  are  coming  together  to  alleviate 
fear  with  facts  and  to  define  appropriate  policies 
that  will  assure  fair  and  consistent  treatment  for  the 
AIDS  victim  and  his/her  fellow  workers.  The  Bu- 
reau of  National  Affairs  and  the  Public  Broadcasting 
System  will  co-sponsor  a national  teleconference  on 
“AIDS  in  the  Workplace”  on  March  26.  It  will  be 
transmitted  to  more  than  100  sites,  and  will  bring 
together  top  public  health  officials,  attorneys,  pol- 
icy-makers, insurance  representatives,  corporation 
and  union  officials,  and  gay  rights  advocates.  Issues 
for  discussion  include: 

• Can  employers  test  and  screen  workers  and  ap- 
plicants for  AIDS? 

• What  privacy  rights  do  employees  have? 

• How  will  the  new  CDC  guidelines  impact  health 
care  institutions,  school  districts,  and  employee 
personnel  practices? 

• What  are  the  legal  rights  of  persons  with  AIDS 
under  EEO  and  handicap  statutes?  How  and  why 
are  they  being  successful  in  legal  challenges? 

AIDS’  economic  impact  is  tremendous.  It  is  es- 
timated that  a single  case  of  AIDS  generates,  on 
average,  $140,000  in  hospital  costs  alone.  CDC 
estimates  the  cost  of  caring  for  the  first  9,000  U.S. 
AIDS  patients  at  more  than  $1 .25  billion  plus  $4.38 
billion  in  lost  productivity  for  the  disability  and 
{ Continued  on  page  83 ) 
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RESIDENT’S  MESSAGE 


This  may  be  the  most  important  column  I have 
ever  written.  I have  just  returned  from  attending  a 
meeting  with  some  of  the  leaders  of  both  the  Kansas 
House  and  Senate,  and  their  message  to  us  was 
grim,  indeed! 

This  is  a critical  year  in  politics  in  Kansas.  Li- 
ability insurance  in  medicine  and  other  arenas  has 
reached  crisis  proportions.  Some  municipalities  are 
unable  to  afford  liability  insurance.  Many  are  ex- 
periencing difficulty  in  persuading  citizens  to  serve 
on  committees  because  they  can’t  protect  them  from 
lawsuits. 

Physicians  are  retiring  early  because  they  can’t 
slow  down  and  still  afford  liability  insurance.  They 
have  only  two  choices:  work  full  time  or  quit  — 
nothing  in  between.  Others  have  moved  to  neigh- 
boring states  where  the  malpractice  laws  are  more 
realistic.  Many  have  restricted  the  scope  of  their 
practice  to  limit  their  liability.  All  of  this  reduces 
the  availability  of  quality  medical  care  to  Kansans. 

Medical  malpractice  reform  has  been  made  a par- 
tisan political  issue,  and  this  is  tragic.  Malpractice 
reform  is  a “people  issue,’’  not  a political  issue. 
All  physicians  and  citizens  should  support  it  re- 
gardless of  party  affiliation.  But  because  it  has  been 
politicized,  it  is  imperative  that  the  medical  profes- 
sion become  involved  in  the  political  process. 

We  are  going  to  be  making  some  specific  sug- 
gestions on  how  you  can  help.  These  could  include 
supporting  candidates,  helping  them  to  organize, 
working  in  their  campaigns,  contacting  people  for 
them  — including  your  patients  — and  lending  them 
your  office  for  telephone  contacts. 

We  have  a tremendous  battle  facing  us  this  year. 
The  two  major  malpractice  carriers  in  our  state  have 
publicly  stated  that  if  tort  reforms  are  passed,  they 
will  be  willing  to  hold  the  line  on  premiums  for  the 
coming  year.  If  not,  they  may  raise  premiums  an- 


other 30-50%  — if  indeed,  they  continue  to  write 
coverage  in  Kansas  at  all. 

I am  asking  every  physician  in  Kansas  to  sit  down 
right  now  and  write  a check  for  $200  — $100  for 
liability  insurance  reform  and  $100  for  our  PAC. 
Make  the  check  payable  to  the  Kansas  Medical  So- 
ciety, send  it  to  1300  Topeka  Avenue,  Topeka  KS 
66612. 

There  was  a time  when  all  you  had  to  do  to  be 
successful  as  a physician  was  to  practice  good  med- 
icine. THOSE  DAYS  ARE  GONE  FOREVER! 


President 
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EDITORIAL  COMMENT 


Projections  of  medical  care  in  the  future  are  mud- 
dled to  more  than  the  usual  degree  by  the  multi- 
plicity of  practice  and  treatment  methods,  more  by 
the  incursion  of  extraneous  — or  what  we  once 
thought  were  extraneous  — factors.  A recent  com- 
pilation of  these  predictions  pointing  to  conditions 
that  may  obtain  over  the  next  ten  years  rely  under- 
standably on  an  estimate  of  the  current  situation  as 
affected  by  future  actions  both  certain  and,  again, 
predicted. 

Competition  will  seemingly  reach  new  heights  (or 
depths?)  but  will  reflect  the  demands  of  more  third 
party  agents  (employers,  unions,  and  so  on)  rather 
than  the  consumer  (once  known  as  the  patient).  At 
the  same  time,  the  government  is  withdrawing  more 
as  the  policy  of  guaranteeing  health  service  to  all 
and  available  funds  are  reduced.  It  is  predicted  (by 
these  sources)  that  the  DRG  system  will  diminish 
or  even  cease  since  it  will  be  increasingly  necessary 
to  consider  severity  of  illness  rather  than  insufficient 
nosologic  definitions,  and  the  system  will  collapse 
of  its  own  weight. 

While  this  by  no  means  covers  all  the  possibili- 
ties, it  invites  a look  at  what  the  physician  is  and 
may  become  — if,  indeed,  the  brief  period  covered 
can  produce  any  significant  changes.  The  current 
impact  of  technology  on  both  philosophy  and  per- 
formance have  been  treated  extensively  but  despite 
complaints  of  cost,  depersonalization  and  impos- 
sible goals,  it  will  increase.  This  will  simply  force 
physicians  to  extend  their  adaptations  to  a practice 
revolution.  Regimentation  and  regulation  will  in- 
crease. Independence  of  medical  thought  has  al- 
ready been  curtailed  as  the  external  forces  — and 
physicians’  own  adaptations  to  medical  progress  — 
have  operated  to  direct  and  fuel  these  changes.  Given 
the  numerous  complex  factors,  it  could  not  be  oth- 
erwise. 

But  what  about  the  traditional  character  of  the 
physician,  that  laudable  conglomeration  of  traits  we 
(and  a certain  number  of  patients)  like  to  think  of 
as  the  inviolate,  unchanging  nature  of  the  physician? 
Is  there  a true  core  of  character  that  attracts  like 


Prophet  or  Loss? 

individuals  to  the  service  and  transforms  them  into 
physicians  (both  because  of  and  in  spite  of  the  in- 
herent problems),  binds  each  medical  generation  to 
those  of  the  past  — and  gives  direction  to  those  of 
the  future?  To  what  extent  do  we  unwittingly  say, 
“Well,  this  is  the  way  we  have  to  do  it  here  and 
now,’’  and  lose  a little  more  contact  with  those 
supposedly  unchanging  principles?  Or  is  it  our  re- 
luctance to  depart  from  our  preconceived  images  of 
ourselves  that  sometimes  makes  it  seem  as  if  we 
are  involved  in  a permanent  game  of  “catch  up’’? 

It  seems  more  likely  that  there  are  indeed  con- 
tinuing and  subtle  changes  — slow  in  revealing 
themselves,  giving  physicians  a false  assurance  that 
they  are  one  with  their  predecessors  — and  their 
progeny.  It  requires  that  we  keep  in  constant  atten- 
tion that  all  social  elements  are  changing  (contrary 
to  various  laws  of  immutability)  since  professional 
preoccupations  may  obscure  them.  Some  encour- 
agement can  be  obtained  by  recalling  that  each  med- 
ical generation  considers  those  coming  on  as  lacking 
in  the  medical  understanding  and  potential  to  meet 
the  facts  of  medical  life.  Fortunately,  the  laws  of 
human  attrition  move  the  elders  out  before  they  can 
see  the  real  errors  of  their  pessimism  — and  by  that 
time,  the  new  ones  have  replaced  them  and  are 
looking  at  their  young  in  much  the  same  way.  Per- 
haps it  is  this  continuing  determination  of  the  young 
to  prove  their  own  superiority  that  provides  that 
connecting  link  and  accounts  for  whatever  progress 
we  can  claim. 

So  predictions  are,  at  best,  hazardous,  colored  as 
they  are  by  the  perspective  and  information  of  the 
predictors  (and,  in  the  parlance  of  the  day,  what 
else  is  new?).  We  can  at  least  offer  a few  of  our 
own.  Since  matters  of  health  will  continue  to  be  of 
paramount  importance,  the  medical  profession  will 
be  blamed  for  some  things  it  can’t  control,  it  will 
be  given  credit  for  some  things  it  really  didn’t  effect, 
and  changes  within  — whether  illusion  or  fact  — 
will  seem  to  take  an  inordinate  amount  of  the  phy- 
sicians’ time  away  from  caring  for  patients  which 
is  what  they  really  want  to  do.  — D.E.G. 
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The  Legal  Aspects  of  AIDS 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 


Since  its  identification  as  a disease,  acquired  im- 
mune deficiency  syndrome  (AIDS)  has  become  a 
major  social  issue.  The  dramatic  spread  of  the  dis- 
ease, coupled  with  its  severity,  has  created  ethical, 
medical,  and  legal  concerns.  Yet  few  courts  have 
considered  the  legal  problem.s  created  by  AIDS,  and 
the  legal  precedents  have  varied  with  growing  med- 
ical knowledge.  It  is  evident  that  as  medical  knowl- 
edge regarding  the  testing,  treatment,  and  spread  of 
AIDS  increases,  the  legal  ramifications  will  become 
clearer. 

The  potential  legal  problems  associated  with  the 
disease  cover  a broad  spectrum.  Constitutional  is- 
sues arise,  including  equal  protection  and  due  proc- 
ess claims.  Prisoners  have  contended  that  segregation 
of  prisoners  with  AIDS,  or  alternatively,  the  failure 
to  segregate,  constitutes  cruel  and  unusual  punish- 
ment. In  such  instances,  the  courts  have  stated  that 
in  the  interest  of  the  health  and  safety  of  the  prison 
population,  such  segregation  is  permissible. 

The  interest  of  the  state  in  providing  for  the  health, 
welfare,  and  safety  of  its  citizens  overcomes  many 
constitutional  objections.  Litigation  is  pending  in 
several  states  challenging  the  state’s  exercise  of  this 
power  to  limit  certain  sexual  practices  for  the  pur- 
pose of  preventing  the  spread  of  AIDS.  States  may 
also  use  this  power  to  isolate  or  quarantine  individ- 
uals with  communicable  diseases  such  as  AIDS. 
How  this  withstands  attacks  on  the  constitutional 

*KMS  Legal  Counsel 

Editor’s  Note:  This  is  the  sixth  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS 
66603:1-800-332-0248. 
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grounds  of  freedom  of  expression,  privacy,  and  equals 
protection  remains  to  be  seen.  ; 

Employment  rights  are  another  area  where  AIDS  [ 
may  cause  legal  problems.  The  issues  concern  not! 
only  discriminatory  hiring  practices,  but  extend  to! 
relationships  among  workers  and  safety  of  the  work-) 
place.  In  a hospital  or  physician’s  office,  the  pos-l 
sibility  that  the  employee  may  spread  the  disease  to! 
a patient  must  be  considered.  A maze  of  federal  I 
laws  and  regulations  appear  applicable  including  the ' 
Rehabilitation  Act,  the  Civil  Rights  Act,  and  OSH  A. ) 
Considerations  of  whether  employees  should  be'( 
tested  for  AIDS  have  arisen.  Workers  compensation is 
and  insurance  claims  may  also  present  liability  is-i' 
sues  which  employers  may  wish  to  consider. 

The  treatment  of  an  AIDS  patient,  or  even  the : 
administration  of  an  HTLV-III  test  raise  issues  of; 
confidentiality  and  informed  consent.  Typically,  : 
these  issues  arise  in  the  context  of  transfusions  and  ! 

J 

tissue  transplants.  Should  a health  care  provider  not! 
inform  the  donor  that  donated  tissue  will  be  tested,  | 
the  donor  may  contend  lack  of  informed  consent  oni 
the  grounds  that  had  s/he  been  informed  that  an! 
HTLV-III  test  would  be  performed,  s/he  would  not| 

(Continued  on  page  86)  | 
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AIDs:  An  Overview 

(Continued  from  page  79) 

premature  deaths  of  victims.  The  number  of  diag- 
nosed AIDS  patients  — more  than  15,000  — is 
expected  to  double  in  the  next  year. 

A variety  of  resources  and  information  is  now 
available  to  AIDS  victims,  their  health  care  provi- 
ders, families,  friends,  and  employers.  Some  sources 
are; 

• Centers  for  Disease  Control  Hotline:  1 -800-342- 
AIDS 

• National  Institute  of  Allergy  & Infectious  Dis- 
eases: 301-496-5717 

• Public  Health  Service  Hotline:  1-800-342-2437 
(general  information)  or  1-800-447-AIDS  (spe- 
cific questions) 

• AIDS  Action  Council,  Federation  of  AIDS-Re- 
lated  Organizations:  202-547-3101 

• American  Association  of  Physicians  for  Human 
Rights:  415-558-9353  or  415-673-3189 

• Gay  Rights  National  Lobby:  202-546-1801 

• Lambda  Legal  Defense  & Education  Fund:  212- 
944-9488 


• National  Coalition  of  Gay  STD  Services:  414- 
277-7671 

• National  Gay  Task  Force:  1-800-221-7044 

• National  Hemophilia  Foundation:  212-219-8180 

• National  Lesbian  & Gay  Health  Foundation:  202- 
797-3708 

-4- 


Psychosocial  Aspects 

(Continued  from  page  68) 

colleague  familiar  with  the  intricacies  of  AIDS  treat- 
ment and  who  understands  the  gay  or  bisexual  pa- 
tient from  an  unprejudiced  perspective.  Ultimately, 
whether  the  physician  chooses  to  treat  or  refer, 
s/he  can  anticipate  experiencing  the  real  essence  of 
renewed  empathy  for  the  PWA  and  his/her  other 
patients  who  struggle  with  serious  illnesses  of  any 
kind. 
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Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


opnrr 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 


“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


Paying  Better  Than  Ever 


A public  service  of  this  publication. 


Being  a leader.  It  takes 
commitment.  A Champion  Spirit. 
Qualities  that  endure  the  harsh 
seasons  and  flourish  during 
prosperous  times. 

For  more  than  70  years, 

United  Missouri  Bank  has 
provided  leadership  to  communities 
throughout  Missouri.  Leadership  that 
grew  as  we  introduced  new  banking 
innovations,  like  the  first  “drive-up” 
window  in  1928. 

Today,  we  continue  to  champion 
the  spirit  of  leadership  with  one 
of  the  safest  and  most  productive 
banking  systems  in  the  region. 

Our  Champion  Spirit.  It’s  the 
symbol  of  our  commitment  to  you 
and  the  community. 


UNITED  MISSOURI  BANKS 


Members  FDIC 


UNITED  MISSOURI  BANKS’  CHAMPION  SPIRIT 


— 90'  high 


Champion  Trees 
are  trees  of  exceptional  size  for 
their  species.  Champions  are  judged 
by  American  Forestry  Association 


state  or  national  champions. 


regulations  and  designated  as  city,  ^ •' 

Tree:  Black  Walnut  ‘ ^ ^ 

Distinction:  Missouri  State  Champion 
Size:  l6'  3"  trunk  circumference,  , 

90'  high. 

Location:  Fayette,  Missouri 


— 6'  high 


16' 3"  circumference 


UNITED  WE  GROW  TOGETHER. 


irS  A JUNGLE 
OUT  THERE  . . . 

The  University  of  Kansas  Medical 
Center  presents 

A Continuing  Education  Program 

THE  MICROCOMPUTER 
JUNGLE:  IMPACT  ON 
HEALTH  CARE 

APRIL  17  and  18. 1986 

featured  speakers  include:  Frederick 
R.  Jelovsek,  M.D.,  M.S..  E.R.  Gabrieli.  M.D., 
F.C.A.P.,  and  representatives  from 
national  corporations. 

For  More  Information  contact: 

Carole  Rosen 

Office  of  Continuing  Education 
University  of  Kansas  Medical  Center 
39th  and  Rainbow  Blvd 
Kansas  City.  KS  66103  (913)  588-4480 


KAISER  PERMANENTE 

PRIMARY  CARE 
INTERNISTS/PEDIATRICIANS 

Kaiser  Permanente’s  newly  formed 
Kansas  City  Region  has  exceptional 
opportunities  for  board  certified/board 
eligible  primary  care  internists  and 
pediatricians.  Academic  affiliation, 
competitive  salary  and  excellent  fringe 
benefit  packages  are  offered.  Interested 
applicants  are  invited  to  send  their 
curriculum  vitaes  to: 

I Larry  McDonald,  M.D. 

I Kaiser  Permanente 

I 6900  Squibb  Road  - Suite  201 

I Shawnee  Mission,  Kansas  66202 

I or  call  (913)  384-9090 

I EEO/AAP 


Legal  Aspects  of  AIDS 

(Continued  from  page  82) 

have  consented  to  the  donation.  When  the  test  has 
been  performed  and  a positive  result  obtained,  there 
is  legal  confusion  as  to  whether  the  donor  should 
be  informed  of  the  results.  Several  cases  have  in- 
dicated that  even  when  no  physician-patient  rela- 
tionship exists,  there  is  a duty  to  so  inform. 

In  the  hospital  setting,  AIDS  may  cause  addi- 
tional policy  and  legal  problems.  One  issue  is 
whether  a hospital  is  required  to  treat  an  AIDS  pa- 
tient, and  if  so,  determination  of  the  staffing  and 
financial  considerations  that  arise  from  that  treat- 
ment. Although  “dumping”  AIDS  patients  is  pri- 
marily a social  and  institutional  matter,  there  may 
be  legal  ramifications  since  hospitals  have  an  ob- 
ligation to  stabilize  any  patient  before  transfer  to 
another  facility  and  to  make  arrangements  for  trans- 
fer. 

Legal  problems  associated  with  AIDS  may  also 
arise  in  the  context  of  torts.  As  with  other  condi- 
tions, lawsuits  for  medical  negligence  are  possible. 
Although  the  issue  has  not  been  adjudicated  in  a 
failure  to  diagnose  situation,  there  may  be  a pos- 
sibility of  downstream  liability  to  others  who  con- 
tract AIDS  from  the  patient.  General  legal  principles 
such  as  the  standard  of  care,  the  duty  owed  to  the 
patient,  and  the  foreseeability  of  the  harm  will  be 
applied  to  tort  claims  that  involve  AIDS. 

In  other  areas  of  the  law  which  are  not  directly 
associated  with  health  care,  AIDS  may  create  legal 
problems.  Housing  laws,  family  law,  insurance  law, 
and  criminal  law  are  potential  areas  of  litigation. 
Education  and  knowledge  regarding  the  transmittal 
and  treatment  of  AIDS  will  help  to  clarify  issues  in 
all  areas. 

AIDS  has  not  only  taken  thousands  of  lives;  it 
has  had  a tremendous  social  impact.  Social  prob- 
lems eventually  become  legal  problems  in  that  rights 
and  liabilities  of  parties  are  clarified  and  borders 
established  for  societal  conduct.  While  few  legal 
precedents  exist  specifically  regarding  AIDS,  prec- 
edents do  exist  governing  related  areas.  The  legal 
ramifications  of  AIDS  will  be  handled  by  analogy 
until  a body  of  law  is  developed  to  deal  specifically 
with  the  disease. 
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LyteTek"  1000 

ISE  Sodium /Potassium  Analyzer 

■ easy  to  use;  fast,  accurate  results 
from  small  sample  of  whole  blood, 
serum,  plasma,  or  diluted  urine; 
simple  two-button  operation,  only 
minimal  training  necessary 

■ easy  to  maintain;  installation  takes 
approximately  15  minutes;  auto- 
matic calibration,  system  purging, 
and  error  detection;  plug-in 
reagent  package 


BOEHRINGER 

MANNHEIM 

DIAGNOSTICS 


The  GOETZE-NIEMER  CO. 

1701  Brooklyn,  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-7337  (KS) 


Challenge  and  Responsibility 

(Continued  from  page  71) 

Although  individuals  with  ARC  do  not  have 
AIDS,  there  is  tremendous  anxiety  associated  with 
this  condition.  These  people  describe  the  feeling  of 
a time-bomb  ticking  away  inside  without  any  clue 
as  to  whether  or  not  it  will  ever  explode,  or  if  so, 
how?  when?  These  individuals  comprise  the  ma- 
jority of  the  patients  seen  in  the  author’s  practice. 
There  are  far  more  people  with  ARC  than  there  are 
with  AIDS.  The  medical  community  must  be  sen- 
sitive to  the  needs  of  this  special  population.  Indi- 
viduals with  ARC  are  not  “well,”  by  the  strict 
definition  — they  do  have  “dis-ease.”  In  contra- 
distinction to  patients  with  AIDS,  however,  the  ex- 
tent of  the  “dis-ease”  in  people  with  ARC  is 
variable,  recurrent,  probably  lifelong,  and  poten- 
tially fatal.  Patients  with  ARC  require  careful  out- 
patient attention  to  routine  medical  complaints, 
regular  followup  (at  least  every  two  to  three  months), 
and  an  extremely  alert  and  vigilant  physician.  Fail- 
ure to  provide  this  on-going  medical  attention  will 


undoubtedly  place  the  patient  in  danger  of  exacer- 
bation of  his/her  condition  to  the  clinical  syndrome 
of  AIDS  and/or  death  from  an  undetected  oppor- 
tunistic infection. 

When  one  considers  the  mushrooming  effect  AIDS 
has  had  on  the  health  care  profession,  it  is  under- 
standable why  providers  feel  underinformed  and 
overwhelmed.  The  future  will  undoubtedly  provide 
more  questions  and  answers,  and  will  grant  those 
in  the  health  care  industry  the  opportunity  to  tackle 
and  overcome  personal  fears  and  the  tears  ot  those 
cared  for.  AIDS  is  perceived  as  a threat  by  the  entire 
population  regardless  of  applicable  risk  factors.  The 
consequent  fear  generated  is  evident  in  moral  Judge- 
ments, refusal  by  public  servants  and  funeral  direc- 
tors to  respond  to  AIDS  victims,  and  unwarranted 
censure  and  isolation  of  those  who  contract  AIDS. 
Solutions  to  the  problem  require  educatitm  and  un- 
derstanding. The  AIDS  crisis  has  presented  a tre- 
mendous challenge;  only  if  each  of  us  assumes  a 
share  of  the  responsibility  can  wc  meet  that  chal- 
lenge. 
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In  ten  years  your 
malpractice  carrier  may 
be  just  a memory. 

WFESSION^ 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


AIDS  in  America 

(Continued  from  page  72) 

society.  In  America  we  demand  crash-proof  air- 
planes, lifetime  guarantees,  and  ballistic  missile 
shields.  Because  live  polio  vaccine  is  associated 
with  paralytic  disease  once  in  every  4 million  ap- 
plications, it  is  judged  a “defective”  product  and 
multimillion  dollar  damages  are  awarded  to  “pun- 
ish” the  manufacturer.  To  many  Americans,  cer- 
tainty is  an  inalienable  right.  Since  AIDS  challenges 
certainty,  its  victims  must  be  excised  from  our  so- 
ciety. 

Acquired  Immune  Deficiency  syndrome  is  a se- 
rious national  health  problem  and  will  continue  to 
be  so  for  years  to  come.  The  number  of  victims  so 
tragically  affected  will  continue  to  increase  for  the 
foreseeable  future,  despite  our  best  efforts.  How- 
ever physicians  know  that  life  offers  no  certainty; 
we  act  on  the  probable  and  accept  the  possible  every 
day.  As  physicians,  we  know  how  this  virus  is  trans- 
mitted and  how  transmission  can  be  interrupted  in 
the  vast  majority  of  instances.  Quarantine  and  social 
exclusion  of  victims  are  not  required.  As  physicians 
we  must  convince  our  fellow  citizens  to  avoid  the 
“what  if’  ’ preoccupation  that  simply  compounds  the 
tragedy  and  breeds  hysteria.  As  a free  society  Amer- 
ica cannot  afford  to  do  otherwise. 


References 

1.  MMWR  35(2),  January  17,  1986. 

2.  MMWR  34(38),  September  27,  1985.  | 

3.  Moss  AR  et  al:  Risk  of  AIDS  in  health  care  workers,  j 

Proceedings  of  the  Interscience  Conference  on  Antimicrobial  j 
Agents  and  Chemotherapy  (Abstract  No.  226),  September  30, 
1985.  ' I 

4.  MMWR  34(45),  November  15,  1985. 

5 . Kaplan  JE  et  al:  Evidence  against  transmission  of  HTLV- 

III/LAV  in  families  of  children  with  AIDS.  Pediatr  Infect  Dis  \ 
4(5),  September/October  1985.  j. 


CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
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is  20th  of  month  preceding  month  of  publication.  Box  num- 
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EXCELLENT  OPPORTUNITY  for  a family  physician  exists 
in  Western  Kansas.  Small  town  solo  practice  with  a local  hospi- 
tal. Present  physician  leaving  to  return  to  teaching.  Send  person- 
al summary  for  more  information  to  Box  #1-0186,  c/o  KANSAS 
MEDICINE,  1300  Topeka  Avenue,  Topeka  KS  66612. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


l . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate 
patient  the  following  day 


Psychiatrist 

Calitornia 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 

Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /Z691- 
697,  Jul-Aug  1971.  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  576-583,  May  1976,  4.  Kales  A,  etal:  dm  Pharma- 
col Ther 32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR;  J Am  Geriatr  Sac  27:bA]-54Q,  Dec  1979  6.  Dement 
WC,  etal  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol 3:]AO-]bO,  Apr  1983 
8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984.  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther2l:3bb-36^, 

Mar  1977. 


flurazepam  FHCI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recam- 
mended  that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  Indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diorrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rore  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosoge:  Individualize  tor  maximum  beneficial  eftecl  Adults 
30  mg  usual  dosage,  15  mg  may  sutlice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initiolly 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  tlurazepom 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


'IFORSLEff 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fail  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 


DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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Invest 

IN  YOUR  FUTURE. 


Xerfqrm  routine  blood  chemistry  tests  on 
our  Kodak  Ektachem  DT60  analyzer  while 
your  patient  is  in  your  office. 


Perform  more  than  20  different  chemistry 
tests.  Get  results  in  five  minutes  or  less,  at  the 
rate  of  75  an  hour.  Including  electrolytes  and 
enzymes.  Use  the  same 
technology  hospital 
clinical  labora- 
tories use 
nationwide. 

Ektachem  dry- 
chemistry  technology, 
with  individually  wrapped 
slides  to  eliminate  wet  reagent 
problems  and  simplify  testing  every  step 
of  the  way. 


Save  time  waiting  for  diagnosis  and  on 
follow-up  phone  calls.  Save  staff  time  with 
the  most  automated  office  analyzer  available. 


i^nd  save  money.  Our  DT60  analyzer 
can  pay  for  itself  in  three  months  or  less. 
It’s  an  excellent  investment  in  your  future. 


To  find  out  more  about  the 
Kodak  Ektachem  DT60 
analyzer,  call: 


TOLL  FREE*  1-800-432-2477 
(913)  272-2300 


P.O.  BOX  399 
TOPEKA,  KANSAS  66601 


<S)  Eastman  Kodak  Company,  1986 
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For  yom  patients... 

A Feast  of  Facts  on  Food  and  Fitness 

from  the  American  Medical  Association. 


Now  you  can  receive  five  AMA  patient  education  pamphlets 
on  basic  nutrition  packaged  in  convenient  hand-out  sets; 

• Your  Age  and  Your  Diet 

• The  Healthy  Approach  to  Slimming 

• Sodium  and  Your  Health 

• Vitamin-Mineral  Supplements  and  Their  Correct  Use 

• Foodborne  Illness — The  Consumer’s  Role  in  Its 
Prevention 


Use  these  informative  pamphlets  to  help  answer  your 
patients’  questions . . . give  them  to  patients  to  take  home . . 
use  them  for  reception  room  reading. 

Complete  and  mail  the  coupon  below  to  order  a supply  of 
AMA  Food  and  Nutrition  Sets. 


YES,  please  send  me  the  AMA  Fcxxl  and  Nutrition  Pamphlet  Sets  in  the 
quantity  indicated  below.  (OP-154) 

Order  50  eats  or  more  and  savel 

Sets* @ $1 ,50  ea.  set-of-5 

on  orders  of  50  sets  or  more  $ 

Order  5 to  49  sets  at  regular  price. 

Sets* (S)  $3.50  ea.  set-of-5 

on  orders  of  5 to  49  sets  $ 

Less  10%  discount,  AMA  members  only $ 

Subtotal $ 


Enclosed  is  my  check,  payable  to  the  American  Medical 
Association  for  $ . 

Prices  include  delivery  and  handling  charges.  Due  to  cost  considerations, 
orders  for  fewer  than  5 sets  cannot  be  filled. 

Payment  must  accompany  order.  Please  allow  4 to  5 weeks  for  delivery. 
Prices  subject  to  change  without  notice. 


04AY001BP2 


Please  Print 
Name 


L 


Sales  Tax  (IL  & NY  residents  only) $ . 

TOTAL:  $. 


Address . 
City 


. State/Zip . 
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United  Missouri  Bank  can 
provide  steady  growth  for  your 
money  no  matter  what  the 
economic  climate.  Depression. 
Baby  boom.  Recession.  War. 

We’ve  weathered  the  changes  and 
gathered  more  than  70  years  of 
financial  experience. 

Our  well-seasoned  staff  has 
helped  us  develop  an  enviable 
track  record  of  performance. 

Add  to  that  our  19  banks  and 
58  offices,  and  you  start  to 
understand  the  breadth  of  our 
experience  and  how  it  has  helped 
us  grow  throughout  the  region. 

Our  Champion  Spirit.  It’s  the 
symbol  of  our  commitment  to  you 
and  the  community. 


UNITED  MISSOURI  BANKS 


Members  FDIC 


14' 7”  circumference 


UNITED  MISSOURI  BANKS’  CHAMPION  SPIRIT 


— 51'  high 

Champion  Trees 
are  trees  of  exceptional  size  for  their 
species.  Champions  are  judged  by 
American  Forestry  Association 
regulations  and  designated  as  city, 
state  or  national  champions. 


Tree:  Honey  Locust  .,  , 

Distinction:  Missouri  State  Champio^'^,^ 
Size:  14'  7"  trunk  circumference,  ^ 

51'  high. 

Location:  Meadville,  Mi^ouri 


UNITED  WE  GROW.  TOGETHER. 


94i^!p^imatio*i  AuiUo^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible. 

The  author  is  responsible  for  all  statements, 
including  changes  made  by  the  copy  editor. 
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understanding  that  they  are  not  simultaneously 
under  consideration  by  any  other  publication. 
Publication  elsewhere  will  be  subsequently  au- 
thorized at  the  discretion  of  the  editor. 

The  galley  proof  is  for  correction  of 
ERRORS;  rewriting  of  material  must  be  done 
prior  to  submission.  Authors  are  urged  to  care- 
fully check  manuscripts  and  galley  proof  for 
errors  that  could  result  in  inaccurate  informa- 
tion. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

Kansas  Medicine  will  print  a maximum  of 
ten  references.  All  applicable  references 
should  be  marked  by  superscripts  in  the  text  in 
the  order  cited.  If  more  than  ten  sources  are 
cited,  the  author  should  designate  the  ten  most 
significant  to  be  printed,  and  readers  will  be 
referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accompa- 
nied by  a short  legend.  Photos  should  be  black 
and  white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not  dupli- 
cate, the  text. 

Kansas  Medicine  will  assume  the  cost  of 
B/W  engravings,  cuts,  and  tables  for  two  units. 
A unit  is  defined  as  14  page.  The  author(s)  will 
be  billed  for  additional  units  at  a cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  Kansas  Medicine,  and  will  be  billed 
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IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 

For  information  concerning  the  Impaired  ^ 
Physician  Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contact  the  KMS  office  or  the  contact  per- 
son in  your  area.  All  information  and  identities 
will  be  held  in  strictest  confidence,  and  the  caller 
need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita  316/685-8231 

Victor  H.  Hildyard  II,  Colby  913/462-3332 

Connie  M.  Marsh,  Halstead  ..  316/835-3435 

Janies  I.  Morgan,  Wichita  . . . 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan,  Wichita  316/689-4850  | 

Alex  Scott,  Junction  City  913/238-2518  I 

Richard  A.  Siemens,  Lyons  . . 316/257-5124  j 

Max  E.  Teare,  Garden  City  . . 316/276-7689  i 

Don  R.  Tillotson,  Ulysses  316/356-1261 

Donald  R.  Tucker,  Lawrence  913/354-5275 

Virginia  L.  Tucker,  Topeka  . . 913/862-9360 

Ext.  215 

Nancy  J.  Welsh,  Topeka 913/354-5240 

Jackie  Burnett,  R.N.,  Halstead  316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 
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25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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On  nitrates, 
tnit  angina  still 
stri^... 


Aftera  mbcite, 

add  ISOPTIN^ 

(verapamil  HCl/KnoIl) 


To  protect  yourpatients, as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


isoPTirf 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 


KNOLL  PMMMACEUTICAL  COMPANY 

lOtOll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' ^ 

A public  service  of  this  publication. 


,jOUiAM  M CAM’tf 


; A, 


-^8  E.K?r  ^ 


fc;- 


"HERPECIN-L  is  my  treatment  of  choice  for  ' 
perioral  herpes."  ' - GP,  NY 


9»S 


"HERPECIN'-L “appears  to  actual ly  prevpnt  the 
blisters  . . . uspct  spon  enoif^h.”  , DOS,  MN 

‘‘HERPECiN-L’^.  . . a conservative  approach  ' 
with  low  risk/high  benefits.*'  MD,  FL 


“Used  at  prodromal  s/mptoms  . . . blisters  ' 
> naverformed  , . . reiriarkable.”  ' , ' bH,  MA 


. “(in  clinical  trials)'. . . response  w^ae  dramatic.',.' 
iHERPECIN-l proven  far  superjor.”  DOS.  PA 

, '"All  patients  claimed  shorter  duration  ...  at 
piOdromal  symptoms  . . HERPECIN-lr"- 
'‘,'0  pvarted  the  attacks.”  - MD,  AK 


HeRpecin-[^ 


OTC.  See  P.D.K  for  information.  For  samples  to  make 
■ ' your  own  clinicai  evaluation,  write:  Campbell  Laboratories. 
, Inc,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 


, In  Kansas,  HERPECIN-L  is  available  at  all  Osco, 
^ Hevpo  drCig,Stores  and  other  select  pharmacies. 


In  ten  years  your 
malpractice  carrier  may 
36  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 

<nn;<g> 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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Consider  the 
causative  organisms 


cefaclor 

250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampiciliin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  tollowino  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Suepiococcus  pneumoniae  (Diplococcus pneumoniae).  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication;  Ceclor  is  contraindicated  In  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warninos;  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  ClosiriPium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation. 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  It  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - It  an  allerolc  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  That  usually  recommended. 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  In  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  Impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*’  (cefaclor.  Lilly).  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0.18, 0.20, 0.21.  and  0.16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known. 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitmty  reactions  have  been  reported  in  about  1 .5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  thaapy.  No  serious  sequelae  have  been  reported. 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  thei 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  ph)^ician. 

Hepatic  - Slight  elevations  in  SCOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  . 
children  (1  in  40).  i 

Aena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  thaij 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782B 


Note.  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxu 
of  rheumatic  fever.  See  prescribing  information. 

® 1984.  ELI  LILLY  AND  COMPANY 


Additional  mfonnation  available  to 
the  profession  on  mguest  from 
Ell  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  tidistries.  Inc. 

Carolina.  Puerto  Rico  00630 


Endangered  Species 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 
For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 


KAISER  PERMANEMTE 

PRIMARY  CARE 
INTERNISTS/PEDIATRICIANS 

Kaiser  Permanente’s  newly  formed 
Kansas  City  Region  has  exceptional 
opportunities  for  board  certified/board 
eligible  primary  care  internists  and 
pediatricians.  Academic  affiliation, 
competitive  salary  and  excellent  fringe 
benefit  packages  are  offered.  Interested 
applicants  are  invited  to  send  their 
curriculum  vitaes  to: 

Larry  McDonald,  M.D. 

Kaiser  Permanente 
6900  Squibb  Road  - Suite  201 
Shawnee  Mission,  Kansas  66202 
or  call  (913)  384-9090 

EEO/AAP 


LyteTek"  1000 

ISE  Sodium /Potassium  Anaiyzer 

■ easy  to  use;  fast,  accurate  results 
from  small  sample  of  whole  blood, 
serum,  plasma,  or  diluted  urine; 
simple  two-button  operation,  only 
minimal  training  necessary 

■ easy  to  maintain;  installation  takes 
approximately  15  minutes;  auto- 
matic calibration,  system  purging, 
and  error  detection;  plug-in 
reagent  package 


BOEHRINGER 

MANNHEIM 

DIAGNOSTICS 


The  GOETZE-NIEMER  CO. 


1701  Brooklyn,  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-7337  (KS) 
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AMERICAN 

MEDICAL 

INTERNATIONALS 

PHYSICIAN 

PLACEMENT 

SERVICE 


in- 


w^merican  JVledical  /nternational  has 
stituted  a corporate  service  to  assist  Physi- 
cians interested  in  solo  or  group  practice 
opportunities  servicing  AMI  hospitals.  Cur 
rent  opportunities  are  available  for  physi- 
cians who  are  Board  Certified  or  Eligible. 
Some  specific  areas  of  interest  are: 


• Family  Practice  • Neurosurgery 

• Neurology  • Orthopedic 

• Ophthalmology  Surgery 

• Orthopedics  • Industrial 

• Gastroenterology  Medicine 

• ENT  • Cardiology 

• Oncology  • Rheumatology 

• General  Surgery  • OB/GYN 

Physicians  interested  in  pursuing  opportuni- 
ties with  AMI  should  contact  this  service  by 
calling  or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
(213)  858-6927 
National  (800)  533-7013 
California  (800)  325-4881 
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INDERALLAf 


4 8 

Hours  after  dose  (steady  state) 


INDERAL  LA 
avoids  the  sharp  peak 
seen  with  atenolol 


Blood  pressure  controlled 


Smooth  blood  pressure 
control  and  well  tolerated; 


-VlltrC-UCflfV 

INDERALLA 

ffiOPRWlOLHO)  Capsules 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps} 
life  simple  for  the  patient.  A single  dose  provides  ^ 

24 -hour  blood  pressure  eontrol.  Convenient  and  well ' 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that  ' 
reported  with  metoprolol  and  atenolol. ^ ! 

INDERAL  LA  should  not  be  used  in  the  presence  ofj 
congestive  heart  failure,  sinus  bradycardia,  cardiogenj 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


lolol  over  24  hours*’ 


16  20  24 

isma  concentrations  in  relation  to  the  mean . 


smooth,  consistent 
plasma  drug  levels 
over  24  hours 

Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


md  feeling  good. 


Added  blood  pressure 
control  with  the  preferred 
diuretic 


When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone 


Once-daily  _ . 

/NDERIDFLA 


3,4 


IRm 


(PROPRANOLOL  HCI  jlNDEI 
/HYDROCHLOROTHiAIIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERALLA 

pRimrmLHa) 


LONG  ACTING 
CAPSULES 


* ^ The  appearance  of  these  capsules 

80mg  fi120mg  r -IfiOmn  is  a registered  trademark 

^ of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in:  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide;  Hydrochlorothiazide  is  contraindicated  In  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE;  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  Is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug. 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Once-dailv 


Each  capsule  contains  propranolol  HCI  (INDERAL^  LA), 

80  mg.  120  mg,  or  160  mg,  andhydrochlorothiazide.  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories. 


NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  wher ' 
propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to  detec 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolytei 
imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urinei 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also  influence  serum  electrolytes , 
Warning  signs  irrespective  of  cause  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness,! 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  anol 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present  ori 
during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo-j 
kalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalisl 
(eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content.  ■ 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy,  ( 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes! 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration.  i 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic  ^ 
therapy,  ' 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance.  i 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid  gland  with  j 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged] 
thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone  | 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function.  j 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine.  i 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient,  i 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient  1 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use.  1 

PREGNANCY:  Pregnancy  Category  C,  Thiazides  cross  the  placental  barrier  and  appear  in  cord  j 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against : 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, ; 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  - 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, ; 
the  patient  should  stop  nursing.  j 

PEDIATRIC  USE : Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and  , 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension;  i 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  ; 
type  : 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia,  i 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  ; 
time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;  and  I 
decreased  performance  on  neuropsychometrics.  i 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and  i 
sore  throat;  laryngospasm  and  respiratory  distress.  ' 

Respiratory:  Bronchospasm.  ( 

Hematologic.  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura.  i 
Auto  immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported.  ■ 
Miscellaneous:  Alopecia,  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impotence;  and  , 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin,  j 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  \ 
associated  with  propranolol.  • 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation;  j 
jaundice  (intrahepatic  cholestatic  jaundioe);  pancreatitis;  sialadenitis.  r 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia.  , 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia.  i 

Cardiovascular-  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or  ■ 
narcotics).  i 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasculitis,  ■ 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restlessness;  j 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn. 

"The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories.  : 
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Rectal  Examination:  A 

J.  WALKER  BUTIN,  M.D.,  Wichita 

One’s  medical  specialty  often  determines  the  phys- 
ical examination  performed.  Consider  the  position 
of  the  patient  prepared  for  a digital  examination  of 
the  rectum.  The  gynecologist  utilizes  almost  exclu- 
sively the  dorsal  (lithotomy)  position,  and  often  per- 
forms the  rectal  examination  only  as  an  ac- 
companiment of  the  vaginal  examination.  The  urol- 
ogist, especially  with  a male  patient,  positions  the 
patient  in  a knee-chest  type  orientation  in  order  to 
feel  the  prostate  and  associated  organs.  Others,  in- 
cluding this  author,  prefer  to  employ  the  Sims  (left 
lateral)  position. 

The  left  lateral  position  offers  a greater  potential 
for  discovery  of  pathology  in  the  cul-de-sac  than  do 
the  other  positions  mentioned.  Brief  attention  to  the 
anatomy  of  the  pelvic  contents  in  the  female  reveals 
why  this  is  so  (Figure  1).  Note  that  the  rectal  am- 
pulla lies  adjacent  to  the  cul-de-sac  with  only  the 
rectal  wall  and  the  peritoneum  itself  separating  them. 
Thus  an  abnormal  mass  in  this  most  inferior  part  of 
the  peritoneal  cavity  will  often  be  readily  apparent 
to  one  familiar  with  the  normal  palpatory  findings 
which  this  position  affords.  Such  a mass  can  be 
further  defined  as  smooth  or  nodular,  movable  or 
fixed,  tender  or  not. 

During  this  author’s  practice  of  internal  medicine 
and  gastroenterology  for  more  than  30  years,  three 
entities  have  been  encountered  which  although  ob- 
scure otherwise,  may  be  disclosed  by  a carefully 
performed  examination  of  the  rectum  when  the  pa- 
tient is  lying  in  the  left  lateral  position.  (The  sim- 
plicity of  this  technique  contrasts  sharply  with  the 
“high  tech’’  aspects  of  sonography  and  CT  scan- 
ning which  we  now  almost  reflexly  employ.)  These 
three  entities  are: 

1 . The  rectal  shelf  of  Blumer  (indicative  of  per- 
itoneal carcinomatosis) 

2.  Ovarian  lesions  (such  as  a solid  tumor  in  a 
postmenopausal  woman) 

3.  Multiple  nodules  representing  the  residue  of 
previous  episodes  of  diverticulitis  of  the  sigmoid 


Clinical  Observation 


colon.  (These  are  thought  to  contain  a mixture  of 
inspissated  feces  and  inflammatory  debris,  reflect- 
ing previous  localized  perforations  into  the  mes- 
entery) 

Needless  to  say,  the  finding  of  a rectal  shelf  in  a 
patient  carries  an  ominous  prognosis.  For  example, 
such  peritoneal  spread  of  malignancy  is  seen  in  pan- 
creatic and  ovarian  carcinomas.  Although  newer 
radiologic  procedures  should  be  utilized  for  confir- 
mation of  such  an  impression  gained  during  physical 
examination,  there  remains  a certain  amount  of  per- 
sonal satisfaction  in  sharpening  the  clinical  skills  of 
physical  diagnosis  even  today. 

The  post  menopausal  ovary,  often  said  to  be  too 
small  to  be  palpated  on  physical  examination,  can 
at  times  be  appreciated  in  the  lateral  aspects  of  the 
cul-de-sac  when  the  patient  is  on  her  left  side.  Usu- 
ally such  a finding  denotes  pathology,  and  confir- 
(Continued  on  page  117) 
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IMA  — A Preferred  Conduit 

BADR  IDBEIS,  M.D.;  VAHE  S.  YACOUBIAN,  M.D.  and  H.  MICHAEL  LEWIS,  M.D.,  Wichita 


Since  Vineberg  introduced  his  procedure  for  the 
treatment  of  ischemic  heart  disease  in  1946,'  the 
internal  mammary  artery  (IMA)  has  been  used  in  a 
limited  number  of  large  medical  centers. 

A recent  publication  from  the  Cleveland  Clinic^ 
showed  superior  long  term  results  which  revived 
interest  in  the  use  of  this  conduit.  We  undertook 
this  review  of  our  data  to  determine  the  effectiveness 
of  this  procedure  in  a community  hospital  setting. 

Material  and  Methods 

This  retrospective  study  incorporates  the  first  con- 
secutive 100  isolated  coronary  artery  bypass  cases 
including  both  elective  and  emergency  procedures. 
The  medical  records  of  the  patients  were  reviewed 
with  special  emphasis  on  pertinent  end-point  results 
including  anginal  pain  relief,  patency  rate,  and  op- 
erative mortality  {i.e.,  within  30  days  of  surgery). 

All  patients  with  suspected  postoperative  my- 
ocardial infarctions  (PMI)  and  those  with  persistent 
angina  were  re-catheterized  (within  1-48  weeks).  A 
suspected  PMI  was  defined  to  include  any  of  the 
following; 

• ECG  findings  suggestive  of  acute  myocardial  in- 
farction. 

• CPK  isoenzymes  suggestive  of  acute  myocardial 
infarction  as  interpreted  by  the  St.  Francis  Re- 
gional Medical  Center  laboratory. 

• A 2 -I-  or  greater  positive  pyrophosphate  radio- 
nuclide scan. 

Current  status  was  evaluated  at  the  time  of  the 
annual  visit  or  by  telephone  interview.  Other  aspects 
reviewed  were  demographic  data  and  findings  per- 
tinent to  the  IMA  including  left  pleural  effusion  and 
chest  wall  pain  along  the  mammary  bed. 

The  operative  technique  was  similar  to  that  re- 
ported by  the  Cleveland  Clinic  group  for  both  har- 
vesting and  grafting  of  the  IMA. 

Results 

Patients’  ages  ranged  from  34  to  77  years  with  a 
mean  of  59  years.  Of  these,  13  were  over  the  age 
of  70  years  and  six  were  under  the  age  of  40  years. 
Males  predominated  at  a 3:1  ratio  and  whites  were 
more  commonly  affected  at  a 9.5:1  ratio. 

Address  reprint  requests  to  Dr.  Idbeis,  1 100  No.  St.  Francis, 
Suite  240,  Wichita  KS  67214. 


One-hundred  patients  underwent  101  procedures 
(one  re-do  operation).  Sixty-four  had  triple  vessel 
disease,  25  had  double  vessel  disease,  and  1 1 had 
single  vessel  disease.  In  all,  102  IMAs  were  utilized 
of  which  99  were  left  internal  mammary  arteries 
(LIMA)  and  three  were  right  internal  mammary  ar- 
teries (RIMA).  There  were  336  grafts  in  all  for  an 
average  of  3.4  grafts  per  patient.  This  breaks  down 
to  1.5,  2.0,  and  3.8  grafts  for  single,  double,  and 
triple  vessel  disease  respectively.  One  patient  (a  re- 
do of  another  surgeon)  received  two  IMA  grafts. 

In  this  group  there  was  one  death  in  the  post- 
operative period.  A 53-year-old  white  female  died 
in  the  operating  room  just  following  closure  of  the 
chest.  The  cause  of  death  was  refractory  ventricular 
fibrillation.  Necropsy  findings  showed  all  grafts  to 
be  patent. 

There  were  21  postoperative  catheterizations.  In 
this  subgroup,  62  grafts  were  at  risk  of  which  21 
were  IMAs.  Two  saphenous  vein  grafts  and  one 
RIMA  were  occluded.  Extrapolating  the  catheteri- 
zation data  to  the  whole  group  yields  a patency  rate 
of  99%  for  the  IMA. 

Interestingly  catheterization  of  the  patient  with 
the  “occluded”  mammary  artery  showed  the  RIMA 
to  visualize  nicely  but  without  flow  into  the  right 
coronary  artery.  The  patency  was  maintained  via 
local  pedicle  circulation,  a testimony  to  the  resil- 
iency of  this  conduit.  This  particular  patient,  a 37- 
year-old  white  female,  progressed  from  single  to 
triple  vessel  disease  in  less  than  one  year.  She  was 
a smoker  with  a serum  cholesterol  of  900  mg/dl. 
She  underwent  re-do  operation  utilizing  the  LIMA 
and  three  saphenous  vein  grafts.  Her  recovery  was 
uneventful. 

Ninety  patients  were  located  for  followup.  The 
interval  ranged  from  1 to  28  months  with  a mean 
of  10.6  months.  Of  those  90  patients,  88  were 
asymptomatic  with  12  patients  requiring  minimal 
antianginal  medication.  Two  were  symptomatic  on 
medication.  Two  patients  died  during  the  followup 
period. 

Hospital  stay  ranged  from  five  days  to  six  weeks 
with  an  average  of  eight  days.  Three  patients  re- 
quired re-operation  for  postoperative  bleeding  or 
sternal  dehiscence.  There  were  no  infections. 

The  two-week  postoperative  chest  x-ray  showed 

{Continued  on  page  117) 
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Microscopic  Hematuria 

S.  H.  BROWN,  M.D.;  M.  L.  MacDOUGALL,  M.D.,  Ph.D.  and  T.  B.  WIEGMANN,  M.D., 
Kansas  City 


Hematuria  — the  presence  of  erythrocytes  in  the 
urine  — has  long  been  recognized  as  an  important 
clinical  finding.  Although  not  always  associated  with 
disease,  hematuria  frequently  is  an  indicator  of  sig- 
nificant systemic,  renal,  or  urological  abnormali- 
ties. This  review  will  address  the  significance  of 
microhematuria,  provide  an  updated  definition,  dis- 
cuss common  etiologies,  and  suggest  a simplified 
diagnostic  approach  based  on  the  origin  of  the  he- 
maturia. 

Historical  Background  & Definition 

Urinalysis  was  introduced  in  1827  as  a part  of 
the  routine  examination  of  patients  by  Richard  Bright 
of  Guy’s  Hospital  in  London.  For  more  than  100 
years  thereafter,  physicians  diagnosed  and  treated 
various  diseases  on  the  basis  of  urinalysis.  In  1926, 
Thomas  Addis  changed  the  art  of  uroscopy  to  a 
science  with  the  introduction  of  quantitative  meth- 
ods.' 

In  the  1930s,  reliance  on  urinalysis  declined,  due 
largely  to  renal  authority  Henry  Christian’s  skep- 
ticism of  its  value^  and  Addis’  claim  that  hematuria 
could  be  present  in  healthy  people. 

The  importance  of  urinalysis  as  a diagnostic  tool 
has  again  become  apparent  with  recognition  that 
hematuria  of  undetermined  origin  most  likely  rep- 
resents a failure  of  diagnostic  techniques  rather  than 
a normal  variant.  Addis  admitted  that  latent  cases 
of  prostatitis  and  urethritis  were  probably  included 
in  his  study.'  Wright  reported  in  1958  that  only  an 
“occasional”  red  blood  cell  (RBC)  per  high  power 
field  (HPF)  of  the  centrifuged  sediment  — defined 
as  one  erythrocyte  every  2-3  HPFs  — should  be 
considered  normal.^  Greene,  Carson,  and  Golin  in 
three  separate  studies  also  evaluated  the  significance 
of  asymptomatic  microscopic  hematuria,''  ® and  con- 
cluded that  patients  with  fewer  than  eight  RBCs  per 
HPF  were  as  likely  to  have  serious  renal  or  urologic 
disorders  as  those  with  large  numbers  of  RBCs  per 
HPF.  Therefore,  hematuria  should  be  considered 
clinically  significant  when  the  centrifuged  urinary 
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sediment  consistently  reveals  one  or  more  eryth- 
rocytes per  HPF  on  microscopic  examination.  Eval- 
uation of  the  urine  by  an  experienced  practitioner 
is  vital  in  making  the  diagnosis  of  hematuria. 

Etiologies  & Diagnostic  Approach 

Hematuria  should  be  confirmed  by  microscopic 
examination  of  the  urine  on  several  occasions.  Dip- 
stick evaluation  for  hematuria  is  not  reliable  because 
false  positive  and  negative  results  occur  {Table  I). 
Spurious  or  transient  hematuria,  which  must  be  ex- 
cluded, may  be  produced  by  menstrual  contami- 
nation, prostate  examination,  catheterization  trauma, 
fevers,  and  strenuous  exercise. 

A few  basic  laboratory  tests  should  be  performed 
to  identify  coagulopathies,  hemoglobinopathies,  and 
urinary  tract  infections.  However,  the  presence  of 
one  of  these  disorders  does  not  always  eliminate  the 
need  for  further  evaluation.  Further  work-up  is  not 
required  in  young  women  with  uncomplicated  cys- 
titis if  resolution  of  hematuria  and  infection  occurs. 
However,  any  patient  with  the  possibility  of  such 
disorders  as  stones,  obstruction  or  reflux  nephro- 
pathy require  further  evaluation.  Patients  who  ex- 
perience hematuria  while  taking  oral  anticoagulants 
frequently  have  other  identifiable  urinary  tract  or 
renal  pathology  that  requires  evaluation.^ 

Microhematuria,  once  established,  must  be  dif- 
ferentiated into  that  of  glomerular  or  non-glomerular 
origin.  We  suggest  an  organized  approach  to  the 

TABLE  I 

FALSE  DIPSTICK  REACTIONS 


False  Positive 

Myoglobin 

Hemoglobin 

Povidone  iodine 

Bacterial  peroxidases 

Hypochlorite  cleaning  solutions 

Nitric  acid 

Bromides 

Copper 

False  Negative 

Ascorbic  acid 

Tetracycline  with  ascorbic  acid  preservative 
Large  amounts  of  urinary  nitrites 
High  urinary  protein  or  spccilic  gravity 
Formalin  or  urinary  preservatives 
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diagnosis  based  on  this  early  determination. 

The  most  common  causes  of  glomerular  hema- 
turia are  the  primary  glomerulonephritides  and  those 
glomerulopathies  associated  with  systemic  diseases 
such  as  systemic  lupus  erythematosis  or  polyarteritis 
nodosa.  Non-glomerular  hematuria  includes  all  other 
etiologies  such  as  infections,  stones,  tumors,  and 
cysts  that  involve  the  kidneys,  ureters,  bladder  or 
urethra,  and  other  conditions  such  as  renal  infarction 
and  papillary  necrosis  (Table  II). 

Identification  of  a glomerular  or  non-glomerular 
origin  can  often  be  made  on  the  basis  of  a thorough 
history  and  a detailed  physical  examination.  If  a 
diagnosis  is  suggested  at  this  juncture,  subsequent 
studies  will  be  used  primarily  to  confirm  the  initial 
impression,  thus  eliminating  a more  prolonged  and 
costly  investigation. 

If  the  history  and  physical  examination  fail  to 
disclose  the  origin  of  hematuria,  an  initial  battery 
of  laboratory  studies  is  indicated  to  differentiate  glo- 
merular from  non-glomerular  hematuria  (Figure  1 ). 
Glomerular  origin  is  suggested  by  findings  of  ne- 
phrotic range  proteinuria  (greater  than  2.5  gm/24 
hrs);  oval  fat  bodies;  distorted,  disrupted  red  blood 
cell  morphology;*’  ^ or  numerous  casts  in  centrifuged 
urine.  The  finding  of  red  blood  cell  casts  is  almost 
diagnostic  of  glomerulonephritis. 

Confirmation  of  glomerular  origin  of  hematuria 
should  be  followed  by  a second  battery  of  laboratory 
tests  to  distinguish  primary  glomerulopathies  from 
those  secondary  to  systemic  diseases  (Figure  I). 
Hematologic  studies  include  a CBC  with  differen- 
tial, fasting  blood  sugar  (FBS),  sedmentation  rate 
(ESR),  antinuclear  antibody  (ANA),  rheumatoid 
factor,  serum  complements,  VDRL,  streptozyme  or 
ASO  titer,  hepatitis  B surface  antigen,  cryoglobu- 
lins, and  immunoelectrophoresis.  Urinalysis  for 
Bence  Jones  protein  and  immunoelectrophoresis  is 
indicated  in  older  people  with  proteinuria.  A chest 
radiogram  and  radiologic  studies  to  assess  renal 
structure  or  function  may  be  indicated  in  some  cases. 
Finally,  a kidney  biopsy  may  be  necessary  for  di- 
agnostic, prognostic,  or  therapeutic  decisions.  Renal 
biopsies  are  required  in  most  cases  of  rapidly  pro- 
gressive and  primary  glomerulopathies,  and  in  some 
cases  of  secondary  glomerular  disease. 

If  the  initial  battery  of  laboratory  studies  indicates 
a non-glomerular  etiology,  subsequent  evaluation 
should  include  a plain  abdominal  radiograph  and  an 
I VP  with  nephrotomograms.  If  an  etiology  of  the 
hematuria  cannot  be  discerned  from  these  studies, 
a urologist  should  be  consulted  for  further  evalua- 
tion. 


TABLE  II 

COMMON  ETIOLOGIES  OF  MICROHEMATURIA 


Glomerular  Origin 

Glomerulopathies  associated  with  systemic  diseases 

— Systemic  lupus  erythematosis  (SLE) 

— Periarteritis  nodosa  (PAN) 

— Scleroderma 

— Wegener’s  granulomatosis 

— Goodpasture’s  syndrome 

— Thrombotic  thrombocytopenic  purpura  (TTP) 

— Hemolytic  uremic  syndrome  (HUS) 

— Henoch  Schonlein  purpura  (HSP) 

— Hereditary  nephritis,  Alport’s  syndrome 

— Malignant  hypertension 

— Infective  endocarditis 
Idiopathic  or  primary  glomerulopathies 

— Membranoproliferative  glomerulonephritis 

— Focal  segmental  glomerulonephritis 

— Membranous  nephropathy 

— Post-infectious  glomerulonephritis 

— IgA  nephropathy 

N on-Glomerular  Origin 

Urinary  tract  infections;  prostatitis,  urethritis,  cystitis,  pye- 
lonephritis 

Tumors,  benign  and  malignant 

Cysts:  simple,  polycystic  kidney  disease,  acquired  cystic 
disease 

Nephrolithiasis 
Papillary  necrosis 
Trauma 

Vascular  disorders 

Interstitial  nephritis,  including  drug  induced 

Hemoglobinopathies 

Coagulopathies 

Renal  infarctions:  thrombotic  and  embolic  phenomena,  dis- 
secting aortic  aneurysm 


A thorough  evaluation  of  microscopic  hematuria 
is  always  indicated.  Identification  of  renal  or  urinary 
tract  pathology  can  be  related  to  the  hematuria  in 
50-80%  of  patients. 

Approximately  20%  of  people  with  asymptomatic 
microhematuria  will  have  a highly  significant  lesion 
that  could  be  life  threatening,  such  as  renal  or  uro- 
epithelial  carcinoma  or  renal  parenchymal  disease.^ 
In  some  patients,  however,  the  etiology  of  the  mi- 
crohematuria will  remain  obscure. 

The  natural  history  of  unexplained  asymptomatic 
microhematuria  has  not  been  determined  by  long- 
term studies.  However,  when  patients  with  an  ini- 
tially negative  investigation  were  followed  for  up 
to  two  years,  significant  lesions  including  carcino- 
mas, glomerulopathies,  and  calculi  became  appar- 
ent in  2-5%,  while  less  significant  lesions  such  as 
urinary  tract  infections  were  diagnosed  in  others.^’  ^ 

Because  definite  pathology  may  be  identified 

(Continued  on  page  113) 
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ALGORITHM  FOR  HEMATURIA 


Repeat  urinalysis 


Urine  culture 


+ 


Hemoglobin 
electrophoresis , 
if  indicated 


+ 


Specific 

therapy 


FT,  PTT,  platelet  count 


+ or  - 


Young  women  with 
uncomplicated  cystitis  Specific 

therapy 


Others 


Serum  creatinine;  urinary  casts,  oval  fat  bodies,  RBC  morphology; 
24  hour  urine  for  creatinine  clearance  and  quantitative  protein 


Glomerular 

hematuria 


Non-glomerular 

hematuria 


As  indicated:  CBC  with  diff,  FBS, 
iNA,  ESR,  VDRL,  complements,  ASO  titer, 
lepBsAg,  cryoglobulins,  IgA,  rheumatoid 
Actor,  chest  Xray,  IVP,  renal  scan, 
•enal  biopsy 


Abdominal  Xray,  IVP,  + Specific 
nephrotomograms  therapy 


Cystourethroscopy  + Specific 
+ retrogrades  therapy 


Specif ic 
therapy 


Periodic  re-evaluation 


CT  scan  and/or  + 

arteriography 


Figure  1 . Algorithm  for  hematuria. 
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Central  Pontine  Neuronolysis 

I.  AHMED,  M.D.*;  THOMAS  FRITZLEN,  M.D.f  and 
GERALD  O’CONNELL,  M.D.t?  Kansas  City,  Missouri 


Central  pontine  neuronolysis  has  received  scant 
attention  in  neurological  literature.  Most  reports  in 
the  literature  concern  the  demyelinating  process  in 
the  central  pons  in  patients  with  hyponatremia  and 
alcoholism.  It  is  usually  seen  in  association  with 
serious  medical  conditions.  The  majority  of  patients 
described  heretofore  have  been  alcoholics  and  had 
associated  liver  disease,  malnutrition,  and  hypo- 
natremia. Neuropathological  changes  included 
moderate  to  severe  central  pontine  demyelination, 
relative  preservation  of  axons  and  neurons,  and  var- 
iable phagocytic  and  astroglial  reaction.  Some  cases 
showed  cavitation,  hemosiderin  bodies,  macro- 
phages and  chromatolytic  neurons,  but  no  vascular 
lesions.  In  some  cases,  there  were  focal  demyeli- 
nating lesions  in  pontocerebellar  and  corticospinal 
tracts.  Frequent  associated  findings  included  atro- 
phy of  the  dorsal  cerebellar  vermis  and  Alzheimer’s 
type  II  astrocytes.  Association  with  malignant  neo- 
plasms with  metastases  has  also  been  reported.  In 
some  cases,  hypertrophic  astroglia  with  mitoses  have 
also  been  described.  Electron  microscopic  studies 
of  the  pontine  lesion  revealed  naked  axons  with 
associated  axonal  swelling,  as  well  as  diverse  mul- 
tivesicular  and  multilamellated  bodies. 

The  cause  of  the  central  pontine  myelinolysis  is 
obscure,  but  the  risk  factors  identified  in  the  path- 
ogenesis of  this  syndrome  include  malnutrition,  al- 
coholism, liver  dysfunction,  and  hyponatremia 
which  is  corrected  rapidly  and  at  times  over-cor- 
rected. Certain  drugs  that  cause  intermittent  inap- 
propriate antidiuretic  hormone  secretion  have  also 
been  implicated.  Clinically,  this  appears  as  a rapidly 
evolving  quadriparesis  with  pseudobulbar  changes, 
mental  clouding,  and  stupor.  Systemic  vascular  hy- 
potension is  also  common. 

We  describe  here  a case  of  central  pontine  neu- 
ronolysis in  association  with  hyponatremia,  liver 
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disease,  alcoholism  and  malnutrition,  with  the  mye- 
lin in  the  central  pons  remaining  intact. 

Case  Report 


A 63-year-old  female  patient  was  admitted  to  St. 
Mary’s  Hospital  and  Medical  Center  in  Kansas  City 
on  February  24,  1982,  with  a history  of  slurred 
speech  and  multiple  falls.  She  had  a long  history 
of  alcohol  abuse  and  was  treated  with  diuretics  for 
control  of  hypertension.  At  the  time  of  admission, 
her  blood  chemistry  values  included  serum  sodium 
112  mEq,  potassium  2.4  mEq,  serum  glutamic  ox- 
aloacetic-transaminase 49  (normal  6-32),  lactic  de- 
hyrogenase  189  (normal  180),  bilirubin  2.1,  serum 
glutamic  pyruvate  transaminase  60  (normal  up  to 
35).  White  blood  count  was  12,100  and  hemoglobin 
12.3  gm/100  ml.  Serum  glucose  was  120  mg/ 100 
ml.  The  serum  sodium  on  February  27  was  121 
mEq,  and  on  February  28,  was  114  mEq.  On  Feb- 
ruary 27,  she  was  confused  and  disoriented,  al- 
though she  could  move  all  four  extremities.  On 
March  2,  the  serum  sodium  had  risen  to  167  mEq 
and  thereafter  corrected  to  135  mEq.  The  patient’s 
clinical  status  deteriorated,  and  she  needed  assisted 
ventilation.  While  she  was  on  ventilator,  her  arterial 
blood  gases  were  pH  7.44,  PO2  75,  and  PCO2  35. 

The  neurological  examination,  performed  on 
March  5,  revealed  the  patient  to  be  comatose  on 
assisted  ventilation.  The  pupils  were  3mm,  equal 
and  reactive,  and  fundi  were  unremarkable.  Skew 
diviation  of  the  eye  was  noted.  Deep  tendon  reflexes 
were  hyperactive  with  extensor  plantar  responses 
seen  bilaterally.  Quadriparesis  was  noted  with  bi- 
lateral increase  in  tone.  The  patient  also  had  inter- 
mittent myoclonic  jerking  of  both  upper  extremities. 
An  electroencephalogram  was  abnormal,  with  dif- 
fuse slowing  seen  bilaterally.  A computerized  axial 
tomography  (CAT)  scan  of  the  head  revealed  no 
abnormality.  Spinal  fluid  was  normal.  During  the 
next  two  days,  the  patient’s  electrolytes  were  as 
follows:  serum  sodium  135  mEq,  potassium  4.2 
mEq,  and  chloride  96  mEq. 

She  was  given  multivitamins  intravenously.  She 
continued  to  do  poorly  and  died  the  next  day  fol- 
lowing a cardiopulmonary  arrest.  During  the  resus- 
citation efforts,  her  arterial  blood  gases  were:  PO2 
52,  PCO2  48,  and  pH  7.31. 
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Figure  1.  Neuronal  necrosis  in  pons  (mixture  of  intact  as 
well  as  smudged  dark-staining  necrotic  neurons),  X 450.  No 
effect  of  hypoxia.  Stained  with  Luxol  fast  blue-cresyl  echtt 
violet  technique. 

At  postmortem  examination,  the  gross  findings 
were  that  of  a modest  number  of  petechial  hemor- 
rhages in  the  pons;  the  brain  otherwise  appeared 
normal.  The  lungs  showed  mild  panacinar  emphy- 
sema. The  liver  on  gross  examination  showed 
changes  consistent  with  cirrhosis.  The  viscera  were 
congested. 

Microscopic  examination  of  the  brain  showed 
normal  neuronal  structures  in  the  Purkinje  layer  of 
the  cerebellum  and  Sommer’s  sector  of  the  hippo- 
campus. The  pons  demonstrated  widespread  foci  of 
recent  neuronal  necrosis,  involving  clusters  of  as 
many  as  30-50  adjacent  neurons,  with  intact  neurons 
nearby  and  without  inflammatory  cellular  reaction 
(Figure  1).  Myelin  was  intact  throughout  the  pons, 
including  areas  with  neuronal  necrosis,  as  demon- 
strated by  Luxol  fast  blue  technique  (Figure  2). 
Examination  of  medulla  and  spinal  cord  demon- 
strated normal  myeline  and  neurons. 

Comment 

This  63-year-old  female  with  a history  of  chronic 
alcoholism,  with  slurred  speech  and  multiple  falls, 
had  hyponatremia  on  admission.  Her  neurological 
disability  became  worse  with  correction  of  hypo- 
natremia, which  in  fact  was  overcorrected.  By  the 
time  a neurological  examination  was  performed,  she 
was  comatose  on  assisted  ventilation  with  dysfunc- 
tion of  conjugate  gaze  and  intermittent  myoclonic 
jerking  movements  of  both  upper  extremities.  Her 
further  clinical  course  was  downhill  despite  the  fact 
that  the  serum  sodium  levels  remained  normal,  and 
the  patient  also  received  multivitamins  and  thiamine 
hydrochloride.  This  patient’s  history  and  laboratory 


Figure  2.  Intact  myelinated  fibers  in  area  of  neuronal  ne- 
crosis, X 450.  No  effect  of  hypoxia.  Stained  with  Luxol  fast 
blue-cresyl  echtt  violet  technique. 


findings,  as  well  as  clinical  course,  were  consistent 
with  central  pontine  myelinolysis.  Autopsy  findings 
were  that  of  central  pontine  neuronolysis.  Neurons 
in  Sommer’s  sector  and  the  cerebellum  were  intact. 
These  are  the  areas  affected  most  and  early  in  hy- 
poxia. The  myelin  throughout  the  central  nervous 
system  was  intact. 

Recently  Norenberg'  put  forward  the  osmotic  the- 
ory of  central  pontine  myelinolysis.  A rapid  rise  in 
the  serum  sodium  level  causes  an  osmotic  injury  to 
the  endothelium  resulting  in  release  of  myelinotoxic 
factors  and  production  of  vasogenic  edema,  which 
later  results  in  demyelination.  Several  reports  since 
then  have  indicated  that  a rapid  rise  in  serum  sodium 
in  a chronically  ill  patient  — usually  an  alcoholic 
patient  — may  result  in  the  demyelination  of  the 
central  pons.^  * Hyponatremia  is  known  to  be  as- 
sociated with  ultrastructural  abnormalities  of  astro- 
cytes.® A gliopathy  is  indeed  a contributing  factor, 
and  already  diseased  astrocytes  from  liver  disease 
may  be  compromised  further  by  this  electrolyte  im- 
balance resulting  in  demyelination.  Olszewski  et 
al'^  reported  two  cases  of  central  pontine  myeli- 
nolysis associated  with  neuronal  loss.  In  one  case 
the  corpus  striatum  was  affected  and  in  another  the 
cerebral  cortex.  These  cases  also  had  neuronal  loss 
in  the  Sommer’s  sectors,  and  multiple  other  etiol- 
ogies were  considered  for  this  type  of  pathological 
change.  In  a study  of  pulmonary  hemorrhages  in 
newborns  by  Mac  Adams,"  neuronal  necrosis  lim- 
ited to  the  central  pons  was  reported  in  40  infants 
representing  17%  of  his  autopsy  series.  In  another 
study,  10%  of  the  autopsies  showed  pontine  changes 
(Continued  on  page  1 10) 
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CURRENT  COMMENT 
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Hypertension:  Diagnosis,  Evaluation  & 
Non-drug  Therapies 

BRUCE  E.  JOHNSON,  M.D.,*  Kansas  City,  Kansas 


Hypertension  — by  some  estimates  — may  affect 
as  many  as  one-quarter  of  the  adult  population,  yet 
the  practitioner  is  faced  with  new  therapies,  active 
controversy,  and  frequent  changes  in  recommen- 
dations. Therefore,  certain  issues  need  to  be  put  in 
perspective. 

Diagnostic  Difficulties 

Even  the  diagnosis  of  hypertension  is  controver- 
sial. The  concerns  involve  the  relative  extremes  of 
life  {i.e.,  the  young  and  the  elderly),  the  significance 
of  the  diagnosis  of  “mild  hypertension,”  and  the 
concern  regarding  over-diagnosis. 

As  with  any  biological  system,  blood  pressure 
operates  on  a continuum  and  our  insistance  on  ar- 
bitrary limits  raises  difficulties.  Nevertheless,  spe- 
cific criteria  must  be  established  to  insure  some 
reproducibility  in  diagnosis.  In  young  people,  the 
question  is  at  what  level  of  blood  pressure  should 
the  physician  become  concerned?  In  general,  a teen- 
ager’s diastolic  pressure  should  not  be  above  85 
mmHg.  If  so,  an  evaluation  is  in  order,  and  general 
health  hints  — weight  control,  proper  exercise, 
avoidance  of  cigarettes  — should  be  emphasized. 
A decision  on  drug  treatment  should  be  based  on 
careful  evaluation  of  the  individual’s  life-style, 
stress,  other  illnesses,  and  — certainly  — the  ab- 
solute level  of  blood  pressure. 

Concern  about  the  diagnosis  is  heightened  in  the 
elderly  because  of  the  greater  apparent  prevalence 
of  hypertension.  Surveys  suggest  that  as  many  as 
40%  of  all  persons  over  65  years  may  have  hyper- 
tension, but  this  may  be  an  inflated  figure  due  to 
errors  in  measurement  of  blood  pressure  in  this  age 
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group  (Table  1).  To  avoid  over-diagnosis,  blood 
pressures  should  be  measured  with  a cuff  that  prop- 
erly fits  the  arm  circumferences,  measured  on  sev-  | 
eral  occasions,  and  possibly  in  different  i 
environments.  In  addition,  the  limits  at  which  hy-  i 
pertension  should  be  diagnosed  is  higher  for  the 
elderly.  The  World  Health  Organization  and  the 
National  Institutes  of  Health  both  suggest  that  a 
blood  pressure  reading  up  to  160/90-95  should  be  i 
considered  normal  in  the  elderly  population.  j 

The  physician  should  be  alert  to  the  possibility 
of  “pseudohypertension”  which  results  when  the  | 
blood  pressure  cuff  is  unable  to  constrict  a rigid  i 
brachial  artery  thereby  producing  an  elevated  read-  | 
ing . This  should  be  suspected  when  a person  appears  j 
to  have  long-standing  hypertension,  but  with  no  evi-  | 
dence  of  end-organ  disease  such  as  hypertensive  ! 
retinopathy,  cardiomegaly,  S4  gallop,  or  renal  in-  i 
sufficiency.  This  condition  may  be  detected  by  use  ! 
of  Osier’s  maneuver;  the  ability  to  palpate  the  radial  : 
artery  with  the  sphygmomanometer  pressure  above  ■ 
systolic  is  suggestive  of  rigid  arteries.  1 

In  the  elderly,  there  is  a question  about  pure  sys-  ; 
tolic  hypertension  — an  elevated  systolic  reading  ’ 
with  a normal  diastolic  (e.g.  200/90).  These  patients  ; 
may  be  at  risk  of  untoward  events,  particularly  stroke  | 
and  congestive  heart  failure;  however,  there  is  no  | 
evidence  yet  that  treatment  of  pure  systolic  hyper-  | 
tension  results  in  fewer  events.  Results  from  studies 
now  in  progress  should  be  available  this  year;  pend- 


TABLE  I 

SOURCES  OF  ERROR  IN  THE  DIAGNOSIS  OF 

HYPERTENSION  IN  THE  ELDERLY 

Error 

Correction 

Lability 

Multiple  readings 

Auscultatory  gap 

Inflate  cuff  to  250  mmHg 

Pseudohypertension 

Osier’s  manuever 

Orthostatic  changes 

Supine/standing  BP 
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MALPRACTICE  BILL  On  April  3,  following  a two-hour  debate,  the  Kansas  Senate 

PASSES  LEGISLATURE  approved  the  medical  malpractice  bill,  HB  2661,  on  a 33  to  7 

vote.  It  marked  the  end  of  more  than  three  months  of 
legislative  action  on  the  controversial  bill. 
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The  strong  vote  in  the  Senate  came  on  the  heels  of  an  equally 
strong  vote  of  99  to  24  in  the  House  of  Representatives.  As 
the  Newsletter  went  to  press,  the  bill  was  awaiting  Governor 
John  Carlin's  signature.  Although  Governor  Carlin  has  stead- 
fastly opposed  the  limits  on  awards  in  the  bill,  following  the 
final  votes  in  the  House  and  Senate,  he  indicated  that  he  would 
sign  the  bill  into  law.  Had  the  Governor  vetoed  the  bill,  it 
would  have  taken  84  votes  in  the  House  and  27  votes  in  the 
Senate  to  override  his  veto. 

The  bill  as  it  left  the  Senate  was  in  essentially  the  same 
form  as  the  House  version.  The  "pinhole"  or  safety  valve 
provision  which  allows  a person  to  receive  a supplementary 
grant  to  cover  future  medical  care  costs  was  amended 
slightly,  but  the  overall  limit  of  $1  million  on  total  awards 
remained  intact.  During  Senate  debate,  several  amendments 
which  would  have  weakened  the  bill  were  rejected,  including 
one  which  would  have  removed  the  caps  on  awards. 

The  legislature  returns  on  April  23rd  for  a four-day  wrap-up 
session  to  consider  all  pending  legislation  and  vetoes. 

Assuming  HB  2661  is  signed  by  the  Governor,  there  will  be  no 
further  activity  on  malpractice  this  session.  A detailed 
description  of  the  bill,  including  a list  of  House  and  Senate 
members  voting  for  and  against  the  bill  is  being  prepared  for 
mailing  to  every  KMS  member.  Because  of  the  comprehensive  and 
complex  nature  of  the  bill,  KMS  will  be  preparing  handbooks  of 
guidelines  for  implementing  various  aspects  of  the  law  which 
will  be  mailed  to  hospitals,  physicians,  other  health  care  pro- 
viders and  lawyer  groups. 


Every  KMS  member  can  share  in  this  significant  victory. 

Without  the  constant  efforts  of  physicians  all  across  the  state 
talking  to  legislators,  patients,  and  others,  this  bill  could 
not  have  been  passed.  The  legal  profession  pulled  out  all  the 
stops  to  try  to  water  down  the  bill,  but  their  efforts  fell 
short.  This  bill  was  one  of  the  most  hotly  contested  and 
polarizing  issues  to  face  the  legislature  in  a long  time.  It 
has  undoubtedly  set  the  stage  for  some  hard  fought  campaigns, 
as  House  members  stand  for  re-election  this  November. 


If  you  have  any  questions  on  the  bill  or  would  like  additional 
information,  please  contact  the  KMS  office. 


CONFERENCE  ON  HIGH 
BLOOD  PRESSURE  CONTROL 


MEDICARE  FREEZE 
UPDATE 


MRI  PAID 


GRAMM-RUDMAN 


The  fifth  annual  conference  of  Region  VII  on  high  blood 
pressure  control  will  convene  May  18-20,  1986,  in  Kansas 
City,  Missouri.  Titled  "Risk  Factors:  What's  Up!  . . . Must 
Come  Down,"  it  will  be  located  at  the  Vista  International 
Hotel.  Marshall  Becker,  Ph.D.,  M.P.H.,  will  give  the  keynote 
address,  "Strategies  for  Enhancing  Adherence  to  Recommended 
Therapies."  In  addition  to  the  plenary  session,  the  program 
will  include  "Ideas  for  Action"  sessions,  ten  conference 
workshops,  exhibits,  and  a riverboat  cruise  featuring  a prime 
rib  buffet  and  jazz  band.  The  meeting  is  being  co-sponsored 
by  the  Kansas  Department  of  Health  & Environment.  Info: 

Mary  Ann  Humphries  at  913-862-9360,  ext.  446. 

You  should  have  by  now  received  the  April  2 KMS  letter  con- 
taining the  details  of  the  FY  1986  budget  reconciliation  bill.. 
As  of  press  time,  the  President  had  not  signed  the  legisla- 
tion,  but  no  complications  in  this  regard  were  expected.  | 

Briefly,  the  bill  provides:  I 

- the  freeze  for  non-participating  physicians  through  [ 

December  31,  1986; 

- the  freeze  for  partici pati ng  physicians  will  end  on  May  1, 
1986,  at  which  time  a 4.15%  fee  update  will  be  granted; 

- April  1986  is  the  new  election  period; 

- to  prevent  automatic  extension  of  participation,  cancella- 
tion must  be  j_n  writing; 

- assi stants  at  routine  cataract  removal  reguire  prior  | 

authorization  as  of  April  1;  i 

- PRO  will  determine  the  10  select,  elective  surgical  proce-  ' 
dures  for  pre-admi ssion  review; 

- hospital  based  physicians  whose  compensation  related 
charges  were  ineguitably  frozen  will  receive  increases  in 
payment; 

- clinical  lab  services  will  be  updated  every  January  1.  The  ' 
national  fee  schedule  will  go  into  effect  January  1,  1988.  t 
Medicare  payments  for  lab  services  provided  in  physicians' 
offices,  beginning  January  1,  1987,  will  be  made  only  on 

the  basis  of  assignment. 


Medicare  will  now  reimburse  hospitals  for  magnetic  resonance 
imaging  (MRI),  but  as  the  rate  will  be  the  same  amount  per  ' 
diagnosis  as  for  any  other  imaging  device,  physicians  and 
hospitals  must  choose  between  MRI  and  other  imaging  technigues.i 
Capital  eguipment  costs  of  MRI  scanners  and  fees  for  physi- 
cians' interpretations  of  the  scans  will  be  reimbursed. 

Despite  the  unanimous  ruling  by  a three-judge  panel  in  federal  . 
court  that  a provision  of  the  Gramm-Rudman-Hol 1 ings  deficit 
reduction  law  is  unconstitutional,  budget  cuts  of  $11.7  billiori 
for  this  fiscal  year,  effective  March  1,  remain  in  effect  ' 
pending  an  appeal  to  the  Supreme  Court.  The  Court's  decision 
is  expected  this  summer. 


COME  TO  THE  TRIAL! 


FORCED  ASSIGNMENT 


WHAT  NEXT  IN 
MEDICARE? 


PRIVATE  PATIENT  FEES 


REIMBURSEMENT  FOR 
GERIATRIC  CARE 

June  6-7 


HAVE  YOU  EVER  WITNESSED  A PROFESSIONAL  LIABILITY  TRIAL? 

Here's  your  chance  to  learn  just  what  it's  like.  Come  to  the 
KMS  ANNUAL  MEETING,  April  30-May  4,  at  the  Topeka  Holiday  Inn 
Holidome.  The  demonstration  trial  will  be  a feature  of  the 
educational  program  on  Saturday,  May  3.  Also  included  in  the 
program  are: 

• April  30  - Income  Tax  Reduction  Workshop 

• May  1 - Sports  Day 

• May  2 - First  House  of  Delegates  & Reference  Committee 

• May  3 - Mock  Trial;  Installation  of  KMS  President 

• May  4 - Second  House  of  Delegates 

Watch  your  mai  1 for  al  1 the  details!  Then  join  ^ jin  Topeka! 

Legislation  that  would  have  required  physicians  to  accept 
Medicare  assignment  as  a condition  for  licensure  died  in  com- 
mittee in  the  recent  Washington  State  legislative  session. 
Similar  legislation  may  be  introduced  in  the  California 
legislature,  despite  opposition  from  the  California  Medical 
Association,  the  state's  Board  of  Medical  Quality  Assurance, 
and  the  Department  of  Health  Services.  A similar  bill 
approved  in  Massachusetts  last  year  has  been  challenged  in  a 
lawsuit  brought  by  the  AMA,  the  Massachusetts  Medical 
Society,  and  individual  physicians. 

The  Congressional  Office  of  Technology  Assessment  (OTA)  has 
concluded  that  initiation  of  a capitation  payment  system  is 
the  best  way  to  control  Medicare  expenditures  without 
increasing  beneficiary  expenditures.  In  a study  entitled 
"Payment  for  Physician  Services:  Strategies  for  Medicare," 

OTA  provided  Congress  with  four  alternative  choices  for 
reform  of  the  present  Medicare  reimbursement  system:  modifi- 

cation of  current  payment  arrangements;  payment  based  on  fee 
schedules;  payment  for  "packages  of  services";  and  capitation 
payment.  Medicare  outlays  have  been  rising  16%  annually. 

KMS  legal  counsel  has  advised  that--assuming  a physician  has 
no  restrictive  agreements  with  a third-party  payor  — there  is 
no  known  restriction  on  the  right  of  a physician  to  charge 
his/her  usual  fee  to  a private  pay  patient.  Medicare  patients 
are  not  private  pay,  even  for  non-participating  physicians. 


Solutions  for  problems  of  reimbursement  and  the  delivery  of 
quality  geriatric  care  will  be  the  main  theme  of  the  GERI- 
ATRIC HEALTH  CARE  TODAY  conference  on  June  6-7  in  Topeka. 
Co-sponsored  by  KMS  and  KHA,  speakers  will  include: 

• The  National  Perspective  of  Geriatric  Health  Care:  Sheila 

Burke,  R.N.,  Bob  Dole's  Chief  Counsel 

• Economic  Forecast:  James  L.  Scott,  V.P.,  American  Health 

Care  Institute 

• Ethics  of  Less  Care:  John  0.  Simenstadt,  M.D.,  Ph.D. 

• Dementia:  Claire  Jeanne  Sanchez,  M.D. 

• Hypertension:  Norman  Kaplan,  M.D. 

• Depression:  George  T.  Grossberg,  M.D. 

Other  topics  to  be  addressed  include  assessment  of  long  term 
patient  care,  diet  and  nutrition,  gastrointestinal  problems, 
continuum  of  care,  and  legal  aspects  of  geriatrics. 


LIFE  PROLONGING 
TREATMENT 


AMA  POLICY  ON 
ADVERTISING 


The  AMA  Council  on  Ethical  and  Judicial  Affairs  has  broadened 
its  opinion  regarding  life-prolonging  medical  treatment  to 
i ncl ude  medical  and  artif ici al ly  or  technologically  suppl ied 
respiration,  nutrition,  or  hydration.  The  new  opinion  is  a 
response  to  mounting  human  and  economic  concern  about  treat- 
ment of  the  terminally  ill  and  irreversibly  comatose  patients. 
It  states  that  the  social  commitment  of  the  physician  is  to 
sustain  life  and  relieve  suffering.  If  these  two  tenets  con- 
flict, the  choice  of  the  patient  (or  if  incompetent,  his/her 
family  or  legal  representative)  should  prevail.  In  the 
absence  of  the  patient's  choice  or  an  authorized  proxy,  the 
physician  must  act  in  the  best  interest  of  the  patient.  The 
decision  regarding  potentially  life-prolonging  treatment  for 
an  incompetent  patient  should  be  based  on  the  possibility  for 
extension  of  life  under  humane  and  comfortable  conditions, 
and  the  expressed  wishes  of  the  patient  and  his/her  family  or 
guardian.  It  is  not  unethical  to  discontinue  all  life  pro- 
longing medical  treatment  for  a patient  in  confirmed  irrever- 
sible coma,  even  if  death  is  not  imminent.  In  treating  a 
terminally  ill  or  irreversibly  comatose  patient,  the  physi- 
cian should  determine  whether  the  benefits  of  treatment  out- 
weigh its  burdens.  At  all  times,  the  dignity  of  the  patient 
should  be  maintained. 


There  are  no  restrictions  on  advertising  by  physicians  except 
those  that  can  be  specifically  justified  to  protect  the  public 
from  deceptive  practices.  A physician  may  publicize  him/ 
herself  as  a physician  through  any  commercial  publicity  or 
other  form  of  public  communication  (including  any  newspaper, 
magazine,  telephone  directory,  radio,  television  or  other 
advertising)  provided  that  the  communication  shall  not  be 
misleading  because  of  the  omission  of  necessary  material, 
shall  not  contain  any  false  or  misleading  statement,  or  shall 
not  otherwise  operate  to  deceive. 


Testimonials  of  patients,  however,  as  to  the  physician's 
skill  or  the  guality  of  his/her  professional  services  should 
not  be  publicized.  Statements  relating  to  the  guality  of 
medical  services  are  extremely  difficult,  if  not  impossible, 
to  verify  or  measure  by  objective  standards.  Claims  regard- 
ing experience,  competence  and  the  guality  of  the  physician's 
services  may  be  made  if  they  can  be  factually  supported  and 
if  they  do  not  imply  an  exclusive  and  unigue  skill  or  remedy. 

A statement  that  a physician  has  cured  or  successfully  treated 
a large  number  of  cases  involving  a particular  serious  ail- 
ment may  imply  a certainty  of  result  and  create  unjustified 
and  misleading  expectations  in  prospective  patients. 

(Excerpted  from  the  AMA  Reference  Guide  to  Policy  Official 
Statements) 


TABLE  II 

SELECTED  SUBGROUPS  OF  HYPERTENSIVES  AND 

“TYPICAL” 

HEMODYNAMICS 

Subgroup 

Hemodynamic 

Young,  white  male 

Hyperdynamic 

Young,  black  male 

Low  renin 

Middle  aged  males 

Mixed  (t  arterial  tone. 

high  renin,  hyperdynamic) 

Obesity 

tArterial  tone 

Elderly 

t Arterial  tone 

ing  these  results,  it  is  acceptable  to  allow  systolic 
pressure  to  rise  to  “100  plus  the  patient’s  age” 
before  considering  treatment. 

Mild  hypertension  — diastolic  pressure  90-100 
— is  perhaps  the  most  controversial  diagnostic  is- 
sue. There  is  conflict  between  those  who  favor  ag- 
gressive treatment  and  those  who  feel  that  non- 
pharmacologic  measures  with  vigilant  monitoring  is 
adequate.  The  decision  on  treatment  procedures  in 
these  cases  must  be  made  jointly  by  physician  and 
patient  with  consideration  of  all  individual  factors, 
since  available  data  are  inconclusive. 

Although  many  of  the  consequences  of  hyperten- 
sion had  been  known  for  decades,  it  was  apparent 
in  the  late  1960s  that  the  treatment  of  moderate 
hypertension  could  decrease  cardiovascular  events. 
Thus  started  a widespread,  enormously  successful 
effort  to  screen  for  hypertension.  A concern  that 
quickly  arose,  though,  was  how  much  of  an  eval- 
uation should  be  done  on  each  case  detected.  Many 
physicians  opted  for  an  elaborate  evaluation  which 
included  tests  for  renal  vascular  disease,  pheo- 
chromocytomas,  endocrine  diseases,  or  other 
“treatable”  causes  of  hypertension.  Much  of  the 
evaluation  was  done  in  the  hospital  which  led  to  a 
hefty  bill  and,  perhaps,  unnecessary  alarm  for  the 
patient.  Physicians  soon  learned  what  epidemio- 
logical studies  had  demonstrated  all  along  — 95% 
of  all  diagnosed  hypertensives  will  have  ‘ ‘essential” 
hypertension. 

Based  on  current  knowledge,  adequate  evaluation 
of  a newly  diagnosed  hypertensive  requires  thor- 
ough history  and  physical  examination,  and  deter- 
mination of  whether  the  patient  falls  outside  the 
usual  subset  (Table  II).  The  presentation  of  a non- 
pregnant female  in  her  20s  with  high  diastolic  blood 
pressure  would  suggest  a secondary  cause  and  a 
clear  need  for  a more  extensive  evaluation.  On  the 
other  hand,  an  obese  white  male  in  his  40s  with  a 
family  history  of  hypertension  and  one  to  two  years 
of  mildly  elevated  blood  pressure  might  be  assumed 
to  have  essential  disease,  and  a more  limited  eval- 


uation would  be  adequate. 

Conditions  that  signal  the  need  for  a more  exten- 
sive evaluation  include: 

• rapid  onset  of  moderate  or  severe  disease  in  a 
person  with  previously  normal  measurements; 

• high  diastolic  pressure  in  young  people;  and 

• failure  of  recently  diagnosed  patients  to  respond 
to  first-line  drug  therapy  at  moderate  dosages. 

Adequate  examination  is  important.  Studies  by 
careful  clinicians  have  demonstrated  that  in  fewer 
than  10%  of  cases  are  secondary  causes  of  hyper- 
tension detected  by  laboratory  tests  when  not  sus- 
pected as  a result  of  the  initial  history  and  physical. 
The  role  of  the  laboratory,  then,  is  to  screen  for 
other  commonly  associated  diseases  and  to  stage  the 
degree  of  end-organ  involvement.  To  accomplish 
these  goals  in  the  typical  hypertensive  requires  the 
following  laboratory  work: 

• blood  count  for  anemia  or  polycythemia; 

• a chemistry  profile  to  screen  for  potassium,  cal- 
cium, uric  acid,  BUN,  and  creatinine;  if  abnor- 
malities are  detected,  further  evaluation  should 
be  carried  out; 

• thyroid  hormone  level  determination  in  peri-  and 
post-menopausal  women  since  thyroid  disease  is 
common  in  that  group;  and 

• chest  x-ray  and  electrocardiogram,  although  there 
are  circumstances  (middle-aged,  male,  family 
history,  no  cardiac  symptoms)  when  the  likeli- 
hood of  useful  information  from  these  studies  is 
limited  and  they  could  be  deferred. 

The  thoughtful  physician  who  utilizes  these  sim- 
ple outpatient  evaluation  procedures  combined  with 
a careful  history  and  physical  examination  is  un- 
likely to  miss  important  information  and  will  help 
control  medical  costs  for  an  exceedingly  common 
condition. 

Non-Pharmacologic  Treatment 

One  fear  people  have  about  hypertension  is  that 
a lifelong  course  of  drug  therapy  looms  ahead.  This 
need  not  be  the  case.  Weight  loss,  exercise,  salt 
restriction,  cessation  of  smoking  and  alcohol  use 
can  be  expected  to  normalize  the  blood  pressure  or 
at  least  lower  the  necessary  dose  of  drugs.  These 
steps  emphasize  the  potential  control  a patient  has 
over  his/her  disease  (in  the  same  way  a diabetic  has 
control  over  blood  glucose).  Unfortunately,  many 
of  these  changes  in  life-style  are  difficult  to  initiate 
and  even  harder  to  maintain. 

Hypertension  is  more  common  in  obese  persons 
than  in  age-matched  controls.  Repeated  studies  have 
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demonstrated  that  weight  reduction  is  successful  in 
lowering  blood  pressure.  The  improvement  seems 
not  to  be  due  to  any  decrease  in  plasma  volume, 
but  rather  to  a decline  in  sympathetic  nervous  tone. 
Therefore,  simple  diuresis  will  probably  not  be  suc- 
cessful over  a long  period  of  time,  and  true  reduction 
in  fatness  is  necessary. 

People  frequently  ask  about  the  effects  of  smok- 
ing and  caffeine  on  blood  pressures.  A physician 
should  never  miss  the  opportunity  to  encourage  a 
person  to  stop  smoking.  For  hypertensive  smokers, 
blood  pressure  may  rise  by  10-12/8-10  mmHg  after 
each  cigarette.  This  effect  lasts  10-15  minutes  (3-5 
hrs/day  for  the  pack-a-day  smoker).  However,  it  is 
unclear  whether  blood  pressure  predictably  will  nor- 
malize if  the  person  quits  smoking.  Even  so,  the 
patient  should  be  urged  to  quit. 

Similarly,  a patient  who  shows  signs  of  toxicity 
from  excessive  caffeine  ingestion  should  be  en- 
couraged to  decrease  or  stop.  There  is  a modest 
elevation  of  blood  pressure  after  drinking  coffee, 
but  the  effect  is  more  pronounced  in  caffeine-naive 
individuals  than  in  chronic  users. 

The  role  of  salt  in  hypertension  is  still  contro- 
versial. Much  has  been  written  regarding  the  role 
of  a high  salt  diet  in  the  genesis  of  hypertension. 
Suffice  it  to  say  that  circumstantial  evidence  sug- 
gests that  high  salt  intake  may  increase  the  risk  of 
hypertension.  People  who  have  a strong  family  his- 
tory of  hypertension,  but  who  currently  are  nor- 
motensive,  may  lower  their  salt  intake  as  an  easy, 
safe,  and  potentially  helpful  step  to  delay  or  prevent 
the  onset  of  hypertension. 

There  is  no  question  that  in  all  but  the  most  re- 
sistant hypertensive  a severe  reduction  in  salt  intake 
can  lower  the  blood  pressure.  This  has  been  known 
since  the  late  1940s  when  the  Kempner  diet  lowered 
sodium  intake  to  as  little  as  500  mg  (compared  with 
the  typical  American  diet  which  provides  as  much 
as  4-8  gm  of  sodium  per  day).  The  Kempner  diet 
was  virtually  impossible  to  follow;  however,  there 
are  good  reasons  to  recommend  a modified  no-added 
salt  diet  designed  to  limit  sodium  intake  to  about 
2-3  gm/day.  In  persons  with  high  salt  intake,  this 
may  be  sufficient  to  lower  the  blood  pressure.  Ef- 
fectiveness of  the  thiazides  can  be  overcome  by  a 
high  salt  diet.  In  addition,  low  sodium  intake  re- 
duces the  amount  of  potassium  lost  in  the  urine  and 
will  decrease  the  potassium  supplement  require- 
ments. Dieticians  should  be  consulted  for  instruc- 
tion in  low  salt  diets,  but  some  general  guidelines 
are  included  in  Table  III. 

The  question  of  exercise  and  hypertension  should 


TABLE  III 

ESSENTIALS  OE  A MODIFIED,  NO  ADDED  SALT  DIET 


• Eliminate  the  table  salt  shaker. 

• Decrease  by  1/3  to  1/2  the  amount  of  salt  called  for  in 
recipies. 

• Limit  high  salt  meals  — e.g.  many  restaurant  foods,  fried 
chicken,  pizza,  barbeque. 

• Cook  with  fresh  or  frozen,  rather  than  canned,  foods. 

• Avoid  salty  snacks  — e.g.  potato  chips,  pretzels,  french 
fries,  crackers. 


be  considered  from  two  perspectives:  first,  does  it 
do  any  harm  for  hypertensives  to  exercise;  and  sec- 
ond, does  it  do  any  good?  The  normal  physiologic 
response  to  exercise  is  elevation  of  blood  pressure 
— systolic  more  than  diastolic  — to  meet  metabolic 
demands.  This  response  is  true  for  most  types  of 
isotonic  exercise  such  as  jogging,  swimming  and 
cycling.  Eortunately  for  hypertensives,  the  evidence 
from  many  studies  is  that  there  is  no  increased  risk 
of  events  (stroke,  heart  attack)  associated  with  an 
exercise  program.  On  the  other  hand,  there  is  some 
caution  expressed  when  the  chosen  exercise  is  iso- 
metric (weight-lifting,  certain  occupations).  Even 
in  normotensives,  this  exercise  tends  to  raise  both 
systolic  and  diastolic  pressure.  Although  it  is  an 
extreme  example,  intra-arterial  pressures  measured 
on  collegiate  level  competitive  weight  lifters  dem- 
onstrated pressures  as  high  as  400/300  mmHg.  Ob- 
viously, this  was  maintained  for  only  a brief  period 
of  time;  nonetheless,  some  experts  recommend 
against  isometric  exercise  for  persons  with  hyper- 
tension. 

Most  studies  suggest  that  habitual  isotonic  ex- 
ercise can  lower  blood  pressure  or  decrease  the 
amount  of  medication  required.  In  mild  hyperten- 
sives, it  may  reduce  the  pressure  to  a point  where 
drug  therapy  can  be  discontinued.  Unfortunately, 
studies  among  persons  not  previously  involved  in 
an  exercise  program  showed  that  results  were  not 
always  long-term.  Many  persons  returned  to  base- 
line blood  pressure  after  periods  of  6-24  months, 
despite  continued  exercise.  Nevertheless,  exercise 
can  be  a useful  adjunct  and  offers  the  possibility  of 
control  for  some  patients. 

Relaxation  techniques  are  currently  quite  popular 
for  control  of  hypertension.  Biofeedback,  relaxation 
training,  or  other  methods  of  self-hypnosis  decrease 
sympathetic  nervous  sytem  outflow  and  lower  blood 
pressure.  The  training  sessions  often  are  prolonged 
(16-20  sessions)  and  expensive  ($35-40  per  ses- 
sion). Studies  of  these  techniques  do  show  a trend 
(Continued  on  page  116) 
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PRESIDENT’S  MESSAGE 


The  year  is  almost  over.  Our  annual  meeting  begins 
April  30  at  the  Holidome  in  Topeka.  There  is  much 
still  to  be  done.  We  have  had  to  spend  too  much 
time  on  malpractice  reform,  convincing  our  reluc- 
tant governor  that  the  people  and  elected  represen- 
tatives of  our  state  are  right  and  he  is  wrong  in  his 
opposition  to  tort  reform.  We  have  had  to  spend  too 
much  effort  with  some  of  our  own  colleagues  con- 
vincing them  that  unified  membership  is  the  only 
hope  we  have  of  sufficient  strength  to  fight  for  the 
integrity  of  medicine.  We  need  to  get  both  of  these 
specific  issues  settled  so  that  we  can  turn  to  equally 
important  issues. 

Still  facing  us  is  the  abuse  of  the  legal  system  by 
some  individuals  who  bring  frivolous  and  non-mer- 
itorious  suits.  At  the  very  least,  it  should  be  law 
that  the  losing  party  in  any  suit  be  required  to  pay 
all  legal  expenses  for  both  parties.  We  need  to  re- 
mind patients  and  courts  that  it  is  unobtainable  and 
unreasonable  to  expect  perfection  as  the  standard 
of  care.  If  we  are  going  to  compensate  every  less 
than  perfect  result,  it  will  further  strain  our  already 
expensive  and  inefficient  tort  system,  and  something 
will  have  to  give. 

We  are  facing  the  tyranny  of  governmental  and 
third  party  payors  in  their  rush  to  reduce  the  cost 
of  medical  care.  They  are  not  cutting  costs,  merely 
shifting  them  to  the  medical  community.  HCFA’s 
latest  ploy  to  avoid  payment  of  legitimate  bills  is 
to  arbitrarily  declare  tests  and  procedures  “medi- 
cally unnecessary.”  It  is  obvious  that  these  deci- 
sions are  made  without  knowledge  or  regard  to 
quality  of  medical  care.  It  was  inevitable  and  pre- 
dictable that  this  would  happen.  We  must  be  firm 
and  unified  in  our  refusal  to  participate  in  the  de- 
generation of  health  care. 


If  I have  done  nothing  more  in  my  term  of  office 
than  to  convince  some  of  my  colleagues  of  the  im- 
portance and  urgency  of  continuing  involvement  in 
the  political  arena,  it  will  have  been  a success.  Dem- 
onstration of  this  new-found  activism  should  start 
with  attendance  at  our  annual  meeting  in  Topeka. 

I wish  nothing  but  the  very  best  for  my  successor. 
Dr.  Frank  Bichlmeier. 


President 
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Sweet  Sue 


It  is  doubtful  that  any  word  has  appeared  more 
frequently  in  medical  literature  in  recent  years  than 
“malpractice.”  If  the  definition  has  remained  con- 
stant, it  has  surely  changed  its  concept  in  the  med- 
ical mind  — the  lay  mind,  too,  perhaps.  A couple 
of  generations  ago,  it  was  a regrettable  aberration 
denoting  some  error  in  the  patient’s  understanding 
of  medical  risk  or  behavior  in  meeting  the  exigen- 
cies of  illness  or  injury  or  the  act  of  a deficient 
practitioner  considered  outside  the  pale  anyway, 
rarely  the  true  act  of  physician  incapability  or  neg- 
ligence. Given  the  inherent  risks  in  the  vagaries  of 
biological  responses  to  well-intended  efforts,  phy- 
sicians accepted  that  a perfect  outcome  as  well  as 
strong  personal  rapport  with  every  patient  could  not 
be  expected  — and  assumed  that  patients  knew  this 
as  well.  Educational  standards,  licensure  controls, 
and  physician-fostered  controls  were,  after  all,  above 
those  applying  to  other  endeavors. 

Probably  no  condition  of  the  medical  experience 
— technology,  practice  methods,  education,  what- 
ever — has  had  greater  impact  across  the  medical 
board  than  this  form  of  practice  impairment.  Even 
as  it  has  been  affected  by  these  other  conditions,  it 
has  affected  them.  The  pressure  process  has  sus- 
tained a continuing  assault  on  physicians  through 
studies,  interpretations,  analyses  and,  of  course, 
recommendations  from  every  quarter  as  well  as  the 
economic,  academic,  and  professional  changes 
within.  And  there  has  been  no  small  divisive  effect 
within  the  profession  as  it  brings  into  focus  minutiae 
of  practice  and  debatable  procedures  for  relieving 
the  situation  with  aggravation  of  differences  be- 
tween individuals,  specialties,  and  levels  of  admin- 
istration and  control. 

It  has  become  apparent,  however,  that  this  may 
be  part  of  a broad  and  pervasive  phenomenon,  a 
general  belief  that  a disagreeable  effect  experienced 
by  an  individual  — or  even  the  appearance  of  it, 
no  matter  how  voluntary  the  acquisition  — warrants 
a suit  against  someone.  Whether  the  medical  ex- 
perience was  part  of  the  stimulus  to  this  attitude 
(through  well  publicized  accounts  of  large  awards) 
or  a victim  of  it  will  require  the  perspective  of  his- 


tory to  determine.  The  matter  is  too  enveloping  to 
permit  a wide  and  balanced  interpretation  by  the 
present  occupants. 

Inevitably  the  legal  profession  has  been  a highly 
visible  presence  since  the  legal  process  by  its  nature 
works  both  sides  of  the  street  — plus  increasing 
indications  that  it  is  not  immune  to  the  subjective 
experience  as  they  have  felt  the  sting  of  disgruntled 
clients  who,  failing  to  receive  their  personal  inter- 
pretations of  justice,  turn  on  their  legal  represen- 
tatives for  the  recompense  they  failed  to  receive. 
This  hasn’t,  of  course,  diverted  the  lawyers  from 
their  preoccupation  with  physicians  (“The  reason 
there  are  so  many  malpractice  suits  is  that  there  is 
so  much  malpractice,”  as  plaintiff’s  lawyers  love 
to  say  to  the  media)  as  the  suits  against  physicians 
pile  up  in  the  clogged  courts. 

Insurance  coverage  has  always  been  a protection 
against  unexpected  liabilities,  but  the  current  ded- 
ication of  the  public  to  sue  on  any  presumed  prov- 
ocation has  introduced  into  the  scene  not  just  the 
predictably  increasing  role  of  the  insurance  indus- 
try, but  a backlash  against  that  group  for  real  or 
presumed  deficiencies  in  meeting  expectations  — 
in  addition  to  tremendous  increases  in  premium  costs. 
The  legal  profession  has  come  under  increasing  crit- 
icism as  many  see  it  as  the  winner  because  of  its 
double  part  — both  plaintiff’s  and  defendant’s  ad- 
vocates — but  it  has,  of  late  and  even  while  keeping 
a grip  on  medical  misadventures,  been  leveling  its 
guns  on  the  insurance  people,  citing  them  as  the 
offenders  in  the  high  costs  of  coverage.  Even  though 
physicians  can  take  no  real  comfort  from  the  situ- 
ation, it  is  at  least  agreeable  to  give  up  some  of  the 
headlines  to  others.  They  may,  however,  feel  more 
like  the  small  plot  of  battle  ground  which  knows 
that  whichever  of  adversaries  prevails,  it  will  still 
be  torn  up. 

If  nothing  else,  a public  awareness  of  the  breadth 
and  depth  of  the  problem  is  emerging  — and  the 
medical  profession  may  be  gaining  allies  although 
in  an  unwanted  way  and  from  an  unexpected  direc- 
tion. And  perhaps  the  fat  lady  is  at  least  beginning 
to  tune  up.  — D.E.G. 
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MEDICINA  ET  LEX 


The  Anatomy  of  a Lawsuit 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

With  the  increasing  involvement,  albeit  reluc- 
tantly, of  physicians  with  the  legal  system,  the  fol- 
lowing may  be  of  interest.  It  represents  a dissection 
of  a typical  lawsuit  and  only  a macro  examination. 

Pleadings 

A suit  is  initiated  by  the  filing  of  a petition,  which 
states  in  general  terms  the  facts  relied  upon  by  the 
plaintiff  and  the  claims  asserted.  The  petition  is 
served  upon  the  defendant  with  a summons.  The 
summons  notifies  the  defendant  of  the  filing  of  the 
action  and  of  the  requirement  to  answer  within  a 
specified  period  of  time,  normally  20  days.  If  the 
summons  is  ignored,  a default  judgment  may  be 
taken  by  the  plaintiff. 

The  answer  is  the  formal  response  to  the  petition, 
and  consists  of  specific  admissions  and  denials  and 
allegations  of  affirmative  defenses.  Other  pleadings 
that  are  occasionally  filed  are  motions,  which  re- 
quest specific  action  by  the  court,  such  as  motions 
to  dismiss  or  for  summary  judgment. 

All  pleadings  are  filed  with  the  clerk  of  the  district 
court  and  copies  served  upon  other  attorneys. 

Jurisdiction  and  Venue 

A court  may  hear  a case  only  if  it  has  jurisdiction 
over  the  parties  and  the  subject  matter.  More  than 
one  court  may  have  jurisdiction.  The  law  respecting 
venue  determines  the  place  of  trial.  Ordinarily,  a 
case  involving  a tort  will  be  tried  in  the  jurisdiction 
of  the  defendant’s  residence  or  place  of  business  or 


*KMS  Legal  Counsel 

Editor’s  Note:  This  is  the  seventh  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For  the 
sake  of  brevity  and  clarity,  citations  and  footnotes  will  be  omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute  for  legal 
analysis  or  advice.  Answers  to  legal  questions  depend  largely  upon 
the  particular  facts  of  a case.  The  reader  is  urged  to  consult  an  attorney 
for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of  Kansas 
Medicine  or  the  Kansas  Medical  Society.  For  further  information, 
contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603;  1-800-332-0248. 


where  the  cause  of  action  arose,  although  there  are 
numerous  exceptions  to  this  rule. 

Jurisdiction  of  the  United  States  District  Court 
may  be  invoked  by  a party  if  the  parties  reside  in 
different  states  and  the  amount  in  controversy  ex- 
ceeds the  sum  of  $10,000.  As  an  example,  a plaintiff 
may  invoke  the  federal  court’s  jurisdiction  by  mov- 
ing out  of  the  state  of  Kansas,  in  which  event  the 
claim  may  be  tried  in  Kansas  City,  Topeka,  or 
Wichita. 

Discovery 

Following  commencement  of  the  suit,  the  parties 
undertake  the  discovery  phase.  During  this  period, 
each  party  has  an  opportunity  to  discover  the  facts 
known  to  the  other  party  which  form  the  basis  of 
the  claims  or  defenses.  Three  techniques  are  rou- 
tinely employed: 

• Interrogatories  are  written  questions  which  re- 
quire sworn  answers  from  the  party  against  whom 
they  are  directed.  They  reach  not  only  the  knowl- 

(Continued  on  page  116) 
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CREATING  MEANING 
IN  CLINICAL  PRACTICE 

9th  Annual  Meeting  of  the  American 
Holistic 

Medical  Association 

JUNE  2-8,  1986 

Southwest  Missouri  State  University 
Springfield,  Missouri 

Co-sponsored  by  Forest  Institute  of  Professional  Psy- 
chology, Holos  Institutes  of  Health,  Institute  of  Lo- 
gotherapy  and  others.  Keynote  speakers  include  Dr. 
William  H.  Masters,  President  of  the  Board  of  Di- 
rectors, Masters  & Johnson  Institute.  Forty  compre- 
hensive presentations,  lectures,  intensive  workshops. 

Information,  brochure: 

Ms.  Jody  Trotter 

Rt.  1,  Box  127  — Fair  Grove,  MO  65648  — 
(417)  467-2900 


Neuronolysis 

(Continued  from  page  103) 

associated  with  neuronal  necrosis  in  the  subicular 
segment  of  the  ammon’s  horn.’^  These  lesions  were 
found  in  immature  newborns  with  history  of  res- 
piratory distress  and  with  a high  incidence  of  pul- 
monary lesions.  Ponto-subicular  neuronal  necrosis 
co-existed  with  other  perinatal  lesions,  such  as 
subependymal  and  intraventricular  hemorrhages, 
periventricular  infarcts,  or  kernicterus. 

In  the  present  case,  the  patient  had  myoclonus 
on  neurological  examination,  which  was  indicative 
of  neuronal  lesion  rather  than  white  matter  involve- 
ment. No  lesions  were  noted  in  the  hippocampus 
or  in  cerebellar  Purkinje  cells,  areas  that  show  ef- 
fects of  hypoxia.  The  primary  lesion  was  in  the  pons 
with  neuronal  degeneration.  Besides  hypoxia,  per- 
haps electrolyte  disturbances  and  rapid  corrections 
of  hyponatremia  were  other  contributing  factors. 
Clinically,  the  patient  was  also  an  alcoholic  with 


abnormal  liver  function,  a factor  commonly  asso- 
ciated with  central  demyelination  of  the  pons.  We 
can  only  speculate  as  to  the  exact  etiology  of  the 
selective  neuronal  loss  in  the  pons  in  this  case.  Hy- 
potension, hypoxia,  malnutrition,  and  the  rapidly 
corrected  hyponatremia  seem  to  be  contributing  fac- 
tors. Most  reports  dealing  with  neuronal  degener- 
ation in  the  pons  relate  to  hypoxia  and  pulmonary 
hemorrhages,  mostly  in  infants.  In  this  patient,  there 
are  two  documented  episodes  of  hypoxia  — at  the 
time  when  she  was  placed  on  ventilator,  and  just 
prior  to  her  death.  Otherwise,  throughout  her  course 
while  she  was  on  the  ventilator,  her  arterial  blood 
gases  remained  normal.  We  can  not  attribute  the 
neuronal  loss  to  hypoxia  alone,  as  other  parts  of  the 
brain,  such  as  the  Sommer’s  sector  and  the  cere- 
bellar Purkinje  cells,  were  unremarkable.  Selective 
neuronal  loss  in  the  pons  secondary  to  hypoxia  in 
adults  has  not  been  previously  reported  except  in 
Mac  Adams’  study  “of  infants  with  pulmonary 
hemorrhages.’’  We  believe  the  etiology  of  the  neu- 
ronal loss  is  unclear,  but  related  to  multiple  factors 
including  hypoxia,  hyponatremia,  alcoholism,  and 
malnutrition. 
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Cooper  Brothers,  Inc.: 

Experienced  Specialists  In  Medical  Facility  Development 


Cooper  Brothers,  Ino.  offers  physicians  a single  source 
of  responsibility  for  the  design,  financing  and  construction  of 
superior  medical  office  buildings  and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling 
— without  the  need  to  divert  attention  from  your  medical 
practice.  But,  you  don't  have  to  take  our  word  for  it.  We'll  gladly 
put  you  in  touch  with  our  past  clients  who  will  confirm  the  integrity 
of  our  company  and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists, 
you'll  have  a firm  price  for  your  new  facility  — a price  we  can 
guarantee  because  of  our  experience  in  completing  many 
successful  medical  facilities.  Our  experience  also  assures  that 
your  building  will  suit  your  working  style,  offer  energy-efficient 
operation  and  low-cost  maintenance,  while  reflecting  the 

unique  structural,  mechanical 
and  design  considerations 
of  highly  specialized 
medical  facilities. 


A 

COOPER 

BROTHERS 


500  Cooper  Center  • 7100  N,  Classen  Boulevard 
Oklahoma  City,  Oklahoma  73116-  405  842-6653 
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Blue  Cross  and  Blue  Shield 
of  Kansas.  . .we're  as 
close  as  your  phone! 


Just  use  our  Hot  Line  number 
1-800-432-3587  for  questions  about: 

• Policies  and  claim  procedures  • Government  Program  policies 

• Claims  problems  not  resolved  by  • Professional  Relations  matters  that 

regular  correspondence  need  a staff  member’s  help 


remember.  . . 

Calls  on  the  “HOT  LINE’’  cannot  be 
transferred  to  a specific  person 
because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number; 

TOPEKA  OFFICE  ■ 1-91 3-232-1 000 
WICHITA  OFFICE  - 1-316-686-7263 
DODGE  CITY  OFFICE  - 1-316-225-0884 

and  ask  for  the  person  by  name. 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 

and  don’t  forget.  . . 

When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations 
Representative  who  is  ready  to  help. 
Cali  for  your  Blue  Cross  and  Blue 
Shield  representative  by  name  or 
leave  your  rep  a message. 


Blue  Cross  and  Blue  Shield 

of  Kansas 

1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 
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Microscopic  Hematuria 

(Continued  from  page  100) 
eventually,  patient  education  and  intermittent  re- 
evaluation  are  necessary.  Patients  under  the  age  of 
40  years  can  be  followed  at  six-month  or  yearly 
intervals  with  a history,  physical  examination,  uri- 
nalysis, and  laboratory  evaluation  of  renal  func- 
tion.'*’ The  appearance  of  protein,  casts,  crystals  or 
leukocytes  in  the  urine,  in  addition  to  the  red  cells, 
should  be  noted.  Patients  over  the  age  of  40  years 
have  a much  higher  incidence  of  serious  renal  and 
urologic  disease,  and  their  periodic  work-ups  should 
also  include  I VP  and  cystoscopy. 

Conclusion 

In  summary,  hematuria  is  a warning  signal  in- 
dicating that  a serious  disorder  may  be  present  in 
the  kidneys  or  urinary  tract.  We  define  hematuria 
as  one  or  more  erythrocytes  per  high  power  field  of 
the  centrifuged  urinary  specimen.  Hematuria  always 
requires  a thorough  evaluation,  because  the  mag- 
nitude of  hematuria  bears  no  relationship  to  the  se- 
riousness of  the  underlying  pathology.  An  organized 
approach  to  the  diagnosis  of  hematuria,  based  on  a 
glomerular  or  nonglomerular  etiology,  provides  a 
practical  schema  for  diagnosis.  If  this  thorough 
evaluation  fails  to  identify  the  pathogenesis  of  the 
hematuria,  regular  followup  examinations  are  in- 
dicated. 
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Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
e.g.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillarxDe  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  rote  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.l.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 

ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy. 

CONICALLY  SIGNIRCANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seeh  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  arxl  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  rflany 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartfate  Injection  U.S.P.  Usefulness  of  dialysis  has  not  been  determined. 
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DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
10mg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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You've  worked  long  and  hard  for  that 
license  to  practice  medicine.  With 
malpractice  suits  becoming  more 
frequent,  why  risk  your  career's  reputation 
with  a company  not  totally  dedicated  to 
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about  your  good  reputation  as  ycu  are'’ 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  66808 

for  information  and  rates,  contact: 

Woodsman,  Frick  8c  Innis,  Inc. 

Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 


816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


Lawsuit 

(Continued  from  page  109) 

edge  of  the  party  but  also  knowledge  of  the  agents 
or  attorneys  of  the  party.  Interrogatories  are  help- 
ful in  identifying  witnesses,  documents  and  to 
obtain  specific  information. 

• Depositions  consist  of  questioning  witnesses,  in- 
cluding parties,  under  oath  before  a court  re- 
porter. 

• Requests  for  production  of  documents  seek  to 
require  the  party  against  whom  they  are  directed 
to  produce  for  inspection  and  copying  the  items 
identified  in  the  request. 

Discovery  proceeds  for  varying  lengths  of  time, 
based  upon  the  nature  and  complexity  of  the  case, 
and  the  requirements  of  the  court.  The  Kansas  Su- 
preme Court  has  adopted  guidelines  designed  to 
eliminate  delays  and  shorten  the  time  allowed  for 
discovery. 

Pretrial  Conference 

Prior  to  trial  and  at  about  the  conclusion  of  dis- 
covery, the  court  will  schedule  a pretrial  confer- 
ence. This  consists  of  a hearing  at  which  the  issues 
are  clarified,  and  a roadmap  for  future  discovery  is 
drawn. 

Summary  Judgment 

Summary  judgment  is  a method  of  judicially  de- 
termining legal  issues  upon  which  there  is  no  issue 
of  fact.  If  discovery  has  failed  to  identify  any  con- 
flicting evidence  upon  a claim  or  defense,  either 
party  may  move  for  summary  judgment.  If  granted, 
no  trial  is  needed  upon  the  issue  thus  resolved. 

Trial 

A trial  may  occur  either  before  the  judge  or  a 
jury,  depending  upon  the  nature  of  the  action.  Some 
types  of  cases  are  heard  only  by  a judge,  such  as 
injunctions  and  divorce  actions.  Damage  suits  may 
be  tried  by  a jury  if  requested  by  either  party.  Each 
part  is  permitted  to  introduce  evidence  upon  the 
issues  to  be  tried  with  the  jury  employing  the  law 
as  instructed  by  the  judge  to  resolve  the  issues. 
Verdicts  are  no  longer  required  to  be  unanimous  as 
the  law  requires  that  only  ten  agree  in  civil  cases. 

Appeal 

A judgment  by  a trial  court  may  be  appealed. 
Decisions  by  the  district  court  are  ordinarily  ap- 


pealed to  the  Court  of  Appeals  and  may  be  reviewed 
by  the  Supreme  Court.  An  appeal  does  not  consist 
of  a retrial  of  the  case,  but  rather  is  a review  of  the 
record  to  determine  if  the  parties  received  a fair 
trial.  If  the  appeals  court  finds  that  an  error  was 
made,  the  case  is  ordinarily  returned  to  the  trial 
court  for  rehearing. 


Hypertension 

(Continued  from  page  106) 

toward  control  of  blood  pressure  — more  marked 
in  mild  hypertensives  and  in  young  persons.  Many 
participants  also  report  that  the  training  is  valuable 
for  their  overall  well-being.  Control  with  these  tech- 
niques seems  to  be  relatively  short-lived,  and  many 
participants  return  to  baseline  blood  pressures  after 
a 6-12  month  period. 

Summary 

The  diagnosis  of  hypertension  should  be  carefully 
made  with  due  respect  to  confounding  issues.  Eval- 
uation of  the  hypertensive  should  emphasize  his- 
torical and  physical  clues  with  a more  discriminate 
use  of  the  laboratory.  Finally,  in  any  hypertensive, 
appropriate  non-drug  therapies  should  be  introduced 
with  the  expectation  of  easier  control  of  blood  pres- 
sure. 
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tension. N Engl  J Med  207:976-980,  1982. 
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Before  prescribing,  see  complete  prescribing  Information  in  SK&F  CO. 
literature  or  PD/?.  The  following  Is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  (io.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
I vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 

I use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 

i Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 

i especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 

? renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 

^ with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 

patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranuloc^osis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  In  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  In  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension". . . 
When  You  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
Y)ur  Assurance  of 


■ Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precai 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
■feur  assurance  of 
SK&F  quality 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


©SK&F  Co,,  1983 


IMA 

(Continued  from  page  98) 

a pleural  effusion  in  19  patients.  This  was  limited 
to  blunting  of  the  costophrenic  angle  85%  of  the 
time. 

Parasternal  pain  was  greater  than  average  in  1 1 
patients.  This  subsequently  subsided. 

Discussion 

At  present,  indications  for  surgical  revasculari- 
zation are  based  on  the  findings  of  multivessel  dis- 
ease, the  symptom  status  notwithstanding.^  In  single 
vessel  disease  the  indications  are  based  on  the  es- 
timate of  “myocardial  jeopardy the  proximal  one- 
third  left  anterior  descending  (LAD)  stenosis  is  con- 
sidered the  most  serious  with  the  highest  infarction 
mortality  rate.^  Percutaneous  transluminal  angio- 
plasty is  the  initial  therapeutic  choice  for  the  single 
vessel  group.  The  status  of  left  ventricular  function 
and  the  extent  of  coronary  atherosclerosis  are  the 
most  important  predictors  of  longevity,  not  severity 
of  angina  nor  any  combination  of  risk  factors.^ 

The  high  patency  rate  of  the  IMA  (99%  early 
patency  which  compares  favorably  to  the  Cleveland 
Clinic  reported  results  of  98.5%  at  14  months)  and 
the  low  attrition  rate  of  the  IMA^  is  particularly 
important  since  the  IMA  is  mostly  used  to  graft  the 
vessel  responsible  for  the  highest  cause  of  death, 
the  LAD. 

Extrapolating  the  patency  rate  is  representative 
in  this  group  since  catheterization  involved  the  high- 
est risk  group.  Routine  postoperative  catheterization 
is  no  longer  economically  affordable. 

Conclusions 

The  IMA  is  an  excellent  conduit  with  excellent 
patency  rates  (99%)  and  low  mortality  rates  (1%). 
It  is  recommended  for  all  patients  who  require  LAD 
grafting,  especially  those  under  the  age  of  70  years 
where  long  term  patency  is  of  prime  importance.  It 
is  also  especially  useful  for  re-do  operations  and 
other  conditions  where  the  saphenous  veins  are  not 
available  or  suitable. 
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Rectal  Examination 

(Continued  from  page  97) 

matory  studies  are  again  indicated  before  a decision 
regarding  further  management  can  be  formulated. 
(On  more  than  one  occasion,  an  examination  by  the 
gynecologist  of  a patient  in  the  lithotomy  position 
has  failed  to  demonstrate  such  an  abnormal  ovary.) 

The  most  striking  of  the  three  entities  described 
is  the  multinodular  mass  originating  in  previous  at- 
tacks of  diverticulitis  of  the  sigmoid  colon.  The 
tortuosity  of  the  sigmoid  is  variable,  but  is  often  so 
marked  that,  although  the  nodules  are  most  often 
revealed  by  the  examining  finger  high  on  the  left  in 
the  concavity  of  the  sacrum,  they  also  may  be  felt 
well  over  into  the  midline  and  rarely  somewhat  to 
the  right.  This  is  a finding  most  often  detected  in 
elderly  females,  and  is  especially  prominent  when 
the  cervix  has  been  removed  by  an  earlier  hyster- 
ectomy. This  author  has  not  identified  it  in  a male. 

A perfunctory  examination  of  the  rectum,  no  mat- 
ter what  the  patient’s  position,  will  rarely  disclose 
the  sort  of  pathologic  lesions  mentioned  here.  The 
examiner  must  not  hurry,  and  should  explain  to  the 
patient  that  s/he  is  being  meticulously  thorough  in 
a conscious  effort  to  avoid  omissions.  Finally,  if 
there  is  doubt  as  to  whether  a palpable  mass  is  fecal 
content  in  the  colon,  an  enema  followed  by  a repeat 
examination  is  indicated. 

To  summarize,  the  left  lateral  position  for  ex- 
amination of  the  rectum  offers  an  often  unrecog- 
nized potential  for  the  discovery  of  pathologic  lesions 
in  the  cul-de-sac,  and  therefore  is  a technique  de- 
serving of  inclusion  in  the  routine  physical  exami- 
nations performed  by  all  physicians. 
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Childhood  Obesity  & Cholesterol 

Susceptibility  to  heart  attack  can  be  detected  in 
children  as  young  as  12  years,  according  to  a recent 
study  reported  in  the  Journal  of  the  American  Med- 
ical Association.  Researchers  tracked  1,598 
youngsters  from  ages  5 to  12  years  and  found  that 
increases  in  obesity  in  youth  are  accompanied  by 
an  increasingly  atherogenic  lipoprotein  profile. 

Measured  were  increases  in  triceps  skin-fold 
thickness  — the  muscle  and  flesh  directly  below  the 
biceps  in  the  arm  — in  relation  to  changes  in  total 
blood  cholesterol,  blood  triglycerides,  and  low-  and 
very  low-density  lipoprotein  cholesterol,  elevations 
of  which  are  associated  with  increased  risk  of  heart 
disease.  Findings  demonstrated  “significant  posi- 
tive correlations”  between  increases  in  triceps 
thickness  and  elevations  in  blood  lipids  associated 
with  heart  disease. 

“Although  females  showed  the  largest  increases 
in  triceps  skin-fold  thickness,  most  associations  were 
stronger  in  males,”  according  to  the  researchers. 
“Obesity-related  changes  in  serum  lipids  and  lip- 
oprotein levels  during  childhood  may  play  a role  in 
the  initiation  of  atherosclerosis.  In  adolescents  and 
young  adults,  total  cholesterol  and  low-density 
lipoprotein  cholesterol  levels  are  strongly  related  to 
aortic  fatty  streaks,  and  very  low-density  lipoprotein 
levels  are  associated  with  fatty  streaks  in  the  cor- 
onary arteries.” 

It  was  noted  that  intervention  programs  among 
adults  demonstrate  a positive  association  between 
weight  loss  and  reduction  of  heart  disease  risks, 
measured  by  changes  in  blood  lipids.  The  research- 
ers conelude  that  since  the  effects  of  weight  loss  on 
cardiovascular  disease  risk  factors  may  be  greater 
in  younger  than  in  older  individuals,  effective  car- 
diovascular disease  intervention  should  focus  on 
prevention  of  excessive  weight  gain  in  childhood 
and  adolescence. 


UPDATE:  Kansas  SRS  Child 
Protection  Services 

In  January  1986,  1,419  reports  of  abuse/neglect 
were  received.  Twenty-four  per  cent  were  con- 
firmed and  37%  were  found  eligible  for  services. 
There  were  227  reports  of  sexual  abuse  — 44% 
were  confirmed  and  21%  were  eligible  for  services. 

There  is  an  8%  decrease  in  the  number  of  abuse/ 
neglect  reports  received  during  the  first  six  months 


of  FY  86  compared  to  the  first  six  months  of  FY 
85.  There  is  a 5%  decrease  in  the  confirmation  rate. 
Sexual  abuse  reports  have  increased  17%;  the  sexual 
abuse  confirmation  rate  has  decreased  11%,  from 
61%  to  50%. 

In  January,  278  children  were  reported  as  not 
attending  school  as  required.  Cases  were  opened  for 
35%  (98)  of  them.  There  were  526  reports  of  other 
children  in  need  of  care;  cases  were  opened  for  50% 
(262)  of  the  children. 

During  the  first  six  months  of  FY  86,  there  was 
a 7%  decrease  in  the  number  of  reports  received  for 
children  not  attending  school  as  required.  The  num- 
ber of  school  cases  opened  during  that  period  in-: 
creased  10%.  In  the  current  year  there  is  a 40%' 
increase  in  the  number  of  children  reported  in  need  j 
of  care  other  than  school  attendance,  and  an  8%| 
increase  in  the  number  of  cases  opened.  , 


Hepatitis  B Transmission  from  i 
Surgeon  | 

Transmission  of  hepatitis  infection  to  five  patients ' 
by  an  obstetric-gynecologic  surgeon  underscores  the  | 
need  for  medical  care  personnel  to  receive  vacci- 
nations against  the  virus.  A recent  investigation  by  I 
the  Centers  for  Disease  Control  documented  that  the  , 
surgeon  was  hepatitis  B surface  antigen  and  hepa- 1 
titis  B e antigen  positive.  They  reported  that  all  five  i 
patients  had  hepatitis  B subtype  that  matched  that 
of  the  surgeon  and  no  other  identifiable  risk  factors  i 
for  hepatitis  B viral  infection. 

The  surgeon  had  practiced  obstetrics-gynecology  i 
in  an  urban  setting  for  more  than  20  years.  He  was , 
in  good  health  with  no  dermatitis  or  other  skin  le-  i 
sions  on  his  hands,  but  he  had  been  infected  in  1983  ! 
and  was  hepatitis  B surface  antigen  positive. 

Despite  precautions  initiated  after  the  first  two 
cases  were  identified,  five  patients  were  ultimately ! 
affected.  After  that,  a partial  restriction  of  surgical 
privileges  was  imposed  on  the  surgeon  by  local 
health  authorities. 

Similar  outbreaks  have  occurred  elsewhere.  “Full: 
utilization  of  the  currently  available  inactivated  hep- ; 
atitis  B vaccine  by  health  care  workers  could  com- 1 
pletely  interrupt  nosocomial  hepatitis  B trans- 
mission,” say  researchers. 
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CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Dead- 
line is  20th  of  the  month  preceding  month  of  publication. 
Box  numbers  are  available  at  no  charge.  All  advertisements 
are  accepted  subject  to  approval  by  the  Editorial  Board. 


EXCELLENT  OPPORTUNITY  for  a family  physician  exists 
in  Western  Kansas.  Small  town  solo  practice  with  a local  hos- 
pital. Present  physician  leaving  to  return  to  teaching.  Send 
personal  summary  for  more  information  to  Box  #1-0186,  c/o 
KANSAS  MEDICINE,  1300  Toppeka  Avenue,  Topeka  KS 
66612. 


BC/BE  PEDIATRICIAN  to  affiliate  in  a well-established 
practice  in  Kansas.  Subspecialty  interest  welcomed.  University 
location  with  drawing  area  of  70,000.  Guaranteed  salary  leading 
to  partnership.  Reply  to  Box  #1-0486,  c/o  KANSAS  MEDI- 
CINE, 1300  Topeka  Avenue,  Topeka  KS  66612. 


FAMILY  PRACTICE  physician  to  join  a multispecialty  part- 
nership of  5 doctors  in  southeast  Kansas.  Immediate  opening. 
Guaranteed  income  first  year,  then  a partner.  Send  curriculum 
vitae  to  Box  #2-0486,  c/o  KANSAS  MEDICINE,  1300  Topeka 
Avenue,  Topeka  KS  66612;  or  call  316-421-0600. 


UNIFIED 


MEMBERSHIP 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


MID-AMERICA  COMPUTING,  INC. 


OUR 

i .-z 

COMPUTER 

X 

POWER!! 

• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 

Name Title 

Practice  Name 

Telephone 

Address 

City State Zip. 


k.  MID-AMERICA 

COMPUTING,  INC. 


1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOODLAWN,  WICHITA,  KS  67208 
(316)  683-8521 
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topeka  Ollergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 
Monthly  consultation  clinics  held  in  Hays  and  Salina 
MEDICAL  PLAZA  • W.  1 0TH  & GARFI  ELD  • 234-2663  • TOPEKA,  KANSAS  66604 


This  space  available  for  YOUR  listing 
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One  column-inch  $50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 


For  information,  call  the  KMS  office 
1-800-332-0156 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS "® 


@ . . highly  effective 

for  both  sleep  induction  and 
sleep  maintenance  A Hi 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  fol  lowi  ng  day 


Psychiatrist 

California 


' . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /Z691- 
697  Jul-Aug  1971,  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8. 356-363,  Sep  1975,  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  /9, 576-583,  May  1976,  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther32:78]-788,  Dec  1982,  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Gerlatr  Sac  27:5A]-5A6,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  JCIIn  Psychopharmacol 3:'\A0-]8Q.  Apr  1983, 

8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21:355-36], 

Mar  1977, 


brond  of 

flurazepam  FICI/Roche  (w 

Before  prescribing,  please  consulf  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  In  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  doy  following  use  for 
nighttime  sedation.  This  potentiai  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  In  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  In  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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It's  headed  that  way.  With  malpractice  suits  on  the  rise,  j 
doctors  need  to  know  law  as  well  as  they  know  medicine  i 

■1 

Our  counsel?  Why  not  concentrate  on  your  practice, 
and  let  Medical  Defense  Insurance  Company  concentrate! 
on  your  legal  protection  against  malpractice  suits.  At  MDI'| 
we  otter  the  kind  of  legal  protection  you  can  depend  on 
because  we're  operated  by  health  care  providers.  We 
recognize  and  appreciate  the  needs  of  today's  physicians! 

Call  us  and  let  MDI  tell  you  more.  After  all,  since  you 
were  trained  as  a physician , . . you  shouldn't  be  ,, 

practicing  low. 
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Springfield,  Missouri  65808 
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816-421-7788 
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Elizabeth  Alexander,  Wichita  ..  316/685-8231 
John  A.  Billingsley, 

Olathe 913/782-1855 

Victor  H.  Hildyard  II,  Colby...  913/462-3332 
Connie  M.  Marsh,  Halstead....  316/835-3435 

James  I.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City ....  316/276-7689 
Don  R.  Tillotson,  Ulysses 316/356-1261 


Donald  R.  Tucker,  Lawrence  ..913/354-5275 
Virginia  L.  Tucker,  Topeka 913/862-9360 


Ext.  215 

Nancy  J.  Welsh,  Topeka 913/354-5240 

Jackie  Burnett,  R.N., 

Halstead 316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 


Cover  Story 

(The  cover  of  this  month’s  issue  o/ Kansas  Medicine 
introduces  a series  of  maps  of  historical  interest  which 
will  be  presented  on  the  cover  in  coming  months.  We 
are  indebted  to  Robert  W.  Baughman  whose  remarkable 
book,  Kansas  in  Maps,  provides  much  of  the  material 
for  the  series  and  to  the  Kansas  State  Historical  Society 
for  permission  to  reproduce  them.) 

Seekers  of  promotional  development  of  Kansas  could, 
with  justification,  use  the  “Six  Flags  Over — ” theme. 
The  area  which  is  now  the  34th  state  has,  indeed,  had 
as  many  landlords,  beginning  with  the  Spanish  (not  for- 
getting the  original  tenants  of  whom  mention  later)  who 
found  it  disappointing  since  the  expected  gold  was  not 
in  evidence.  They  did  note  the  rich  soil  but  were  not 
looking  for  that  kind  of  work  and  they  retired,  leaving 
a few  artifacts  and  the  name  “Quivira.”  The  cover  map 
(1758)  shows  that  the  French  were  not  reluctant  to  claim 
extensive  areas  based  on  the  presence  of  explorers,  trap- 
pers, missionaries,  and  merchants  along  waterways.  But 
there  were  many  claimants  over  the  years,  and  the  French 
claims  diminished  after  the  French  and  Indian  Wars,  and 
by  1 803  they  were  willing  to  cut  their  losses  and  sell  off 
their  vast  real  estate  and  tenuous  claims. 

The  Mexico-Texas  contention  entered  the  picture  since 
the  former  claimed  the  land  to  the  north  at  least  as  far 
as  the  Arkansas  River.  However,  Sam  Houston  and  the 
others  settled  that  matter  and  assumed  the  claim,  but 
exchanged  it  for  statehood.  Meantime,  the  United  States 
were  increasing  in  maturity,  strength  and  extent,  and  it 
became,  of  course.  Manifest  Destiny  for  the  country  to 
move  west.  The  slavery  question  (and  others)  crystal- 
lized the  role  of  the  territory  and  brought  into  being  the 
state  which  is  shown  in  outline  on  the  map  — an  accurate 
outline  in  itself,  but  unintentionally  stressing  some  in- 
accuracies in  the  French  cartographers’  concepts. 

It  should  be  acknowledged  that  this  admittedly  dis- 
criminatory catalog  of  claims  ignores  those  of  the, orig- 
inal inhabitants.  At  least  25  Indian  tribes  called  portions 
of  the  area  theirs  over  the  years,  and  if  they  left  no  flags 
or  defined  borders  (beyond  what  strength  could  determine 
at  a given  moment),  they  are  remembered  by  numerous 
place  names  and  terms  which  they  have  left  (as  well  as 
a sense  of  guilt  on  the  part  of  the  current  occupants). 

Both  native  and  invading  groups  did  combine  in  one 
unintentional  accomplishment.  Among  them,  they  left 
more  than  80  spellings  of  the  name.  Perhaps  it  was  the 
final  decision  to  go  with  “Kansas”  that  constituted  the 
“aspera”  that  had  to  be  overcome  in  reaching  the  “astra.” 
— D.E.G. 
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A special 
practice  for 
specialists 

If  you’re  a surgeon  or  OB/GYN  or  other  medical 
specialist,  the  Air  Force  may  have  a special  practice 
for  you. 

What  makes  it  special?  You’ll  enjoy  an  excellent 
pay  and  benefits  package.  Your  regular  working 
hours  will  allow  you  to  spend  more  time  with  your 
family.  You’ll  receive  30  days  of  vacation  with  pay 
each  year.  And  you  will  work  with  modern  equipment 
and  some  of  the  most  highly  trained  professionals  in 
the  world,  serving  your  country  and  your  patients. 
Now  that’s  special! 

Find  out  just  how  special 
your  practice  can  be. 


In  Kansas  City  call: 
MSgt  Bill  Bostedo 
913-236-3256 


In  Vyichita  call: 

MSgt  Jim  LaGrone 
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Hours  after  dose  (steady  state) 


INDERALLA 
avoids  the  sharp  peal 
seen  with  atenolol 


Blood  pressxire  controUec 


Smooth  blood  pressure 
control  and  well  tolerated 


^Once-daily 

INDERALLA 

0mmnaHO) 


Long  Acting 
Capsules 


Once-daily  INDER  AL  LA  (propranolol  HCl)  kee|j 
life  simple  for  the  patient.  A single  dose  provides  . 

24-hour  blood  pressure  control.  Convenient  and  w('| 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patien'i 
found  a low  incidence  of  side  effects  with  INDER/ 1 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 
INDERAL  LA  should  not  be  used  in  the  presence^ 
congestive  heart  failure,  sinus  bradycardia,  cardiog  t 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


inolol  over  24  hours*' 


! Smooth,  consistent 
1 plasma  drug  levels 
lover  24  hours 


I Full,  24-hour  blood 
j pressure  control 


with  INDERAL  LA 
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tod  feeling  good 

Added  blood  pressure 
control  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.  ^ 

4s  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories, 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  Is  contraindicated  in:  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  Is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures, 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  Insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  Indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  Is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension, 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug. 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Once-dailv 


Each  capsule  contains  propranolol  HCI  (INDERAL’^  LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  BOmig 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories. 


NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  In  children  have  not  been  established. 

Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

the  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY:  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult. 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure;  Intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Autoimmune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia-,  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impotence;  and 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity.  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness:  restlessness; 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn. 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Hospital  Overpayments 

Hospitals  have  been  overpaid  under  Medicare’s 
prospective  pricing  system,  and  unless  the  data  the 
rates  are  based  on  are  corrected,  overpayments  could 
total  more  than  $8  billion  during  the  next  five  years. 
The  General  Accounting  Office  (GAO)  has  con- 
cluded that  errors  made  during  the  construction  of 
the  diagnosis  related  groups  (DRGs)  will  result  in 
Medicare  payments  to  hospitals  4.3%  or  $940  mil- 
lion higher  in  fiscal  1986  than  they  should  have 
been. 

Congress  is  considering  a proposal  from  the  Health 
Care  Financing  Administration  (HCFA)  to  freeze 
DRGs  next  year,  and  the  GAO  report  could  serve 
as  a supporting  rationale. 

Hospitals  are  citing  a recommendation  by  the  Pro- 
spective Payment  Assessment  Commission  (PRO- 
PAC)  — created  by  Congress  to  give  advice  on 
DRG  rates  — as  evidence  that  a freeze  is  untenable . 
Their  formula  would  increase  rates  by  1-3%  during 
the  next  year.  American  Hospital  Association  (AHA) 
officials  have  told  Congress  that  under  the  present 
DRG  system,  hospitals  need  at  least  a 4%  increase 
in  fiscal  1986  to  continue  services  at  their  current 
level. 

The  AHA  and  other  hospital  groups,  apparently 
resigned  to  the  freeze,  are  concentrating  on  revi- 
sions in  the  DRG  system.  These  include:  an  increase 
for  hospitals  that  serve  a “disproportionate  share’’ 
of  indigent  and/or  Medicare  patients;  changes  in  the 
wage  indexes  believed  to  discriminate  against  rural 
hospitals;  and  some  form  of  protection  for  hospitals 
whose  rates  would  be  rolled  back  under  current 
budget  proposals.  It  has  been  estimated  that  dispro- 
portionate share  adjustments  might  shift  about  $250 
million  to  these  hospitals  from  all  others.  Wage 
price  index  adjustments  would  increase  reimburse- 
ments to  some  states  and  decrease  them  to  others; 
however,  the  effects  would  vary  by  hospital  within 
a state.  It  is  expected  that  no  adjustments  will  be 
made  retroactive. 

Hospital  related  organizations  disagree  on  the  de- 
sirability of  a proposed  delay  in  the  transition  proc- 
ess. 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 

Name Title 

Practice  Name 

Telephone 

Address 

City State Zip 

k.  MID-AMERICA 

COMPUTING,  INC. 

1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION.  KS  66215 
(913)  492-8805 

555  N.  WOODLAWN,  WICHITA,  KS  67208 
(316)  683-8521 
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THE  JOURNALOF  FAMILY  PRACTICE  •John  R Geyman,  MD,  Editor 


® Reaches  over  74,000  physicians 
monthly 

• More  citations  in  Index  Medicus  for 
family  practice  than  any  other  journal 

• Ranked  first  as  the  most  prestigious 
medical  journal  among  family 
physician  educators 

• Peer  reviewed  by  experts  in  family 
medicine 


The  Journal  Division 
Appleton-Century-Crofts 
25  Van  Zant  St. 

E.  Norwalk,  CT  06855 
(203)  838-4400 


DIRECTOR, 

DIVISION  OF  HEALTH 

The  Kansas  Department  of  Health  and  Environment 
is  seeking  a highly  qualified  and  energetic  individual 
to  serve  as  Director  for  the  Agency's  Division  of  Health. 

Director's  responsibilities  involve  the  supervision  and 
administration  of  4 bureaus  within  the  Division  of 
Health,  advising  the  Secretary  of  Health  and  Envi- 
ronment on  issues  affecting  health  policy,  completion 
of  special  assignments,  studies  and  projects  at  the 
request  of  the  Secretary,  and  representing  the  Sec- 
retary on  councils,  committees,  and  at  legislative 
hearings  concerning  health  matters. 

Candidates  must  be  M.D.s  or  D.V.M.s  with  at  least 
2 years  experience  and  training  in  the  field  of  com- 
munity health.  Candidates  also  possessing  a Masters 
in  Public  Health  are  preferred.  An  additional  2 years 
experience  as  a physician  in  public  health  work  may 
substitute  for  the  Masters  degree. 

interested  individuals  may  direct  resumes  and  salary 
requirements,  as  well  as  any  inquiries,  to  the  Personnel 
Office,  Bldg.  #740,  Forbes  Field,  Topeka,  Kansas 
66620.  Phone  (913)  862-9360.  Application  deadline 
is  May  31,  1986. 

An  EEO/ Affirmative  Action  Employer. 
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Histoplasmosis  Therapy 

MICHAEL  D.  DUNLAP,  M.D.,*  Atchison,  HEWITT  C.  GOODPASTURE,  M.D.,t  Wichita 


Although  histoplasmosis  is  generally  a mild,  self- 
limited fungal  infection,  occasionally  life  threat- 
ening dissemination  occurs  even  in  patients  who 
appear  to  have  intact  cell  mediated  immunity.  Am- 
photericin B has  been  the  only  predictably  effective 
antimicrobial  agent  in  treatment  of  disseminated  his- 
toplasmosis. Prolonged  therapy  (>  30  mg/kg)  is 
generally  recommended,'  although  isolated  reports 
of  effective  short  course  therapy  (<500  mg)  have 
appeared  in  the  literature.^  In  1981,  ketoconazole, 
an  oral  fungal  agent,  was  released  for  treatment  of 
systemic  fungal  infection.  Ketoconazole  is  fungi- 
static rather  than  fungicidal,  but  in-vitro  testing  on 
26  strains  showed  an  MIC  range  of  .I-.5  mcg/ml.^ 
In  addition,  there  is  some  evidence  that  ketocona- 
zole may  have  an  enhancing  effect  on  phagocytic 
cells  as  a part  of  its  mechanism  of  action  against 
fungal  organisms  in-vivo  ^ Slama^  and  Hawkins^  have 
reported  small  numbers  of  patients  with  progressive 
disseminated  histoplasmosis  who  have  had  a favor- 
able clinical  response  to  ketoconazole.  Based  on 
this  data,  we  elected  to  use  ketoconazole  as  fol- 
lowup therapy  for  low  dose  amphotericin  B therapy 
in  treating  disseminated  histoplasmosis  infection. 

Case  Report 

A 12-year-old  white  male  complained  of  a three 
week  history  of  mild  sore  throat,  coryza,  fatigue, 
and  malaise.  There  had  been  no  fever  or  cough,  but 
he  had  occasional  sternal  chest  pains  with  deep  in- 
spiration. The  initial  examination  revealed  a pale, 
thin,  young  male  with  minimal  discomfort  from  his 
complaints.  Vital  signs  were  normal  and  he  was 


*Emergency  Physician,  Heartland  East  Hospital,  St.  Joseph, 
Missouri. 

tClinical  Associate  Professor,  Department  of  Internal  Med- 
icine, University  of  Kansas  School  of  Medicine-Wichita. 

Address  reprint  requests  to  Dr.  Dunlap,  1 120  So.  4th  Street, 
Atchison  KS  66002. 


afebrile.  He  had  several  palpable,  non-tender  an- 
terior cervical  lymph  nodes  but  no  other  lymphad- 
enopathy.  The  lung  fields  were  clear  to  auscultation 
and  the  results  of  abdominal  examination  were  nor- 
mal. Chest  x-ray  showed  multiple  5-8  mm  nodules 
of  homogenous  density  scattered  throughout  both 
lung  fields  (Figure  la).  Computerized  tomographic 
scanning  of  the  chest  and  abdomen  demonstrated 
the  diffuse  pulmonary  nodules  and  also  revealed 
multiple  low  density  areas  of  varying  size  in  the 
liver  and  spleen  (Figure  lb).  The  CT  scan  also 
showed  lymphadenopathy  in  the  retroperitoneal 
space.  Hematologic  and  biochemical  studies  were 
essentially  normal  except  for  a mild  anemia.  A sin- 
gle histoplasmosis  complement  fixation  titer  (yeast 
phase)  was  greater  than  1:32,  and  a histoplasmin 


Figure  la.  Multiple  pulmonary  nodules  in  a young 
male  with  histoplasmosis. 
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Figure  lb.  CT  of  abdomen  in  same  patient  suggesting 
liver  and  spleen  dissemination  of  histoplasmosis. 


skin  test  (performed  after  the  serology  was  obtained) 
was  positive. 

The  patient  underwent  bronchoscopy,  bone  mar- 
row biopsy,  and  exploratory  laparotomy  with  biop- 
sies of  the  liver  and  numerous  abdominal  lymph 
nodes.  Fungal  cultures  of  bronchial  aspirations, 
blood,  bone  marrow,  urine,  and  liver  tissue  were 
taken  although  all  were  subsequently  determined  to 
be  negative.  Many  noncaseating  granulomas  were 
indentified  {Figure  2a)  by  histologic  staining  of  the 
specimens.  Some  of  the  specimens  stained  with  Go- 
mori’s  methenamine  silver  showed  fungal  orga- 
nisms consistent  in  appearance  with  the  yeast  form 
of  Histoplasma  capsulatum  (Figure  2b). 

The  patient  was  given  amphotericin  in  a gradually 
increasing  dose  over  a five  day  period  until  a dose 
of  .5  mg/kg/day  was  reached  using  a standard  pro- 


Figure 2a.  Histologic  stains  of  periaortic  and  celiac 
lymph  nodes  sampled  at  exploratory  laparotomy  illus- 
trating noncaseating  granulomas. 


tocol.’He  was  dismissed  from  the  hospital  on  day 
seven  of  amphotericin  therapy.  As  an  outpatient  he 
continued  to  receive  amphotericin  through  an  in- 
dwelling Hickman  catheter  at  a dosage  of  .5  mg/kg 
every  other  day  until  a total  of  500  mg  of  ampho- 
tericin B had  been  given  over  approximately  six 
weeks.  At  this  point  the  central  catheter  was  re- 
moved and  the  patient  was  started  on  ketoconazole 
at  a dosage  of  200  mg/day  for  a total  of  six  weeks. 

The  patient  experienced  no  apparent  side  effects 
or  toxicity  from  the  regimen  outlined  above.  The 
pulmonary  lesions  began  to  resolve  quickly  as  shown 
on  followup  chest  x-rays  obtained  at  the  end  of  the 
13th  week  of  therapy.  A final  evaluation  obtained 
seven  months  after  completion  of  treatment  showed 
complete  clearing  of  the  nodular  pulmonary  den- 
sities on  the  chest  x-ray  (Figure  3),  and  resolution 
of  the  hepatic  and  splenic  lesions  on  the  abdominal 
CT  scan.  The  patient  has  been  followed  for  an  ad- 
ditional 18  months  since  these  last  studies  without 
evidence  of  relapse.  He  appears  to  be  entirely  healthy 
and  has  undergone  normal  growth  and  pubertal  de- 
velopment. 

Discussion 

During  the  1978-1979  histoplasmosis  outbreak  in 
Indianapolis,  Indiana,  Slama  successfully  treated 
seven  of  seven  non-compromised  patients  with  dis- 
seminated histoplasmosis  using  ketoconazole  200 
mg/day  for  a duration  of  three  to  six  months.^  In 
1981,  Hawkins  et  al  reported  four  patients  suc- 
cessfully treated  with  200-400  mg  of  ketoconazole 
daily  for  one  year.^  Although  ketoconazole  has  not 
been  effective  alone  in  patients  with  compromised 
host  defense, ‘ it  has  been  used  successfully  to 

} 


Figure  2b.  Gomori’s  methenamine  silver  staining  of 
celiac  lymph  node  specimens  demonstrating  yeast  form 
of  Histoplasma  capsulatum. 
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Figure  3.  Chest  x-ray  seven  months  after  completion 
of  the  13-week  combination  treatment  course  showing 
complete  clearing  of  the  nodular  pulmonary  densities. 
The  chest  x-ray  18  months  post-treatment  was  similar. 

suppress  histoplasma  relapse  following  full  dose 
amphotericin  therapy  (35  mg/kg)  in  a patient  with 
acquired  immune  deficiency  syndrome.* 

Although  our  patient  had  evidence  of  wide-spread 
disease,  there  were  few  viable  organisms  (mani- 
fested by  negative  cultures)  and  his  cell  mediated 
immunity  was  intact  as  evidenced  by  a positive  his- 
toplasmin  skin  test.  We  felt  this  situation  indicated 
that  the  likelihood  of  a favorable  response  was  great 
in  sequencing  low  dose  amphotericin  B and  keto- 
conazole.  In  some  laboratory  animal  experiments 
the  combination  of  amphotericin  B and  ketocona- 
zole  given  simultaneously  has  appeared  to  have  ad- 
ditional therapeutic  effect;^  however,  there  are 
theoretical  and  experimental  grounds  for  avoiding 
the  simultaneous  combination  due  to  potential  an- 
tagonism.Our  rationale  was  to  combine  the  initial 
fungicidal  properties  of  amphotericin  with  the  pro- 
longed therapeutic  advantages  of  ketoconazole  as  a 
static  agent  to  enhance  cell  mediated  immunity. 

Ketoconazole  has  been  extremely  well  tolerated 
overall  although  small  numbers  of  patients  (1  in 
12,000)  have  developed  severe  liver  toxicity  and 
about  11%  will  show  “silent”  abnormalities  of  liver 
enzymes  which  appear  to  resolve  as  therapy  is  con- 
tinued." We  did  not  observe  hepatotoxicity  in  our 
patient  and  he  has  gone  through  what  appears  to  be 


^ 

a normal  puberty  despite  theoretical  concerns  that 
have  been  raised  concerning  ketoconazole ’s  capac- 
ity to  suppress  testosterone  and  other  steroid  hor- 
mone production. The  dosage  we  used  (200  mg/ 
day),  is  consistent  with  the  low  dose  regimen  used 
to  treat  some  patients  with  histoplasmosis.  Based 
on  the  pharmacology  and  anticipated  activity  of  the 
drug  against  the  organism,  single  daily  dosing  would 
appear  appropriate. 

Since  ketoconazole  is  only  a static  agent,  one 
might  anticipate  relapses  in  a certain  number  of 
patients  treated  with  this  drug  alone,  particularly 
those  showing  signs  of  compromised  cell  mediated 
immunity  at  the  time  therapy  is  initiated.  On  the 
other  hand,  we  believe  that  our  patient  and  the  ex- 
perience previously  reported  in  the  literature  justi- 
fies consideration  of  this  drug  as  followup  therapy 
for  lower  doses  of  amphotericin  B than  those  tra- 
ditionally recommended  in  treating  certain  patients 
with  disseminated  histoplasmosis.  The  apparent 
success  of  this  regimen  in  our  patient  would  justify 
examination  of  such  a therapeutic  strategy  in  a larger 
number  of  patients  with  comparable  severity  of  in- 
fection. 

References 

1 . Sathapatayavongs  B et  al:  Clinical  and  laboratory  features 
of  disseminated  histoplasmosis  during  two  large  urban  out- 
breaks. Medicine  62:263-270,  1983. 

2.  Fosson  AR,  Wheeler  WE:  Short-term  amphotericin  B 
treatment  of  severe  childhood  histoplasmosis.  J Pediatr  86:32- 
36,  1975. 

3.  Jones  HE:  Ketoconazole.  Progress  in  diseases  of  the  skin 
2.  New  York,  Grune  & Stratton,  pp  217-233,  1984. 

4.  Borgers  M et  al:  The  mechanism  of  action  of  the  new 
antimycotic  ketoconazole.  Am  J Med  74:2-8,  1983. 

5.  Slama  TG:  Treatment  of  disseminated  and  progressive 
cavitary  histoplasmosis  with  ketoconazole.  Am  J Med  74:70- 
73,  1983. 

6.  Hawkins  SS  et  al:  Progressive  disseminated  histoplas- 
mosis: Eavorable  response  to  ketoconazole.  Ann  Intern  Med 
95:446-449,  1981. 

7.  Goodpasture  HC  et  al:  Clinical  correlations  during  am- 
photericin B therapy.  J Kans  Med  Soc  73:486-490,  1972. 

8.  Wheat  LJ  et  al:  Histoplasmosis  in  the  acquired  immune 
deficiency  syndrome.  Am  J Med  78:203-210,  1985. 

9.  Graybill  JR  et  al:  Combination  therapy  of  experimental 
histoplasmosis  and  cryptococcosis  with  amphotericin  B and 
ketoconazole.  Rev  Infect  Dis  2:551-558,  1980. 

10.  Cosgrove  RE  et  al:  In  vitro  studies  of  amphotericin  B 
in  combination  with  the  imidazole  antifungal  compounds  clo- 
trimazole and  miconazole.  J Infect  Dis  138:681-685,  1978. 

1 1.  Janssen  PAJ,  Symoens  JE:  Hepatic  reactions  during  kc- 
toconazole  treatment.  Am  J Med  74:80-85,  1983. 

12.  Pont  A et  al:  High-dose  ketoconazole  therapy  and  adrenal 
and  testicular  function  in  humans.  Arch  Intern  Med  144:2150- 
2153,  1984. 


Kansas  Medicine  • May  1986  • 129 


w 


Panic  Disorder:  The  Great  Mimic 

D.  ANN  VAUGHAN,  M.D.;  SAM  CASTELLANI,  M.D.;  MARC  QUILLEN,  Ph.D.; 
WILLIAM  R.  LeVINE,  M.D.;  LYDIA  HO,  Ph.D.;  MORRIS  HUND,  M.D.  and 
BERYL  SILKEY,  M.S.,  Wichita 


Panic  disorder  (PD)  begins  with  sudden  unpro- 
voked attacks  of  intense  anxiety  accompanied  by 
various  physical  symptoms.  In  contrast  to  chronic 
anxiety,  these  panic  attacks  are  experienced  as  dis- 
crete episodes  that  begin  abruptly  without  identifi- 
able cause,  build  quickly  to  a severe  level  of  panic 
and  usually  subside  within  an  hour.'  The  physical 
symptoms  are  frightening  to  patients  and  are  often 
interpreted  as  symptoms  of  physical  illness;  they  are 
mainly  cardiopulmonary  in  nature  but  also  include 
neurologic  and  psychiatric  manifestations.  The  di- 
agnostic criteria  for  PD  in  the  Diagnostic  and  Sta- 
tistical Manual  of  Mental  Disorders  (DSM  III),  1980 
are  shown  in  Table  I. ' 

Because  of  the  wide  variety  of  symptoms  found 
in  panic  disorder,  it  can  mimic  many  illnesses;  hence, 
the  differential  diagnosis  of  panic  disorder  is 
extensive^  (Table  II).  Patients  often  consult  numer- 
ous physicians  for  evaluation  of  their  diverse  symp- 
toms before  the  diagnosis  of  PD  is  made. 

Anticipatory  Anxiety,  Phobias,  and 
Agoraphobia 

Because  of  the  severe  anxiety  and  fear  of  loss  of 
control  experienced  during  the  panic  attack,  the  pa- 
tient usually  tries  to  escape  the  situation  in  which 
it  occurred.  The  sudden  and  unexpected  onset  of 
the  attack  leaves  the  patient  anxious  about  when  the 
next  panic  attack  will  strike,  leading  to  anticipatory 
anxiety  (fear  of  having  a panic  attack)  associated 
with  situations  like  those  in  which  attacks  have  oc- 
curred. If  this  anticipatory  anxiety  becomes  severe 
enough,  the  patient  may  develop  phobic  avoidance 
of  those  situations,  thus  restricting  activities.  Cir- 
cumstances under  which  panic  attack(s)  occurs  de- 
termine the  particular  phobia(s)  that  emerge.^  The 
patient  may  develop  multiple  phobias,  commonly 
leading  to  agoraphobia.  This  is  characterized  by 
marked  anticipatory  anxiety  and  avoidance  of  being 
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alone  or  in  public  places  in  which  escape  or  help  is 
not  available,  along  with  constriction  of  normal  ac- 
tivities.' 

Clinical  Course 

Panic  disorder  is  common,  affecting  an  estimated 
2-5%  of  the  adult  population.^  The  onset  of  PD 
typically  occurs  in  late  adolescence  or  early  adult- 
hood and  seldom  begins  after  age  35  years."  PD  is 
much  more  common  in  women  than  in  men.'  Its 
natural  course  is  variable,  and  symptoms  fluctuate 
in  an  irregular  pattern  which  may  or  may  not  be 
associated  with  circumstances  interpreted  by  the  pa- 
tient as  stressful.  Panic  attacks  vary  in  frequency 
among  patients;  they  may  be  limited  to  a few  epi- 
sodes, may  be  recurrent,  or  may  become  chronic.' 


TABLE  I 

DSM  III  DIAGNOSTIC  CRITERIA 
FOR  PANIC  DISORDER 


• At  least  three  panic  attacks  within  a 3-week  period  in 
circumstances  other  than  marked  physical  exertion  or  in 
a life  threatening  situation.  The  attacks  are  not  precipitated 
only  by  exposure  to  a circumscribed  phobic  stimulus. 

• Panic  attacks  are  manifested  by  discrete  periods  of  ap- 
prehension or  fear  and  at  least  four  of  the  following  symp- 
toms appear  during  each  attack; 

1.  Dyspnea 

2.  Palpitations 

3.  Chest  pain  or  discomfort 

4.  Choking  or  smothering  sensations 

5.  Dizziness,  vertigo,  or  unsteady  feelings 

6.  Feelings  of  unreality 

7.  Paresthesias  (tingling  in  hands  or  feet) 

8.  Hot  and  cold  flashes 

9.  Sweating 

10.  Faintness 

1 1 . Trembling  or  shaking 

12.  Fear  of  dying,  going  crazy,  or  doing  something  un- 
controlled during  an  attack 

• Not  due  to  a physical  disorder  or  another  mental  disorder 
such  as  major  depression,  somatization  disorder,  or  schiz- 
ophrenia. 

• The  disorder  is  not  associated  with  agoraphobia. 
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TABLE  II 

DIFFERENTIAL  DIAGNOSIS  OF  PANIC  DISORDER 

System 

Specific  Causes 

Cardiovascular 

Angina  pectoris,  cardiac  arrhythmias, 
congestive  heart  failure,  hypovolemia, 
mitral  valve  prolapse,  myocardial  in- 
farction, pulmonary  edema,  syncope, 
valvular  heart  disease 

Respiratory 

Asthma,  chronic  obstructive  pulmo- 
nary disease,  “hyperventilation  syn- 
drome,” pneumonia,  pneumothorax, 
pulmonary  embolism 

Neurologic 

Metabolic 

Seizure  disorder,  Meniere’s  syn- 
drome, multiple  sclerosis 
Hyperthyroidism,  hypocalcemia,  hy- 
poglycemia, menopause 

Drug  Related 

Cocaine,  amphetamines,  theophyl- 
line, ephedrine,  phenylpropanolamine 

Psychiatric 

Alcohol  abuse  or  dependence,  drug 
abuse  or  dependence,  major  depres- 
sion with  panic  attacks,  “stress”  re- 
action, adjustment  disorder  with 
anxious  mood,  generalized  anxiety 
disorder,  dissociative  reaction,  brief 
reactive  psychosis 

Dietary 

Caffeinism,  monosodium  glutamate 
(Chinese  restaurant  syndrome) 

Immunologic 

Anaphylaxis 

Secreting  Tumors 

Carcinoid,  insulinoma,  pheochromo- 
cytoma 

PD  may  lead  to  diagnostic  procedures  and  hos- 
pitalization to  rule  out  physical  illness,  especially 
myocardial  infarction.  When  psychiatric  hospitali- 
zation occurs,  it  usually  results  from  associated  psy- 
chiatric symptoms  such  as  depression.  Depressive 
episodes  affect  a significant  number  of  PD  patients 
with  estimates  of  life-time  occurrence  of  major 
depression  ranging  from  68-75%.^’^ 

Etiology  and  Pathophysiology 

Recently  there  has  been  rapidly  growing  interest 
and  research  devoted  to  understanding  the  biological 
basis  of  PD.  Currently,  the  etiology  and  patho- 
physiology of  PD  are  not  fully  established.  Nu- 
merous studies  using  familial  prevalence  and 
twin'®’  " methods  support  a genetic  causation.  Pitts 
and  McClure, based  on  the  observation  that  ex- 
ercise produces  anxiety  and  high  blood  lactate  levels 
in  anxious  patients,  administered  intravenous  so- 
dium lactate  to  14  patients  with  recurrent  anxiety 
attacks  and  found  that  lactate  infusions  produced 


panic  symptoms  in  93%  of  the  patients  and  20%  of 
normal  controls.  Many  investigators'^  '*  have  rep- 
licated these  findings  under  double  blind  placebo- 
controlled  conditions,  with  rates  of  lactate-induced 
panic  in  80-100%  of  PD  patients  and  0-24%  of 
normal  controls.  Hypotheses  advanced  to  explain 
lactate  induced  panic  include  calcium  chelation,'^ 
alkalinization,'® nonspecific  stress,^®  beta  adrenergic 
stimulation,^'  and  hypoglycemia. None  of  these 
hypotheses  has  received  consistent  experimental 
support. 

Two  groups'*’  23  found  that  measures  of  sympa- 
thetic activity  (heart  rate,  blood  pressure,  skin  con- 
ductance, plasma  norepinephrine,  and  epinephrine) 
were  significantly  increased  in  the  baseline  state  in 
patients  with  PD  compared  to  normals,  and  in- 
creased further  during  lactate  induced  panic.  Ac- 
cordingly, increased  levels  of  3-methoxy-4- 
hydroxyphenylglycol  (MHPG),  a metabolite  of 
norephinephrine,  have  recently  been  found  in  urine 
and  plasma  in  PD  patients  compared  to  normals, 
and  treatment  with  clonidine,  an  alpha2  adrenergic 
agonist  (reduces  CNS  noradrenergic  function),  sig- 
nificantly improved  symptoms  of  PD  and  decreased 
plasma  MHPG  levels. Further,  yohimbine,  an 
alpha2  adrenergic  antagonist  (increases  CNS  norad- 
renergic functioning),  enhanced  anxiety  symptoms 
and  systolic  blood  pressure  to  a greater  extent  in 
PD  patients  compared  to  normals. Finally,  recent 
evidence^®  shows  decreased  platelet  alpha2  adrener- 
gic receptor  binding  in  PD  compared  to  normals. 
Together  these  data  support  a mechanism  of  in- 
creased central  noradrenergic  function  in  PD,  pos- 
sibly due  to  decreased  central  alpha2  adrenergic 
receptor  sensitivity. 

A recent  study  showed  that  administration  of  250 
mg  caffeine  produced  significantly  greater  levels  of 
anxiety  in  PD  patients  than  in  normal  control  sub- 
jects. The  most  likely  mechanism  for  caffeine  in- 
duced anxiety  is  antagonism  of  adenosine  receptors. 

PD  and  Mitral  Valve  Prolapse 

Mitral  valve  prolapse  (MVP)  is  a disorder  which, 
like  PD,  is  common^*  (present  in  approximately  5% 
of  the  general  population),  and  has  cardiac  and  auto- 
nomic symptoms.  It  has  been  found  in  8-50%  of 
patients  with  PD. 2*-  ^9  Xhis  raises  the  question  of  the 
pathophysiological  relationship  between  PD  and 
MVP.  Studies  of  urinary  catecholamines  and  chal- 
lenge with  autonomic  stimuli  indicate  that  patients 
with  MVP  have  increased  adrenergic  tone.’®  Com- 
parison of  PD  patients  with  and  without  MVP  found 
no  differences  between  these  groups  in  the  incidence 
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TABLE  III 

TREATMENT  OF  PANIC  DISORDER 

Treatment  Modality 

Panic  Attacks 

Anticipatory  Anxiety 

Avoidance  Behavior 

Pharmacological 

imipramine  (Tofranil)  and  other  TCAs 

-1- 



+ ' 

phenelzine  (Nardil)  and  other  MAOIs 

-t- 

- 

- 

alprazolam  (Xanax) 

-h 

+ 

- 

diazepam  (Valium)  and  other  benzodi- 

- 

-1- 

- 

azepines 

propranolol  (Inderal) 

- 

- 

Psychological 
Behavior  therapy 

— 

— 

-h 

Insight  oriented/supportive  psycho- 
therapy 

-ft 

-f-t 

-1-  Effective  in  controlling  symptoms 
— Ineffective 

± Possibly  or  partially  effective 

* In  doses  greater  than  150  mg  imipramine  per  day 

* Effective  in  combination  with  imipramine 

of  panic  response  to  lactate  infusion,  circulating 
catecholamines,  or  treatment  response  with  imipra- 
mine.^°  Understanding  of  the  relationship  between 
these  two  disorders  awaits  further  research. 

PD  and  Affective  Illness 

Evidence  indicative  of  a relationship  between  af- 
fective illness  and  PD  — frequent  coexistence  of 
the  two  illnesses;^^  treatment  response  with  the  same 
drugs;  genetic  overlap and  presence  in  both  ill- 
nesses of  early  childhood  separation  anxiety  and 
adult  precipitating  stressors^^-^^  — suggests  that  a 
common  mechanism  may  underlie  both  illnesses. 
Although  little  work  has  been  done  in  this  area, 
several  investigators  are  examining  biological  mark- 
ers of  affective  illness  in  PD.  Recent  data  show 
normal  dexamethasone  suppression^^  and  abnor- 
mally blunted  thyrotropin  releasing  hormone  (TRH) 
stimulation  of  thyroid  stimulating  hormone  (TSH) 
in  some  patients  with  PD,  as  documented  in  recent 
unpublished  studies  by  Castellani  et  al  and  Roy- 
Byme  et  al. 

Clearly,  research  is  needed  to  elucidate  patho- 
genetic mechanisms  in  PD.  The  authors  are  cur- 
rently conducting  a study  of  PD  in  which  several 
markers  of  affective  illness,  including  TRH  stim- 
ulation of  TSH  and  REM  sleep  latency,  are  being 
examined  in  relation  to  early  separation  anxiety  and 
concurrent  affective  illness. 


Treatment 

Treatment  of  PD  must  focus  on  three  distinct 
areas:  panic  attacks,  anticipatory  anxiety,  and  pho- 
bic avoidance  behavior.  Prevention  of  panic  attacks 
does  not  necessarily  alleviate  anticipatory  anxiety 
or  avoidance  behavior  and  vice  versa.  Therefore, 
each  of  these  areas  require  separate  assessment  and 
intervention  methods. 

Treatment  of  panic  disorder  can  be  divided  into 
two  broad  categories:  pharmacological  and  psycho- 
logical (Table  III). 

Pharmacological  Treatment  of  PD 

Three  classes  of  medication  have  demonstrated 
efficacy  in  blocking  panic  attacks:  tricyclic  antide- 
pressants, of  which  imipramine  (Tofranil)  is  the  pro- 
totype;”"^®  monoamine  oxidase  inhibitors  (MAOIs),  | 
specifically  phenelzine  (Nardil)  and  the  benzo-  ; 
diazepine  alprazolam  (Xanax). Although  these  ' 
medications  have  antidepressant  effects,  their  effi- 
cacy in  blocking  panic  attacks  appears  to  be  inde- : 
pendent  of  their  ability  to  treat  depression.  Their 
primary  effect  is  reduction  or  complete  resolution 
of  panic  symptoms.  Alprazolam  (Xanax)  is  also  quite  , 
effective  in  reducing  anticipatory  anxiety.  Although  ; 
tricyclic  antidepressants  and  MAOIs  do  not  relieve 
anticipatory  anxiety'^^  recent  evidence  suggests  that  [ 

(Continued  on  page  143) 


132  • Kansas  Medicine  • May  1986 


Pseudomembranous  Colitis  & Antibiotics 


HEWITT  C.  GOODPASTURE,  M.D.;  PHILIP  J.  DOLAN,  JR.,  M.D.; 
ELIZABETH  R.  JACOBS,  M.D.  and  W.  TOM  MEREDITH,  M.D.,  Wichita 


Pseudomembranous  colitis  frequently  compli- 
cates antibiotic  therapy.  Available  evidence  sup- 
ports the  hypothesis  that  the  disorder  is  mediated 
by  a toxin  produced  by  Clostridium  difficile  and  the 
conventional  therapeutic  approach  is  oral  adminis- 
tration of  vancomycin.  We  report  a patient  with 
Clostridium  difficile  colitis  due  to  cefoxitin  in  whom 
oral  therapy  was  precluded  by  severe  ileus.  The 
patient  recovered  completely  following  therapy  with 
vancomycin  retention  enemas. 

Case  Report 

A 60-year-old  man  with  bilateral  slaghorn  calculi 
and  nonfunctioning  right  kidney  entered  the  hospital 
with  symptomatic  renal  failure.  Initial  laboratory 
studies  revealed  hemoglobin  11.4  g/dl,  white  cell 
count  6200  cells/mm^  blood  urea  nitrogen  89  mg/ 
dl,  and  creatinine  10.2  mg/dl.  Urine  sediment  re- 
vealed 50  leukocytes  and  more  than  100  erythro- 
cytes per  high  power  field.  The  urine  culture  yielded 
greater  than  10^  colonies/cc  of  Proteus  mirabilis. 

The  patient  received  cefoxitin  sodium,  1 gm/day 
intravenously.  After  five  days  he  underwent  cys- 
toscopy and  left  nephrolithotomy.  On  the  second 
post-operative  day  he  developed  a fever  of  38. 8C 
orally  and  passed  2900  cc  of  liquid,  non-bloody 
stool.  His  blood  pressure  was  70/30  mm/Hg,  pulse 
130/min,  and  respirations  40/min.  He  was  confused, 
appeared  toxic  and  no  bowel  sounds  were  detected. 
His  white  cell  count  was  34,100  mm^  and  an  x- 
ray  of  the  abdomen  revealed  a marked  ileus.  Sig- 
moidoscopy revealed  innumerable  small  white 
plaques  consistent  with  pseudomembranous  colitis, 
and  a stool  specimen  was  positive  for  Clostrid- 
ium difficile  toxin.  Cefoxitin  was  discontinued. 

Because  of  the  ileus,  it  was  felt  that  oral  van- 
comycin would  be  ineffective.  He  was  given  a sin- 
gle 1 gm  injection  intravenously  followed  by 
vancomycin  retention  enemas  (1  gm/1000  cc)  every 
six  hours.  Within  48  hours  there  was  clinical  im- 
provement with  resolution  of  fever  and  diminished 
stool  volume  and  frequency.  White  cell  count  fell 


From  St.  Francis  Regional  Medical  Center,  Wichita,  and 
The  University  of  Kansas  School  of  Medicine-Wichita. 

Address  reprint  requests  to  Dr.  Goodpasture,  818  No.  Em- 
poria, Wichita  KS  67214. 


to  1 1 ,000  cells/mm^  Vancomycin  therapy  by  rectal 
instillation  was  continued  for  the  next  six  days.  On 
the  seventh  day  repeat  sigmoidoscopy  revealed  a 
marked  decrease  in  grossly  evident  pseudomem- 
brane. 

On  the  eighth  day  of  vancomycin  therapy  he  again 
became  confused  and  developed  tachycardia  and 
tachypnea.  On  examination  there  was  extensive  left 
abdominal  and  chest  wall  crepitance  extending  from 
the  surgical  flank  wound  to  the  anterior  chest  and 
down  to  the  umbilicus.  White  cell  count  was  22,100 
cells/mm^  The  clinical  impression  was  cellulitis  with 
a gas-forming  organism.  The  wound  was  opened 
and  debrided,  and  he  was  given  cefamandole,  clin- 
damycin and  tobramycin  intravenously.  Vanco- 
mycin enemas  were  continued.  During  the  ensuing 
four  days  he  improved,  with  gradual  clearing  of  the 
crepitance  and  complete  resolution  of  the  diarrhea. 
Subsequently,  repeat  cystoscopy  was  necessary  to 
remove  necrotic  debris  obstructing  the  left  ureter, 
after  which  his  serum  creatinine  stabilized  at  4.5 
mg/dl.  He  was  discharged  on  no  medications  44 
days  after  initial  surgery. 

Comment 

Experimental  and  epidemiological  data  now 
strongly  support  the  hypothesis  that  most  cases  of 
pseudomembranous  colitis  occur  when  Clostridium 
difficile  colonize  the  intestine  and  produce  toxins 
that  cause  acute  mucosal  injury.'-^  Stools  from  pa- 
tients and  experimental  animals  with  pseudomem- 
branous colitis  contain  a cytopathic  toxin  that 
reproduces  the  disease  when  inoculated  into  healthy 
animals  and  is  neutralized  by  clostridial  antitoxin. 
Furthermore,  pretreatment  with  antibiotics  to  which 
Clostridium  difficile  is  susceptible,  prevents  or  de- 
lays colitis  caused  by  clindamycin  in  hamsters.^  The 
current  diagnostic  test  of  choice  is  a tissue  culture 
assay  which  demonstrates  a cytopathic  toxin  neu- 
tralized by  antitoxin  to  Clostridium  sordellii,  which 
cross  reacts  with  toxins  of  Clostridium  difficile  and 
is  more  easily  obtained  in  pure  form.’ 

Cefoxitin  is  a cephamycin  antibiotic  produced  by 
Streptomyces  lactarndurans . It  is  closely  related  to 
the  cephalosporins.  A methoxy  group  protects  the 
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Carcinoma  of  the  Nipple 

W.  G.  CAUBLE,  M.D.,  mchita 


Carcinoma  of  the  nipple  — other  than  Paget’s  dis- 
ease — is  quite  rare.  Therefore  this  case,  with  the 
unusual  Xeromammogram  findings  of  the  breast  and 
nipple,  is  worthy  of  consideration.  Xeromammog- 
raphy revealed  calcifications  in  the  breast  and  also 
the  nipple  (Figure  1).  The  calcifications  shown  in 
the  nipple  are  very  rare. 

Case  Report 

The  patient,  a 73-year-old  white  female,  was  re- 
ferred to  the  author  because  of  an  enlarged  left  nip- 
ple. It  had  been  unusually  large  for  three  years  and 
had  increased  in  size  during  the  preceding  three  to 
four  weeks.  On  two  or  three  occasions,  a few  small 
drops  of  blood  were  discharged  from  the  nipple. 
The  breast  and  nipple  were  not  painful  or  tender. 
On  examination,  the  nipple  was  found  to  be  quite 
large  (Figure!),  dark  in  color,  and  firm.  There  was 
no  bloody  discharge.  Above  the  nipple  and  medially 
there  was  a 4 cm  tumor,  fairly  deep  and  freely 
movable.  No  lymph  nodes  in  the  axilla  were  pal- 
pable. Her  family  history  revealed  one  brother  who 
had  had  cancer  of  the  skin. 

The  patient  was  taken  to  surgery,  where  the  mass 
in  the  breast  was  biopsied.  The  frozen  section  re- 
vealed a malignancy,  so  a modified  radical  mastec- 
tomy was  performed.  The  pathology  report  was 
infiltrating  ductal  carcinoma  of  the  breast  and  nipple 
— two  separate  tumors  (Figure  3).  The  possibility 
of  two  complete  separate  primary  tumors  could  not 
be  excluded.  There  was  no  retraction  (elastosis)  of 
the  nipple,  and  the  tumor  of  the  nipple  (Figure  4) 
was  well  defined,  measuring  2 x 2.5  cm.  One  ax- 
illary lymph  node  out  of  1 8 revealed  metastatic  ad- 
enocarcinoma. 

Discussion 

Sauven  and  Roberts’  report  a patient  with  basal 
cell  carcinoma  of  the  nipple.  Their  case  closely  re- 
sembled Paget’s  disease  and  involved  no  discharge 
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or  bleeding. They  reported  that  both  basal  cell  and 
squamous  cell  carcinomas  can  remain  stationary  for 
a long  time.  Their  patient  was  treated  with  wedge 
biopsy  and  radiotherapy.  Some  patients  have  been 
treated  with  simple  mastectomy.  They  state  that  basal 
cell  carcinoma  may  be  related  to  aging,  exposure 
to  sunlight  or  radiation,  arsenic,  and  also  tar. 

Azzopardi,^  in  writing  about  adenomas  of  the 
nipple,  states  that  this  type  of  tumor  may  occur  in 
teenagers  as  well  as  elderly  women.  It  may  some- 
times be  ulcerated,  fissured,  or  reddened  and  crusted. 
It  may  occur  in  moles,  and  malignant  change  has 
also  been  reported.  Adenomas  of  the  nipple  may  be 


Figure  1 . Xeromammogram  showing  the  calcium  de- 
posits in  the  nipple  and  the  deeper  tumor  of  the  breast. 
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Figure  2.  This  shows  the  very  large  firm  left  nipple. 


associated  with  breast  cancer  coincidentally.  Rosen^ 
reported  five  cases  of  syringomatous  adenoma  of 
the  nipple,  which  is  a locally  infiltrating  tumor  his- 
tologically similar  to  syringoma  of  skin  adnexal  or- 
igin found  in  the  nipple.  Stormby  et  aF  report  a 
case  with  adenoma  of  the  nipple  diagnosed  with  fine 
needle  aspiration.  They  state  that  clinically  adenoma 
is  often  misinterpreted  as  Paget’s  disease  of  the 
breast,  and  that  malignant  transformation  in  ade- 
noma of  the  nipple  is  extremely  rare.  Some  writers’ 
describe  it  as  a type  of  sweat  gland  adenoma. 

Cutler,^  in  discussing  carcinoma  of  the  nipple, 
states  that  it  may  originate  definitely  in  two  places 
in  the  nipple  — in  the  epidermis  of  the  surface, 
mucous  membrane  or  in  those  parts  of  the  mammary 
ducts  that  pass  through  the  nipple  to  reach  the  sur- 
face. Carcinoma  may  originate  in  the  epithelium 
giving  rise  either  to  a squamous  epithelioma  or  to 


Figure  3.  Infiltrating  ductal  carcinoma  of  the  nipple 
with  some  calcium. 


a type  of  transitional  cell  carcinoma  that  resembles 
the  tumors  that  originate  in  the  base  of  the  tongue 
or  the  tonsil.  A congenital  mole  on  the  surface  of 
the  nipple  may  become  the  seat  of  malignant 
changes.  Carcinoma  may  originate  in  the  sabaceous 
glands  that  open  either  into  the  duct  opening  or 
directly  onto  the  surface  of  the  nipple.  Most  of  these 
conditions  are  extremely  rare.  He  describes  two 
forms  of  carcinoma  originating  in  the  ducts  while 
passing  through  the  nipple.  One  type  may  arise  in 
a papillomatous  formation,  while  the  other  type  is 
a nonpapillomatous  primary  epithelial  neoplasia. 
These  spread  superficially  upward  in  the  epithelium 
toward  the  nipple  surface  and  downward  in  the  ep- 
ithelium of  the  duct  below.  He  points  out  that  the 
survival  rate  is  exceptionally  high. 

Schafer^  states  that  Paget’s  disease  is  character- 
ized clinically  by  the  occurrence  of  eczematoid  re- 
action involving  the  nipple  and  areola,  and  is  found 
to  be  complicated  by  an  underlying  carcinoma  of 
the  breast.  Typical  Paget’s  cells  — which  are  large 
clear  cells  with  small,  dark  staining  nuclei  — are 
found  in  the  epidermis  of  the  nipple  and  areola  as 
well  as  in  the  large  ducts.  It  is  usually  found  in 
women  between  the  ages  of  40  and  60  years.  The 
lesion  may  be  bright  red  and  covered  with  small 
white  scales.  The  edges  may  be  hard.  The  treatment 
is  usually  the  same  as  for  any  cancer  of  the  breast. 

Conclusion 

Carcinoma  of  the  nipple  is  extremely  rare,  and 
to  see  calcium  deposits  in  the  nipple  with  the  Xe- 
romammogram  is  very  unusual.  The  above  reported 
case  revealed  an  infiltrating  ductal  carcinoma  in  the 

(Continued  on  page  147) 


Figure  4.  Gross  examination  revealed  the  bisected  nip- 
ple with  tumor. 
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CURRENT  COMMENT 


Current  Concepts  of  Antiviral  Therapy 

ROBERT  E.  NEIHART,  M.D.,*  and  GLENN  R.  HODGES,  M.D.,t  Kansas  City 


The  availability  of  the  sulfonamides  in  the  late 
1930s  ushered  in  the  era  of  antimicrobial  chemo- 
therapy. Bacteria  are  free-living  microorganisms  that 
have  many  unique  properties,  metabolic  pathways, 
and  reproductive  processess.  Finding  agents  that  in- 
terfere with  bacterial  metabolism  and  reproduction 
has  been  relatively  easy.  In  contrast,  viruses  are 
dependent  on  host  cell  processes  to  replicate  them- 
selves. Finding  agents  that  interfere  with  viral  re- 
production, while  not  being  toxic  to  host  cells,  has 
been  difficult.  In  recent  years,  fundamental  infor- 
mation has  become  available  concerning  viral  rep- 
lication. This  information  has  defined  processes 
unique  to  viral  replication  which  are  not  shared  by 
the  host  cells.  Agents  that  interfere  with  these  unique 
processes  have  become  candidate  antiviral  agents. 
Several  of  these  agents  are  now  available  for  clinical 
use.  Because  these  antiviral  agents  interfere  with 
specific  viral  interactions  with  host  cells,  specific 
viral  diagnosis  is  required  before  therapy  is  insti- 
tuted. 

Available  Agents 

Adenine  arabinoside  (ara-A,  vidarabine,  Vira-A) 
is  available  as  a 3%  ointment  for  ophthalmic  use 
and  as  a suspension  for  intravenous  use.  Ara-A  is 
converted  intracellularly  to  its  5 '-triphosphate  de- 
rivative (ara-ATP)  which  competitively  inhibits 
DNA-dependent  DNA  polymerases.  This  inhibits 
viral  DNA  synthesis  and  thus  arrests  viral  multi- 
plication. Also,  ara-A  is  incorporated  into  the  viral 
DNA  chains  to  prevent  viral  replication. 

After  parenteral  administration,  ara-A  is  metab- 
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olized  to  ara-hypoxanthine  which  is  excreted  by  the 
kidneys.  In  patients  with  renal  insufficiency,  this 
metabolite  can  accumulate  to  high  levels.  General 
guidelines  for  adjustment  of  ara-A  doses  in  patients 
with  renal  failure  are  not  available.  Therefore,  ara- 
A should  not  be  used  in  patients  with  impaired  renal 
function. 

Ara-A  penetrates  into  many  body  tissues  and  fluids 
including  brain,  liver,  spleen,  kidney,  skeletal  mus- 
cle, and  cerebrospinal  fluid.  Ara-A  is  relatively  in- 
soluble, and  one  liter  of  intravenous  fluid  is  required 
for  the  administration  of  450  mg  of  drug.  This  fluid 
load  may  be  detrimental  in  some  clinical  settings. 
The  major  side  effects  of  ara-A  include  nausea, 
vomiting,  diarrhea,  tremor,  jitteriness,  myoclonus, 
confusion,  hallucinations,  weakness,  fatigue,  skin 
rash,  granulocytopenia,  leukopenia,  liver  dysfunc- 
tion, and  inappropriate  ADH  secretion. 

Acyclovir  (Zovirax)  is  available  as  a 5%  ointment 
for  topical  use,  200  mg  capsules  for  oral  adminis- 
tration, and  as  a sterile  powder  for  intravenous 
administration.  Acyclovir  is  active  against  the  herpes 
viruses.  Viral  thymidine  kinase  metabolizes  acyclo- 
vir to  acyclo-GMP,  which  is  further  metabolized  to 
acyclo-GTP.  Acyclo-GTP  inhibits  viral  DNA  pol- 
ymerase, an  enzyme  that  permits  the  virus  to  mul- 
tiply within  the  cell.  Also,  acyclo-GMP  becomes 
incorporated  into  the  viral  DNA  and  prevents  its 
replication  by  inactivating  viral  DNA  polymerase. 

Acyclovir  is  primarily  excreted  as  unchanged  drug 
by  glomerular  filtration.  When  used  in  patients  with 
renal  dysfunction,  alteration  in  dosage  is  required 
as  outlined  in  the  package  insert. 

Acyclovir  is  relatively  nontoxic.  Renal  dysfunc- 
tion is  associated  with  bolus  injection  but  not  slow 
infusion  over  more  than  one  hour.  Although  serum 
transaminases  may  increase  after  administration,  , 
significant  hepatotoxicty  has  not  been  observed. 
Neurotoxicity  including  disorientation,  lethargy, 
agitation,  tremor,  and  transient  hemiparesis  has  been 
associated  with  acyclovir  use.  Phlebitis,  pain,  and 
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HOUSE  OF  DELEGATES  ACTIONS 


6-5 


Among  the  resolutions  adopted  by  the  House  of  Delegates  this  month  were  the 
following: 

Physician  Outreach:  KMS  member  physicians,  spouses,  and  family  members  are 

encouraged  to  participate  in  civic  and  lay  organizaitons,  especially  American 
Association  of  Retired  Persons  (AARP). 


6-6 

6-13 

6-15 

6-17 

6-20 


DRGs 


Massachusetts  Legislative  Action  ) 
Retrospective  Deni al  of  Payment  ) 
Medicare  Financial  Support  for  Residency  Training) 
Medicare  Reimbursement  ) 


These  resolutions  address 
problems  related  to  the 
Medicare  system  and  define 
appropriate  action  to 
effect  solutions. 


6-7  Home  Health  Care:  Urges  prudence  in  utilization  of  home  health  care  services. 

6-10  Physician  Responsibility  & Cost  Containment:  Reiteration  that  guality  care  is 

the  physician's  primary  responsibility. 


6-24  Tobacco  Smoke:  Supports  legislation  to  prohibit  smoking  in  public  places  and 

the  strict  enforcement  of  prohibition  of  tobacco  sales  to  minors. 

6-25  Tort  Reform:  Reguests  financial  aid  from  the  AMA  for  the  legal  defense  of 

recent  tort  legislation. 

6-26  Motor  Vehicle  Medical  Insurance  Coverage:  Authorizes  a study  and  intiation  of 

action  to  modify  Kansas  insurance  laws. 

6-28  Increased  Compensation  for  Kansas  District  Judges : Supports  adeguate  compen- 

sation to  ensure  that  Kansas  district  judges  are  well  gualified. 
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OTHER  LEGISLATION 


On  Friday,  April  18th,  Governor  John  Carlin  signed  the  KMS 
sponsored  medical  malpractice  reform  bill,  HB  2661.  His 
action  capped  a two-year  effort  by  the  medical  society  to  I 
enact  significant  tort  reform  in  Kansas.  HB  2661  represeni 
the  most  comprehensive  piece  of  medical  malpractice  reform 
legislation  enacted  anywhere  in  the  United  States  in  sever; 
years.  KMS  did  not  compromise  on  any  significant  part  of  ’ 
bill,  including  the  $1  million  limit  on  total  damages  and 
the  sub-cap  of  $250,000  on  awards  for  pain  and  suffering. 

Although  it  is  a little  early  to  tell,  HB  2661  should  have 
the  immediate  effect  of  stabilizing  malpractice  premiums  fi‘ 
Kansas  physicians.  There  is  also  the  possibility  that  the 
premium  surcharge  physicians  pay  into  the  Health  Care 
Stabilization  Fund  may  be  reduced  modestly  when  it  is 
recalculated  July  1.  Additionally,  the  long-term  implica- 
tions for  premiums  look  very  positive  as  a result  of  enact 
ment  of  this  legislation. 

' 

A detailed  description  of  the  bill,  including  the  voting 
lists  of  House  and  Senate  members  is  being  prepared  and  wi : 
be  mailed  shortly  to  every  KMS  member.  KMS  is  also  prepari 
handbooks  of  guidelines  for  implementing  various  aspects  o 
the  law  which  will  be  mailed  to  hospital  medical  staffs,  pi 
sicians,  county  medical  societies  and  other  health  care  prf 
viders. 

The  KMS  victory  is  being  hailed  by  legislative  observers  a 
perhaps  the  most  significant  piece  of  tort  reform  legislat)! 
ever  to  pass  the  Kansas  Legislature.  An  apparent  spinoff 
KMS'  success  is  the  formation  of  a tort  reform  coalition,  I 
which  will  be  asking  the  legislature  for  broader  reforms  nil 
year.  There  may  even  be  an  interim  study  by  the  legislatu;1 
this  summer  on  the  broader  tort  reform  issues. 

Optometric  Drug  Bill  - The  proposal  of  the  Kansas  Optometr: 
Association  which  would  have  allowed  optometrists  to  use  dJ 
drugs  for  therapeutic  purposes  did  not  pass  the  legislature’ 
It  is  expected  that  the  Kansas  Optometric  Association  and  i' 
Ophthalmology  Section  of  the  KMS  will  hold  meetings  this  i 
summer  to  discuss  the  legislation. 

Nurse  Anesthetists  - With  the  enactment  of  SB  179,  in  orde 
for  any  nurse  to  give  anesthesia,  he  or  she  must  be  a cert- 
fied  registered  nurse  anesthetist.  KMS  supported  the  bill 
and  no  changes  were  made  in  the  scope  of  practice  of  nurse  Jl 
anesthetists. 

Medical  Scholarship  Program  - Some  significant  changes  J 
were  made  in  the  medical  scholarship  program  which  provide} 
tuition  and  stipends  to  medical  students  in  return  for  a cij 
mitment  to  practice  medicine  in  underserved  areas  of  the  I 
state.  The  changes  were  intended  to  consolidate  the  respoj- 
sibility  for  the  program  at  the  University  of  Kansas  Schoot  il 
of  Medicine,  and  to  provide  more  flexibility  for  young  phyi 
cians  entering  practice  to  find  a suitable  location.  {ijif 


Anatomical  Gifts:  Request  Requirement  - Legislation  was 
enacted  which  requires  hospitals  to  develop  protocols  for 
requesting  anatomical  gifts  in  appropriate  circumstances. 

The  bill  which  was  finally  passed  provides  great  flexibility 
in  developing  the  protocols,  including  taking  into  consider- 
ation a hospital's  ability  to  properly  retrieve  and  maintain 
organs  and  tissues. 

Reporting  Handicapped  Children  - This  legislation,  which 
would  have  required  primary  care  physicians  to  report  to  the 
Department  of  Health  and  Environment  the  names  of  children 
who  exhibit  mental  retardation  or  handicapping  conditions, 
failed  to  pass  the  legislature.  The  bill  was  very  controver- 
sial, and  although  it  was  substantially  amended  and  made  less 
objectionable,  it  died  in  the  final  days  of  the  legislative 
session. 


• The  KaMPAC  Board  of  Directors  met  in  Topeka  during  the 
recent  KMS  annual  meeting  and  elected  officers.  They  are: 
Roger  D.  Warren,  M.D.,  Chairman;  Diane  Sanders,  Vice 
Chairman;  Jack  R.  Cooper,  M.D.,  Treasurer;  and  Delores 
Bell,  M.D.,  Assistant  Treasurer. 

• The  KaMPAC  board  meets  several  times  a year  depending  on 
political  activity,  and  all  board  meetings  are  open  to  the 
KaMPAC  membership. 

• The  next  KaMPAC  board  meeting  will  be  in  Salina  on  June  12 
at  which  time  decisions  will  be  made  regarding  KaMPAC 
financial  support  for  political  candidates  for  the  primary 
election.  KaMPAC  members  who  have  information  that  might 
be  helpful  in  the  decision-making  process  regarding  candi- 
dates for  legislative  seats  are  asked  to  call  Marsha 
Hutchison  or  Jerry  Slaughter  in  the  KMS  office,  1-800-332- 
0156  with  their  recommendations. 

William  J.  Reals,  M.D. , has  been  awarded  the  Alumni  Achieve- 
ment Citation  by  Creighton  University,  Omaha,  at  its  annual 
commencement  ceremonies.  Dr.  Reals,  Dean,  UKSM-Wichita,  grad- 
uated from  the  Creighton  School  of  Medicine  in  1945  and 
earned  a Master  of  Science  degree  in  medicine  in  1949.  He 
has  been  a member  of  the  Creighton  School  of  Medicine  Alumni 
Advisory  Board  for  the  past  10  years. 

KANSAS  MEDICINE  has  nearly  exhausted  its  supply  of  manu- 
scripts. Your  accounts  of  your  experience,  research,  and 
literature  searches  help  keep  Kansas  physicians  on  the  cutting 
edge  of  medical  practice.  Send  your  manuscripts  to  KANSAS 
MEDICINE,  1300  Topeka  Blvd.,  Topeka  KS  66612. 

Solutions  for  reimbursement  problems  and  new  approaches  to 
the  delivery  of  quality  geriatric  care  will  be  the  main  theme 
of  the  conference,  which  will  provide  10  hours  CME  credit. 
Please  review  the  program  that  appears  on  the  next  page,  and 
REGISTER  NOW  - SPACE  IS  LIMITED. 


AGENDA 

GERIATRIC  HEALTH  CARE  TODAY 


June  6-7,  1986 


Pozez  Education  Center— Topeka,  Kansas 


Friday 


1505  SW  8th  St. 


8:30  Registration 

9:00  Plenary  Session— Clair  C.  Conard,  MO,  Immediate  Past  President,  Kansas  Medical  Society,  Moderator 
Keynote:  The  Ethics  of  Less  Care— John  0.  Siemenstad,  MD,  PhD,  Osceola,  Wisconsin 
10:00  Financing  Our  Responsibility— Dr.  Robert  Harder,  Secretary,  Kansas  Department  of  SRS,  Topeka 
10:30  Break 

10:45  Health  Care  For  The  Aged:  An  Economic  Forecast— James  L.  Scott,  Vice  President,  American  Healthcare  Institute, 
Washington,  D.C. 

12:00  Lunch 

12:30  Legal  Aspects  of  Geriatrics— Wayne  Stratton,  JD,  KMS  Legal  Counsel,  Topeka 


A 


C 


1:30  Common  Clinical  Problems  of  the 
Elderly 

—Ted  Warren,  PhD,  Educ. 
Coordinator,  Shawnee  Co. 
Medical  Foundation,  Moderator 


Psycho-Geriatrics:  Depression 

—George  T.  Grossberg,  MD 
Director,  Division  or 
Geropsychiatry 
St.  Louis  Univ.  Med.  Center, 
St.  Louis,  MO 


2:45  Break 


3:00  Geriatric  Poly-Pharmacy 

—Paul  A.  Williams,  MD 
—David  R.  Rush,  Pharm  D 
Univ.  of  Mo.  School  of 
Medicine  and  Pharmacy,  K.C. 


How  To  Solve  Reimbursement 

Problems 

— Kermit  G.  Wedel,  MD, 
Minneapolis,  Kansas 

Assessment:  The  Key  to  Quality 

ot  Care  And  Reimbursement 

—Ralph  R.  Reed,  MD,  Lawrence 

-Linda  N.  Kohiman,  MN,  RN, 
Lawrence 

Break 

Home  Health  Services; 

—Esther  Sobering,  RN,  Director, 
Riley  County  Home  Health 
Agency,  Manhattan,  Kansas 

Hospital  Swing  Beds: 

—Jane  Ford,  ART,  Director, 
Alternative  Services,  Kansas 
Hospital  Association 

Hospice: 

—John  M.  Loney,  MD,  Beloit, 
President,  Association  of 
Kansas  Hospices: 

—Connie  Wood,  RN,  Director, 
Topeka  Hospice 


Maintaining  Adequate  Nutrition  in 
the  Eideriy  Patient 
—Kay  Hale,  RN,  Topeka, 
Moderator 


Age  Changes  and  Nutritional  Needs 

—Ann  Hunter,  RD,  MS,  Wichita 


Break 


Gastrointestinal  Problems  of  the 
Elderly 

3:00— Upper  Tract 


4:00— Lower  Tract 
—James  Rhodes,  MD,  Professor 
of  Gastroenterology,  UKSM, 


Saturday 

7:30  Registration 

8:00  Geriatric  Health  Care:  The  National  Perspective— Sheila  P.  Burke,  RN,  Chief  Counsel,  Office  of  Senate  Majority 
Leader,  Washington,  D.C. 

9:00  Reversible  Dementias  in  the  Elderly— Clare  Jeanne  Sanchez,  MD,  Chapel  Hill,  N.C. 

10:00  Break 


10:15  Health  Promotion  and  the  Elderly— D.  Cramer  Reed,  MD,  Wichita 
11:00  Hypertension  in  the  Elderly— Norman  M.  Kaplan,  MD,  Dallas,  TX 
12:00  Adjournment 


REGISTRATION;  Geriatric  Health  Care  Today.  June  6-7,  1986,  Pozez  Education  Center,  Topeka,  KS 
Please  enroll  me  in  the  Conference.  Enclosed  is  my  registration  fee  of  $ 

Name: 

(name  as  it  appears  on  your  license)  (license  number) 

Address: 

Street  City  Phone 

CEU  credits  applicable  (circle  one):  MD  RN  SW  RPh 

Concurrent  workshop  choices  for  the  Afternoon  Session:  Please  indicate  1st,  2nd  and  3rd  choices  for  each  workshop: 

1st  2nd  3rd 

A 

B 

C 

Mail  the  completed  application  & payment  to: 

Department  of  Educational  Services,  Stormont-Vail  Regional  Medical  Center,  1500  SW  10th,  Topeka,  KS  66604 
Refund  policy:  Final  date  for  cancellations  without  service  charge  is  June  4th. 

Fee:  $65.  Registration  includes  2 continental  breakfasts,  lunch,  3 breaks,  educational  materials  (Fri.  only— $50;  Sat.  only— $25) 

Housing:  Holiday  Inn  City  Centre.  914  SE  Madison,  Topeka,  KS  66607,  Tel.  (913)  232-7721 

$34  up  to  4 person /rm.  Please  identify  yourself  as  participant  in  the  Kansas  Medical  Society  conference  to  obtain  the  special  room  rate. 


inflammation  at  the  site  of  intravenous  infusion  may 
occur.  Rash  has  been  reported. 

Amantadine  (Symmetrel)  is  available  as  a 100  mg 
capsule  for  oral  administration.  Amantadine  is  ac- 
tive against  influenza  A virus.  Amantadine  acts  by 
preventing  uncoating  of  the  virus  once  it  is  attached 
to  the  cell  membrane. 

Amantadine  is  well  absorbed  after  oral  admin- 
istration and  is  excreted  in  the  urine  unchanged. 
Because  of  its  long  half-life,  accumulation  takes 
place  with  constant  dosing  even  in  the  presence  of 
normal  renal  function.  In  patients  with  renal  dys- 
function, alteration  of  dosage  schedules  is  required 
as  outlined  in  the  package  insert. 

Amantadine  has  been  associated  with  a number 
of  side  effects.  In  patients  with  normal  renal  func- 
tion, dizziness,  insomnia,  and  nervousness  may  oc- 
cur. More  serious  neurologic  toxicity  may  be  seen 
in  patients  with  abnormal  renal  function.  These  ad- 
verse effects  include  obtundation,  depression,  diz- 
ziness, instability,  confusion,  and  hallucinations. 

Herpes  Simplex  Infections 

Encephalitis.  In  1977,  Whitley  and  colleagues 
first  described  the  successful  treatment  of  biopsy 
proven  herpes  simplex  encephalitis  with  ara-A  in  a 
double  blind  placebo  controlled  study.*  A 15  mg/ 
kg/day  dose  infused  over  12  hours  for  ten  days  re- 
duced mortality  from  70%  to  28%.  The  severity  of 
neurologic  sequelae  was  directly  related  to  the  se- 
verity of  mental  status  impairment  at  the  time  ther- 
apy was  begun.  There  was  no  evidence  of  acute 
toxicity  attributable  to  the  ara-A. 

In  1984,  Skoldenberg  and  associates  compared 
acyclovir  to  ara-A  for  biopsy  proven  herpes  simplex 


encephalitis. 2 Mortality  in  the  acyclovir-treated  pa- 
tients was  19%  compared  to  50%  among  the  ara- 
A-treated  patients.  Also,  the  frequency  of  severe 
neurologic  sequelae  was  significantly  reduced  among 
acyclovir-treated  patients.  The  number  of  patients 
who  returned  to  normal  life  was  significantly  greater 
in  the  acyclovir-treated  group.  Because  of  these  data, 
we  favor  acyclovir  for  the  treatment  of  herpes  sim- 
plex encephalitis  (Table  1). 

In  patients  suspected  of  having  herpes  encepha- 
litis, brain  biopsy  is  indicated.  The  clinical  pres- 
entation of  herpes  encephalitis  is  non-specific,  and 
a substantial  percentage  of  patients  thought  to  have 
herpes  simplex  encephalitis  may  actually  have  py- 
ogenic brain  abscess,  vascular  disease,  cryptococcal 
infection,  toxoplasmosis,  tuberculosis,  or  other  cen- 
tral nervous  disease.  We  recommend  that  once  the 
biopsy  is  obtained,  empiric  therapy  with  acyclovir 
be  started  and  continued  until  the  histologic  and 
culture  results  are  available. 

Disseminated  Neonatal  Herpes  Simplex  Infec- 
tion. Because  ara-A  reduces  the  mortality  of  local- 
ized central  nervous  system  herpes  simplex  infection 
in  neonates  from  50%  to  10%,  and  the  mortality  of 
disseminated  herpes  simplex  virus  infection  in  neo- 
nates from  85%  to  57%,  neonates  with  either  of 
these  diseases  should  be  treated  with  ara-A,  15  mg/ 
kg/day.^ 

Genital  Herpes  Simplex  Virus  Infections.  Acy- 
clovir is  effective  treatment  for  primary  genital 
herpes  simplex  infections.'*  Patients  treated  for  first- 
time genital  herpes  infections  have  a reduction  in 
symptoms,  viral  shedding,  duration  of  lesions,  and 
complications.  Various  studies  have  used  acyclovir 
at  either  5 mg/kg  intravenously  every  eight  hours 


TABLE  I 

RECOMMENDATIONS  FOR  DOSAGE  AND  CLINICAL  USE  OF  ACYCLOVIR 


Infection 

Type  of  Host 

Route  of  Administration 

Dose 

Herpes  Simplex 

Encephalitis 

normal 

IV 

30  mg/kg/d  for  lOd 

Genital  (primary) 

normal 

oral 

200  mg  5x/d  for  lOd 

Genital  (recurrent) 

normal 

oral 

200  mg  5x/d  for  5d 

Genital  (prophylaxis) 

normal 

oral 

200  mg  3-5x/d  for  up  to  6 mo 

Localized  and  disseminated 

immuno-compromised 

IV  or  oral 

30  mg/kg/d  or  400  mg  5x/d  for  10  d 

(disease) 

Localized  and  disseminated 

immuno-compromised 

oral 

400  mg  5x/d  tor  up  to  42d 

(prophylaxis) 

Varicella-Zoster 

Localized  (zoster) 

normal 

IV 

13  mg/kg/d  for  3d 

immuno-suppressed 

IV 

30  mg/kg/d  for  7d  or  1 300  mg/mVd  for 
7d  in  children  under  12 
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for  five  days,  200  mg  orally  five  times  daily  for  ten 
days,  or  topically  as  a 5%  ointment  six  times  daily 
for  seven  days.  Good  results  in  primary  genital 
herpes  simplex  have  been  reported  with  each  of 
these  regimens.  They  do  not,  however,  reduce  the 
risk  of  development  of  recurrent  disease.  Our  pref- 
erence is  to  use  the  oral  regimen  due  to  its  conven- 
ience (Table  I). 

Acyclovir  is  less  effective  for  recurrent  genital 
herpes  simplex  than  for  primary  infection.  Although 
topical  acyclovir  is  beneficial,  we  prefer  oral  acy- 
clovir at  a dose  of  200  mg  five  times  a day  for  five 
days  (Table  1).  This  regimen  has  been  associated 
with  a decrease  in  number  of  lesions,  shortened 
duration  of  lesions,  and  decreased  viral  shedding.^ 
Self-initiated  therapy,  in  which  the  patient  begins 
the  course  of  acyclovir  treatment  at  the  first  sign  of 
recurrence,  seems  to  have  a more  favorable  out- 
come. 

Acyclovir  can  be  used  prophylactically  for  pe- 
riods up  to  six  months  in  an  attempt  to  suppress 
recurrences  of  genital  herpes  simplex  (Table  I).^ 
Although  the  usual  dosage  is  200  mg  three  times  a 
day,  some  patients  may  require  a larger  dose,  up  to 
200  mg  five  times  a day  for  effective  prophylaxis. 
These  regimens  markedly  reduce  the  number  of  re- 
currences and  may  be  beneficial  in  the  patient  with 
frequent  recurrent  genital  herpes  simplex.  However, 
acyclovir  is  not  curative.  When  prophylaxis  is 
stopped,  the  patient  is  again  at  risk  of  frequent  re- 
currences. 

Herpes  Simplex  Infection  in  the  Immunocom- 
promised Patient.  Parenteral  acyclovir  at  doses  of 
250mg/m^  every  eight  hours  in  randomized,  double- 
blind, placebo  controlled  studies  is  effective  for  the 
treatment  of  herpes  simplex  virus  infections  in  bone 
marrow  and  heart  transplant  patients,  in  patients 
receiving  cancer  chemotherapy,  and  in  other  im- 
munocompromised conditions.’  Oral  acyclovir  at  a 
dose  of  400  mg  five  times  a day  for  ten  days  is  also 
effective  treatment  for  mucocutaneous  herpes  sim- 
plex virus  infections  in  these  patients.  Although  top- 
ical acyclovir  decreases  virus  shedding  and  pain  in 
immunocompromised  patients  with  mucocutaneous 
herpes  simplex  virus  infection,  it  appears  to  be  less 
effective  than  parenteral  therapy.  For  herpes  sim- 
plex infection  in  the  immunocompromised  patient, 
we  recommend  either  parenteral  or  oral  therapy  if 
the  patient  is  able  to  take  oral  medication  (Table  I). 

Parenteral  acyclovir  at  a dose  of  250  mg/m’  every 
eight  hours  for  18  days  or  up  to  32  days  effectively 
prevents  reactivation  herpes  simplex  virus  infection 
in  bone  marrow  transplant  patients  and  patients  with 


leukemia,  respectively.  Oral  acyclovir  at  doses  up 
to  400  mg  five  times  a day  suppresses  recurrent 
herpes  virus  infections  in  patients  with  non-Hodg- 
kins  lymphoma  or  acute  lymphoblastic  leukemia  re- 
ceiving remission  induction  chemotherapy,  in 
patients  with  bone  marrow  transplantation,  or  in 
those  with  other  immunocompromised  conditions. 
We  prefer  oral  acyclovir  for  this  indication  (Table 

I)- 

Varicella-Zoster  Virus  Infections 

Infections  in  the  Immunocompetent  Host.  Acy- 
clovir has  been  used  successfully  in  the  non-im- 
munosuppressed  patient  for  treatment  of  herpes 
zoster  infections  — i.e.  shingles  — at  doses  of 
5-12  mg/kg  infused  every  eight  hours  for  five  days.* 
These  patients  had  reduced  pain,  erythema,  and  new 
lesion  formation  when  compared  to  placebo-treated 
immunocompetent  patients.  However,  recurrence 
of  pain  after  stopping  therapy  and  post  herpetic 
neuralgia  were  not  affected  by  acyclovir  therapy. 
We  do  not  treat  all  cases  of  herpes  zoster  with  acy- 
clovir, but  only  those  with  involvement  of  critical 
dermatomes,  such  as  the  first  division  of  the  tri- 
geminal nerve,  or  cases  with  evidence  of  dissemi- 
nation — that  is,  more  than  five  to  ten  vesicles  in 
dermatomes  not  adjacent  to  the  primary  dermatome. 
We  use  acyclovir  5 mg/kg  intravenously  every  eight 
hours  for  five  days  (Table  I). 

Infections  in  the  Immunocompromised  Host.  Both 
ara-A  and  acyclovir  are  effective  for  the  treatment 
of  herpes  zoster  infections  in  immunocompromised 
patients.  Studies  using  ara-A  10  mg/kg/day  for  five 
days  have  shown  improvement  in  local  pain,  heal- 
ing, viral  shedding,  new  vesicle  formation,  and  the 
time  to  vesicle  pustulation.  It  has  not  been  clearly 
shown  that  postherpetic  neuralgia  is  lessened  by 
therapy. 

Acyclovir  decreases  the  progression  of  both  cu- 
taneous and  visceral  dissemination  and  accelerates 
the  rate  of  clearance  of  virus  from  vesicles  in  im- 
munocompromised patients  with  herpes  zoster.  Be- 
cause acyclovir  requires  a lesser  volume  of  fluid  for 
administration  than  ara-A  and  due  to  the  known 
dosing  schedule  for  acyclovir  in  renal  insufficiency, 
we  prefer  acyclovir  for  the  treatment  of  herpes  zos- 
ter infections  in  the  immunocompromised  host  (Ta- 
ble I).  Recently,  acyclovir  has  been  shown  to  be 
more  effective  than  vidarabine  for  the  treatment  of 
herpes  zoster  in  immunocompromised  patients.^ 

In  immunosuppressed  patients  with  varicella  in- 
fections (chickenpox),  ara-A  at  a dose  of  10  mg/ 
(Continued  on  page  142) 
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PRESIDENT’S  MESSAGE 

^ ~V;' 


The  annual  meeting  of  the  Kansas  Medical  Society 
in  Topeka  marks  another  anniversary  in  the  history 
of  Kansas  medicine.  As  usual,  officers  change, 
committees  sometimes  vary;  but  as  always,  the  pur- 
pose remains  the  same  — namely  to  help  provide 
the  highest  quality  of  health  care  possible  for  the 
people  of  Kansas. 

In  today’s  ever  changing  health  care  industry, 
which  involves  all  facets  of  medicine  from  solo 
practice  to  HMO,  PPO  and  university,  unity  re- 
mains a key  factor:  unity  in  purpose,  unity  in  voice, 
and  unity  in  strategy. 

As  I begin  my  year  as  your  president,  I would 
like  to  enlist  your  help  and  your  cooperation  as  well 
as  your  ideas  and,  yes,  your  complaints  too.  On 
your  invitation,  I will  try  to  visit  as  many  Council 
Districts  as  possible.  Above  all,  I hope  the  lines  of 
communication  remain  widely  open  among  all  of 
us. 
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EDITORIAL  COMMENT 


What’s  New? 


Although  much  has  been  reported  regarding  the 
changing  face  (and  viscera)  of  medicine,  less  has 
been  noted  regarding  the  changes  in  the  reporting 
itself.  It  is  not  so  much  a matter  of  the  change  of 
styles  in  medical  writing  itself — they  have  occurred 
with  every  age  — or  the  fact  that  medical  periodicals 
have  increasingly  devoted  their  attention  to  eco- 
nomics, sociology,  and  politics.  It  seems,  rather, 
to  be  a profound  change  in  the  character  of  medical 
thought  itself,  produced  by  equal  parts  of  promotion 
by  the  profession  of  those  changes  and  an  insatiable 
appetite  of  the  public  for  medical  “news.” 

A deceptively  compelling  factor,  we  suggest,  is 
the  incursion  of  professional  lay  communicators  into 
the  process  of  medical  news  dissemination.  Medical 
subjects  have  always  fascinated  the  public  but  it 
formerly  accepted  the  quantity  and  interpretation 
offered  by  the  profession,  and  the  latter  was  dis- 
inclined to  open  up.  This  reluctance  emanated  from 
a strong  feeling  that  medical  particulars  were  a mat- 
ter of  privacy,  not  necessarily  applicable  to  all  to 
whom  the  presence  might  come,  or  requiring  a 
professional  capability  of  understanding,  any  or  all 
of  which  produced  a public  belief  that  physicians 
were  motivated  by  arrogance,  paternalism,  and  a 
“closed  shop”  mentality.  In  general,  physicians 
considered  it  ethically  reprehensible  to  seek  public 
attention  to  their  personal  endeavors.  Any  thought 
of  the  public’s  right  to  know  stopped  at  the  office 
or  hospital  door  or  was  left  to  public  health  per- 
sonnel. 

But  now  medical  news  is  big  business,  extending 
even  to  those  journals  offering  traditional  medical 
reports  to  the  profession.  Those  internally  respected 
periodicals  no  longer  remain  in  the  professional  vac- 
uum. Lay  writers  are  avid  scrutinizers  of  the  medical 
literature,  and  you  can  be  certain  that  the  release  of 
a new  issue  of  the  New  England  Journal  or  the 
JAMA  will  be  heralded  in  the  public  media  of  any 
items  thought  worthy  — by  them.  Medical  objectors 
have  reacted  not  so  much  from  arrogant  paternalism 


as  a concern  that  the  laity  would  interpret  personally 
that  which  was  still  a generality  (and  not  firmly 
established  at  that)  or  consider  accomplished  those 
medical  promises  only  suggested  by  the  preliminary 
nature  of  the  work  reported. 

Still,  it  is  evident  that  the  public  has  gained  an 
ability  to  understand  material  beyond  the  degree  to 
which  the  profession  once  credited  it.  It  is  just  as 
evident  that  this  grasp  and  understanding  is  not  as 
great  as  the  public  believes.  It  fails  to  appreciate 
the  most  important  element  in  the  application  of 
medical  knowledge,  the  responsibility  for  the  per- 
formance of  the  medical  service.  There  is  a failure 
to  understand  that  the  process  of  medical  education 
involves  more  than  the  progressively  large  quantity 
of  medical  knowledge.  The  difference  between  the 
progressive  levels  of  medical  training  from  student 
to  practitioner  is  a matter  of  increasing  levels  of 
responsibility. 

It  is  problematic  whether  the  public  will  ever 
understand  this  completely.  The  “consumer”  view 
of  the  day  is  that  the  patient  should  have  full  and 
complete  control  over  personal  medical  decisions. 
Virtuous  as  the  idea  is,  it  falls  short  of  ideal  ac- 
complishment because  the  physician  can  not  avoid 
the  primary  responsibility /or  the  service,  whatever 
limitations  (or  permissions)  are  imposed  by  the  pa- 
tient or  family  in  the  execution  of  that  responsibility. 
Fortunately,  the  tattered  remnants  of  the  once  proud 
physician-patient  relationship  are  still  sufficiently 
intact  that  the  practical  results  are  not  so  ominous 
as  the  editorial  rhetoric  suggests.  Nevertheless,  the 
physician’s  proprietary  role  in  determining  appro- 
priate medical  service  has  been  assumed  by  the  pa- 
tient (or  advocate  in  the  form  of  the  ubiquitous  third 
party). 

On  the  one  hand,  the  physician’s  role  is  defined 
by  the  blessing  of  informed  (if  not  completely 
understood)  consent.  On  the  other,  there  will  never 
be  a lessening  of  the  physician’s  responsibility. 
Somewhere  in  there  is  a news  story.  — D.E.G. 
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MEDICINA  ET  LEX 


Settlement  — Who  Decides? 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 


Being  named  as  defendant  in  a lawsuit  is  a personal 
and  professional  blow  to  a physician.  For  the  phy- 
sician to  feel  betrayed  by  a patient  is  common,  and 
for  the  physician  to  want  vindication  in  the  form  of 
a jury  verdict  determining  the  care  to  be  proper  is 
even  more  common.  Unfortunately  for  the  practi- 
tioner confronted  with  these  emotions,  the  resolu- 
tion of  a lawsuit  does  not  always  mean  a jury  verdict, 
for  nearly  90%  of  all  civil  cases  are  dismissed  before 
trial.  Many  of  the  cases  that  are  dismissed  are  settled 
prior  to  trial.  This  is  consistent  with  the  philosophy 
of  the  Code  of  Civil  Procedure  which  permits  open 
discovery  in  order  to  allow  both  sides  to  analyze 
the  strengths  and  weaknesses  of  their  case  and  their 
opponent’s  case  in  order  to  arrive  at  a fair  resolution 
of  the  dispute. 

Even  more  unfortunately,  the  physician-defend- 
ant’s control  over  the  settlement  procedure  is  some- 
what limited,  so  in  addition  to  the  lack  of  public 
exoneration,  it  is  common  for  the  physician  to  feel 
that  his  insurer  did  not  fully  represent  his  interests 
and  obtain  the  best  result. 

For  many  years,  medical  malpractice  insurance 
policies  contained  a provision  that  required  the  ap- 
proval of  the  physician  before  a claim  could  be 
settled.  In  1976,  as  a result  of  the  legislation  passed 
in  Kansas  to  deal  with  medical  malpractice,  this 
concept  was  changed.  The  approval  of  the  insured 
is  no  longer  required. 


*KMS  Legal  Counsel 

Editor’s  Note:  This  is  the  eighth  in  a series  of  regular  col- 
umns concerning  current  subjects  of  legal  interest  to  physi- 
cians. For  the  sake  of  brevity  and  clarity,  citations  and  footnotes 
will  be  omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603: 
1-800-332-0248. 


The  power  of  an  insurance  company  to  settle 
claims  within  its  policy  limits  comes  from  the  in- 
surance contract  itself.  The  insurer  is  required  to 
investigate  the  matter  and  to  take  the  desires  of  the 
insured  into  account.  Basically,  the  insurer  must 
give  equal  consideration  to  its  interests  and  the  in- 
terests of  the  insured,  and  overall,  the  insurance 
company  must  act  in  good  faith  and  with  due  care. 

Kansas  recognizes  various  factors  that  determine 
this  duty  of  good  faith.  Basically,  in  deciding  to 
settle  a lawsuit,  the  insurer  must  look  at  the  strength 
of  the  insured’s  case  on  the  issues  of  liability  and 
damages.  The  attorney  is  best  able  to  judge  the  many 
subtle  factors  that  determine  the  strength  of  the  case, 
including  the  skill  of  the  attorneys  involved,  the 
facts  that  support  or  negate  liability,  factors  miti- 
gating or  aggravating  damages,  the  credibility  of 
the  parties  and  witnesses,  potential  make-up  of  the 
jury,  unsettled  questions  of  law,  and  the  possibility 
of  reversal  on  appeal.  The  advice  of  the  attorney  is 
essential  in  determining  whether  or  not  a case  should 
be  settled.  The  insurer  must  investigate  the  circum- 
stances surrounding  the  incident,  and  ascertain  the 

(Continued  on  poiie  144) 
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Antiviral  Therapy 

(Continued  from  page  138) 

kg/day  for  five  days  is  associated  with  decreased 
vesicle  formation,  less  severe  febrile  responses,  and 
fewer  complications  than  placebo-treated  patients. 

Prevention  and  Treatment  of  Influenza  Infections. 
Amantadine  is  effective  for  the  prevention  of  influ- 
enzae A infection.  In  experimentally  induced  in- 
fection, amantadine  reduces  the  infection  rate  by 
one-half.  In  naturally  acquired  infection,  aman- 
tadine at  a dose  of  200  mg/day  has  shown  a pro- 
tection rate  of  36-74%.  To  maximize  effectiveness, 
amantadine  should  be  initiated  early  in  the  outbreak 
and  continued  for  the  duration  of  the  outbreak. 

Amantadine  has  a number  of  beneficial  effects  in 
the  treatment  of  influenza  A infections.  These  ef- 
fects include  more  rapid  improvement  of  symptoms, 
more  rapid  defervescence,  earlier  return  to  school 
among  students,  more  rapid  improvement  of  dysp- 
nea on  exertion  and  peripheral  airway  abnormali- 
ties, and  reduced  duration  of  virus  shedding  among 
patients  receiving  200  mg/day  of  amantadine  com- 
pared to  placebo.  A dose  of  amantadine  of  100  mg/ 
day  is  as  effective  as  200  mg/day  for  the  treatment 
of  influenza  A infection.  If  influenza  A is  docu- 
mented to  be  causing  infection  in  a community, 
empiric  therapy  with  amantadine  for  an  illness  con- 
sistent with  influenza  is  indicated. 

Conclusion 

Acyclovir  is  effective  for  the  treatment  of  herpes 
simplex  encephalitis,  primary  and  recurrent  herpes 


simplex  genital  infections,  and  for  both  treatment 
and  prophylaxis  of  herpes  simplex  infections  in  im- 
munocompromised hosts.  Acyclovir  is  also  effec- 
tive therapy  for  herpes  zoster  in  the  immuno- 
compromised host  and  in  certain  non-immunocom- 
promised  hosts.  Amantadine  is  useful  for  prevention 
and  therapy  of  influenza  A infection. 
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Coming  attraction  . . . 

In  August,  Kansas  Medicine  will  again  publish  the  KMS  membership 
directory.  Please  check  to  make  sure  we  have  accurate  up-to-date 
information  for  your  listing. 

if  you  have  questions  or  corrections,  please  contact: 

Ramona  Perez,  Membership  Secretary 
1-800-332-0156 
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In  clinical  evaluations,  OvuSTlCK  results  were  consistent  with  RIA  findings  for 
97%  of  the  follicular  and  midcycle  specimens  tested 

Use  of  monoclonal  antibodies  assures  low  cross-reactivity  to  hFSH 
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Panic  Disorder 

(Continued  from  page  132) 

high  dose  imipramine  (doses  greater  than  150  mg/ 
day)  has  efficacy  in  treating  phobic  avoidance  be- 
havior in  agoraphobia/^ 

Diazepam  (Valium)  and  all  other  benzodiaze- 
pines are  highly  effective  in  relieving  generalized 
anticipatory  anxiety,  but  alprazolam  is  the  only  ben- 
zodiazepine that  consistently  blocks  panic  at- 
tacks/”  '^*  One  study  showed  that  diazepam  at  a 
median  dose  of  30  mg/day  reduced  the  number  and 
severity  of  panic  attacks/'^ 

Propranolol  (Inderol),  a beta  blocker,  blocks  some 
of  the  peripheral  manifestations  of  anxiety,  e.g. 
tachycardia  and  tremor,  but  does  not  prevent  panic 
attacks,  anticipatory  anxiety,  or  avoidance  behav- 
ior 

Imipramine  (Tofranil)  has  been  safely  used  for 
many  years,  is  generally  well  tolerated,  and  is  con- 
sidered a first  line  drug  in  the  treatment  of  PD.  Some 
PD  patients  are  exquisitely  sensitive  to  the  side- 
effects  of  imipramine;  thus  it  is  recommended  that 
imipramine  be  initially  prescribed  in  very  small 
doses,  e.g.,  25  mg/day  with  gradual  increments  of 


25  mg/day  until  the  effective  dose  is  reached.  If 
imipramine  causes  excessive  sedation  or  other  side- 
effects,  desipramine  (Norpramin)  can  be  effectively 
used. 

The  major  drawback  to  phenelzine  (Nardil)  is  the 
necessity  for  patients  to  adhere  to  dietary  restrictions 
because  of  the  interaction  of  phenelzine  with  certain 
foods  high  in  tyramine  and  with  sympathomimetic 
drugs  to  produce  severe  hypertension.  Because  of 
this  hazard,  phenelzine  is  currently  considered  a 
second  line  drug  for  the  treatment  of  PD,  although 
it  is  generally  well  tolerated.  Phenelzine  may  be 
started  at  15  mg/day  and  increased  by  15  mg  every 
3-4  days  until  a maximum  dose  of  90  mg/day  is 
reached  or  until  side-effects  of  orthostatic  hypoten- 
sion or  insomnia  are  noted.  There  has  been  a re- 
surgence of  interest  recently  in  the  use  of  this  drug 
to  treat  PD. 

Alprazolam  (Xanax)  has  been  effective  in  block- 
ing panic  attacks  in  average  doses  of  6 mg/day  ac- 
cording to  Sheehan."*-  Patients  are  usually  started 
on  alprazolam  0.5  mg  three  times  daily  after  meals. 
The  dosage  is  then  gradually  increased  by  0.5  to 
1.0  mg/day  until  panic  attacks  are  blocked.  The 
major  drawback  to  the  use  of  alprazolam  (Xanax) 
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or  any  of  the  benzodiazepines  is  the  possibility  of 
tolerance,  drug  dependence,  and  abuse.  Other  side- 
effects  include  sedation,  impaired  memory,  and  ir- 
ritability. 

Medications  may  be  discontinued  after  six  months 
to  one  year  in  patients  who  are  doing  well.  Relapses 
are  common. 

Psychological  Treatment  of  PD 

Psychotherapy  and  behavior  therapy  provide  an 
adjunct  to  medications.  Once  the  panic  attacks  are 
blocked  with  medications,  the  patient  becomes  more 
amenable  to  psychological  therapies  including  be- 
havior therapy  and  psychotherapy. 

Behavior  therapy  techniques  have  been  used  ex- 
tensively in  the  treatment  of  phobic  avoidance  be- 
havior associated  with  Examples  of  such 

techniques  are  as  follows.  Systematic  desensitiza- 
tion is  a commonly  used  technique  in  which  a pa- 
tient, while  deeply  relaxed,  imagines  approaching 
feared  objects  or  situations,  which  are  arranged  in 
a hierarchy  and  presented  in  a step-wise  arrange- 
ment, allowing  gradual  exposure.  This  contrasts  with 
the  technique  of  flooding,  which  is  based  on  the 
principle  of  sudden  and  prolonged  confrontation  in 
which  the  patient  is  exposed  to  the  feared  stimuli 
until  the  anxiety  subsides;  such  confrontations  may 
occur  in  vivo  (flooding)  or  in  imagination  (implo- 
sion). Shaping,  also  called  successive  approxima- 
tion, is  a technique  in  which  approach  to  a phobic 
stimulus  is  reinforced  by  praise.  Reinforcement  by 
the  therapist  may  be  replaced  by  or  combined  with 
self  observation  and  reinforcement.'*^  Group  expo- 
sure methods,  patient  support  groups,  and  psy- 
choeducational  groups  have  also  been  used 
successfully  to  treat  phobic  avoidance  behavior. 

Gelder  et  al  concluded  that  psychotherapy  seems 
to  be  less  effective  than  behavior  therapies  in  treat- 
ment of  anxiety  and  avoidance  behavior;  however, 
psychotherapy  may  produce  worthwhile  benefits  in 
problems  related  to  interpersonal  relationships  and 
social  disturbances.'*^  Klein  et  al  found  no  difference 
in  effectiveness  when  supportive  psychotherapy  was 
compared  with  behavior  therapy  in  agoraphobic  pa- 
tients treated  with  imipramine.'** 

The  complex  nature  of  PD  and  the  complication 
of  phobic  avoidance  behavior,  including  agorapho- 
bia, indicates  need  for  a multimodal  approach  which 
combines  several  techniques  in  an  individualized 
manner.  Recent  application  of  pharmacotherapy  and 
behavior  therapy  has  given  the  clinician  new  tools 
with  which  to  help  these  patients. 


Conclusion 

In  summary,  PD  is  an  illness  whose  diagnosis, 
pathogenesis,  and  treatment  are  relevant  to  the  prac- 
ticing physician  and  reflect  the  rapidly  growing  bi- 
ological knowledge  and  multimodal  treatment 
methods  available  in  modem  psychiatry.  The  high 
prevalence,  diversity  of  symptoms,  level  of  suffer- 
ing, and  disability  imposed  by  PD  emphasize  the 
importance  of  a high  index  of  suspicion  for  diag- 
nosis, appropriate  and  timely  treatment,  and  inten- 
sive research  into  biopsychosocial  mechanisms. 


References  are  available  from  Dr.  Vaughan,  UKSM- 
Wichita  Department  of  Psychiatry,  1010  No.  Kansas,  Wich- 
ita KS  67214. 


Settlement 

(Continued  from  page  141) 

evidence  against  the  insured.  This  is  often  done  by 
the  attorney  who  is  able  to  place  the  weight  of  this 
evidence  in  the  context  of  a potential  verdict.  Fi- 
nally, the  risk  of  financial  exposure  of  each  party, 
the  insured,  the  insurer,  and  the  excess  coverage 
insurer  (in  Kansas,  the  Health  Care  Stabilization 
Fund)  must  be  fully  assessed,  weighed,  and  bal- 
anced. 

If  the  physician  feels  strongly  that  a case  should 
not  be  settled,  the  insurance  company  should  be 
contacted  and  informed  of  the  physician’s  position. 
Normally,  the  companies  give  great  weight  to  the 
desires  of  the  insured  physician. 

While  the  determination  that  a case  should  be 
settled  is  a business  judgment,  it  is  a judgment  based 
upon  equal  considerations  of  the  physician’s  and  the  ! 
insurance  company’s  interests.  While  this  may  not 
help  the  emotional  impact,  or  negate  the  need  for  | 
public  exoneration,  the  physician  can  be  assured  | 
that  his/her  best  legal  interests,  as  well  as  the  in-  ; 
terests  of  the  insurance  company,  are  carefully  con-  i 
sidered  in  any  settlement  negotiations.  ■ 
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Aftera  nitrate, 
add  ISOPUM 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antlanglndl  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTiri 

(tfeiiipamll  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

"My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' ^ 

A public  service  of  this  publication. 


UNITED  MISSOURI  BANKS’  CHAMPION  SPIRIT 


76'  high 


Champion  Trees 
are  trees  of  exceptional  size  for 
their  species.  Champions  are  judged 
by  American  Forestry  Association 
regulations  and  designated  as  city, 
state  or  national  champions. 


Tree:  English  Oak 

Distinction:  Missouri  State  Champion 
Size:  10'  10"  trunk  circumference, 

76'  high 

Location:  Kansas  City,  Missouri 
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UNITED  MISSOURI  BANKS 


Members  FDIC 


— 6'  high 


10' W circumference 


Stability. 

In  1985, 120  banks  failed 
nationwide.  That’s  the  largest 
number  since  the  Depression.  But 
United  Missouri  Bancshares,  Inc. 
thrived.  In  fact,  we  had  our 
best  year. 

Our  management  philosophy, 
$250  million  capital  base  and 
over  $3.5  billion  in  assets  provide 
stability  you  can  rely  on.  We’ve 
been  a shelter  through  uncertain 
economic  climates  and  a 
foundation  of  financial  strength 
for  you  to  build  upon. 

Our  Champion  Spirit.  It’s  the 
symbol  of  our  commitment  to  you 
and  the  community. 


UNITED  WE  GROW.  TOGETHER. 


Pseudomembranous  Colitis 

(Continued  from  page  133) 

molecule  from  (3  lactamases  and  the  drug  is  bac- 
tericidal against  a large  number  of  gram  positive 
and  gram  negative  organisms.  Cefoxitin  has  poor 
activity  against  non-perfringens  clostridia  but  is  ef- 
fective against  most  strains  of  Bacteroides  fragilis3 
Cefoxitin  is  a potent  inducer  of  pseudomembranous 
colitis  in  hamsters  and  is  used  in  the  selective  media 
to  isolate  Clostridium  difficile  from  human  feces. ^ 

The  usual  therapeutic  approach  to  pseudomem- 
branous colitis  involves  discontinuation  of  the  of- 
fending antibiotic  and  oral  administration  of 
vancomycin.  Cefoxitin  was  discontinued  in  our  pa- 
tient after  the  onset  of  diarrhea,  but  another  ceph- 
alosporin as  well  as  clindamycin  was  subsequently 
needed.  It  is  not  generally  appreciated  that  pseu- 
domembranous colitis  can  be  successfully  treated 
without  discontinuing  antibiotic  therapy,  although 
this  is  preferable  when  possible. 

In  the  only  successful  reports  of  vancomycin 
administration,  the  route  was  per  os.^-^  In  the  few 
patients  studied,  fecal  levels  of  intravenously  ad- 
ministered vancomycin  were  unpredictable, and  in 
at  least  one  instance,  intravenous  vancomycin  failed 
to  resolve  pseudomembranous  colitis.^  In  our  pa- 
tient, therapy  was  modified  because  of  persistent 
ileus.  We  know  of  no  reports  using  direct  instillation 
of  vancomycin  via  enemas.  Experimental  studies 
on  patients  with  ulcerative  colitis  have  demonstrated 
that  steroids  administered  as  retention  enemas  reg- 
ularly reach  the  splenic  flexure  in  quantities  suffi- 
cient to  favorably  influence  this  disease  process." 
Vancomycin  given  continuously  in  retention  ene- 


mas may  allow  an  adequate  intraluminal  concentra- 
tion within  the  involved  colonic  segments  and  be  a 
useful  therapeutic  adjunct  in  the  treatment  of  some 
patients  with  pseudomembranous  colitis  who  have 
severe  ileus. 

Our  experience  suggests  that  rectal  instillation  of 
vancomycin  represents  a viable  alternative  when  oral 
therapy  is  impossible. 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Dead- 
line is  20th  of  the  month  preceding  month  of  publication. 
Box  numbers  are  available  at  no  charge.  All  advertisements 
are  accepted  subject  to  approval  by  the  Editorial  Board. 


BC/BE  PEDIATRICIAN  to  affiliate  in  a well-established 
practice  in  Kansas.  Subspecialty  interest  welcomed.  University 
location  with  drawing  area  of  70,000.  Guaranteed  salary  leading 
to  partnership.  Reply  to  Box  #1-0486,  c/o  KANSAS  MEDI- 
CINE, 1300  Topeka  Avenue,  Topeka  KS  66612. 


FAMILY  PRACTICE  physician  to  join  a multispecialty  part- 
nership of  5 doctors  in  southeast  Kansas.  Immediate  opening. 
Guaranteed  income  first  year,  then  a partner.  Send  curriculum 
vitae  to  Box  #2-0486,  c/o  KANSAS  MEDICINE,  1300  Topeka 
Avenue,  Topeka  KS  66612;  or  call  316-421-0600. 


EXCELLENT  OPPORTUNITY  — EMERGENCY  MEDI- 
CINE. Active  Level  II  ER  in  400-bed  hospital  seeks  physician 
with  experience  in  emergency  medicine  to  join  4-man  group. 
Full  specialty  backup,  wide  clinical  exposure,  excellent  benefit 
package.  Send  CV  to  Emergency  Physicians  of  Topeka,  P.A., 
1500  W.  10th,  Topeka  KS  66606. 


Carcinoma  of  the  Nipple 

(Continued  from  page  135) 

nipple  and  the  breast.  It  was  impossible  to  determine 
which  was  the  primary  tumor  and  they  apparently 
were  two  separate  similar  tumors. 
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The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.”^  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 


RctomiCM:  1 . Glueck  CJ:  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease.  Washington,  0 C , March  31.1 985  2 The  Framingham 

Study,  An  epidemiological  Investigation  of  cardiovascular  disease.  Section  28.  U S.  Dept,  of  Health,  Education,  and  Welfare  3 National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1 984;  Vol  5,  No  7,  p 4.  4.  Chobanian  AV:  The  influence  of  hypertension  and  other  homodynamic  lectors  in  atherogonesis  Progress  >n 

Cardiovascular  Diseases,  XXVI  (3):  1 77.  Nov/Dec,  1 983,  5.  Castelll  WP:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington.  D C 

March  31,1 985.  6.  Data  on  file,  Wyeth  Laboratories. 
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^(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Summary 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug. 

Precautions:  1.  Sedation:  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients. When  used  with  centrally  active  depressants,  e g.,  phcnothiazines.  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects.  2, 
Patients  with  vascular  insufficiency:  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure,  3.  Rebound:  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wytensin  may  rarely  result  in  “overshoot"  hyper- 
tension and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology. 

INFORMATION  FOR  PATIENTS:  Advise  patients  on  Wyteosio  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy.  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished.  Advise  patients  not  to  discontinue  therapy 
abruptly. 

LAB  TESTS:  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC,  urinalysis,  electro- 
lytes, SCOT,  bilirubin,  alkaline  phosphatase,  uric  acid,  BUN,  creatinine,  glucose,  cal- 
cium, phosphorus,  total  protein,  and  Coombs’  test.  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high- 
density  lipoprotein  fraction.  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease. 

DRUG  INTERACTIONS:  Wyteosin  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  c.g.,  digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  aniiinfectivc  agents,  in  clinical  trials.  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted. 
DRUG/LAB  TEST  INTERACTIONS;  No  lab  test  abnormalities  were  identified  with 
Wyieosio  use 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two-year  oral  study  with  Wytensin 
at  up  to  9.5  mg/kg/day,  i.e  , about  10  times  maximum  recommended  human  dose.  In 
the  Salmonella  microsomc  mutagenicity  (Ames)  test  system.  Wytensin  at  200-500 
megper  plate  or  at  30-50  mcg/ral  in  suspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one(TA  1537)  of  Salmonella  typbimurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes.  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microor^inisra.Scbizosaccbar- 
omyces pombe,  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture.  In  another  eukaryotic  system,  Saccharomyces  cerevisiae, 
Wytensin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  (9.6  mg/kg),  suggesting  impairment  of  fertility.  Fertility  of  treated  males 
( 9-6  mg/kg ) mav  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy. 
PREGNANCY:  Pregnanev  Category  C:  WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteosin  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  10  mg/kg. 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits.  However,  increased  fetal  loss  has  been  observed  after 
oral  Wytensin  given  to  pregnant  rats  { 14  mg/kg)  and  rabbits  ( 20  rag/kg).  Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  ora!  doses  of  6. 4 and  9.6  mg' 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women.  Wytensin 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus. 

NURSING  MOTHERS:  Because  no  information  is  available  on  Wytensin  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers. 

PEDIATRIC  USE;  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended. 

Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S  and  is  based  on  data  from  859  patients  on  Wytensin  for  up 
to  3 years.  There  is  some  evidence  that  side  effects  are  dose-related.  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytensin  to  placebo,  at  starting  dose  of  8 mg  bid 


Adverse  Effect 

Placebo  (% ) 
n = 102 

Wytensin  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg/day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12%  ),  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con- 
trolled  trial.  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time.  In  more  recent  studies  using  an  initial  dose 
of  8 rag/day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less:  Car- 
diovascular-chest pain,  edema,  arrhythmias,  palpitations.  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort. 
Central  nervous  system— anxiety,  ataxia,  depression,  sleep  disturbances.  ENT  dis- 
orders—nasal  congestion.  Eye  disorders — blurring  of  vision.  Musculoskeletal- 
aches  in  extremities,  muscle  aches.  Respiratory — dyspnea.  Dermatologic — rash, 
pruritus.  Urogenital — urinary  frequency,  disturbances  of  sexual  function.  Other — 
gynecomastia,  taste  disorders. 

Drug  Abuse  aod  Depeodeuce:  No  dependence  or  abuse  has  been  reported. 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years.  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both.  Since  experience  with  ac- 
cidental overdosage  is  limited,  suggested  treatment  is  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic.  Vital  signs  and  fluid 
balance  should  be  carefully  monitored.  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted.  No  data  are  available  on  Wyteosio 
dialyzability. 

Dosage  aod  Admioistratloo:  Individualize  dosage  A starling  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic.  Dosage  may  be 
increased  in  increments  of  4 to  8 rag/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b.i.d  . but  doses  this  high  are 
rarely  needed. 

Flow  Supplied:  (guanabenz  acetate)  Tablets,  4 mg,  bottles  of  100  and  500;  8 mg  and 
I6  mg,  bottles  of  100.  Revised  2/14/85 

Wyeth  Laboratories 


TWEIVE 

IMPHCABLE 

EXCUSES 

FORNOTGIVING 

BLOOD. 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 


6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8. 1  didn’t  sign  up. 
9. I’m  going  out 
of  town. 


10. 

11. 

12. 


Asthma  runs  in 
my  family. 

I forgot  to  eat 
this  morning. 

I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


®1984,  Wyeth  Laboratories. 
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Suspension 
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250-mg  Pulvules 
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cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Indianapolis,  Indiana  46285 
Mfd.  by  Ell  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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topeka  Ollergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  heid  in  Hays  and  Salina 
MEDICAL  PLAZA  • W.  10TH  & GARFIELD  • 234-2663  • TOPEKA,  KANSAS  66604 


This  space  available  for  YOUR  listing 


lx 6x 12x 

One  column-inch  $50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 


For  information,  call  the  KMS  office 
1-800-332-0156 
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The  fully  automated 

SMI  III  Spirometer  com- 
bines the  reliability  and 
accuracy  of  the  most 
widely  used,  clinically  proven 
volumetric  spirometer  with  the 
speed  and  operating  ease  of 
microprocessor  electronics  to 
make  complete  pulmonary  func- 
tion screening  truly  affordable 
in  any  application. 

• Automatically  selected, 

calculated  and  interpreted  test 
results  available  immediately  on 

printout  tape. 

• Pre  and  post  bronchodialation  comparisons. 

• Full  10-liter  (BTPS)  capacity  and  12-second 
recording  on  convenient,  durable,  8V2  " x 11  " 
charts  meet  all  current  standards,  including 
ATS,  NIOSH  and  Social  Security  Disability. 

The  unique  price/performance  advantages  of  the 
Spirometries  SMI  III  make  it  the  unchallenged 
choice  for  pulmonary  function  testing  in  every 
area  of  application-private  practice,  clinical, 
industrial  and  hospital.  It  has  the  speed  to  satisfy 
high-volume  requirements,  the  accuracy  to  replace 
or  supplement  more  complex  equipment,  the  easy 
transportability  to  go  wherever  it’s  needed,  and 
the  lease/purchase  economics  to  assure  quick 
payback  even  on  moderate  fee  and  reimbursement 
schedules. 


SPIROMETRICS,  me  SMI  III  Model  2453 
Extended  Performance  Spirometer 


Full,  24-month  warranty  Manufactured  in  U.S.A. 


Munns  Medical  Supply  Co. 
501  Gage  Blvd. 

P.O.  Box  399 
Topeka,  Kansas  66601 

AC  913  272-2300 


KANSAS 

1-800-432-2477 


1.  FREEMAN  4 SON,  SIMON  KAYE  LTD. 

ANTIQUE  MEDICAL  INSTRUMENTS 


Always  an  Extensive  Stock  of  Items 
Relating  to  all  Branches  of  Medicine 
and  Surgery,  all  Prior  to  c 1880. 

Photographs  and  Details  Sent 
on  Request 


18  DOVER  STREET,  LONDON  W.I.  TEL.  493-7658 
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LOOK  WHO’S 
USING  A CPA 

NOW 


“With  income  from 
three  sources,  my  tax 
filing  gets  complicated.” 


“We’re  setting  up  an 
estate  plan.” 


Tm  willing  to  change 
business  procedures 
to  cut  my  taxes.” 


“My  client  needs 
financial  advice  for  a 
divorce  settlement.” 


“My  tax  returns  are  “1  want  independent  advice  “For  budgeting  and  “To  help  me  get  a new 

being  audited  and  1 for  the  clinic  and  for  financial  forecasting  at  equipment  loan.” 

need  help.”  personal  finances.”  the  store.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS "® 


# 

. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  f ^ 

Sleep  Laboratory  Investigator 

Pennsylvania 

. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References;  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  69]- 
697  Jul-Aug  1971.  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/S.356-363,  Sep  1975.  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  /9. 576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:78]-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Geriatr  Sac  27:54]-546,  Dec  1979.  6.  Dement  WC, 
etal:  BehavMed,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  JClin  Psychopharmacol 3:]40-]50,  Apr  1983. 

8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 :356-36], 

Mar  1977. 


brand  of 

flurazepam  FICI/Roche  (iy 

Before  prescribing,  please  consulf  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  ali  types  of  insomnia  characterized 
by  difficuity  in  faliing  asieep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
With  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg . operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported;  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  in  elderly  and  debilitated  patients.  It  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosoge,  have  been  reported.  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  In  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initiolly 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI, 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


*1FORSL0 

After  more  than  1 5 years  flf  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  af  product  information. 
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MERIWETHER  LEWIS  AND  WILLIAM  CLARK,  1804  -1806 

CAPT.  ZEBULON  M.  PIKE,  1806 

a fi — JAMES  WILKINSON  DETCH.  OF  CAPT.  PIKE  PARTY,  1806 


THOMAS  SAY  DETCH.  OF  MAJ.  STEPHEN  H.  LONG  PARTY,  1819 

LT.  J.  R.  BELL  DETCH.  OF  MAJ.  STEPHEN  H.  LONG  PARTY,  1820 


■ K M H-  JACOB  FOWLER,  1821  - 1822 
SYLVESTER  PATTIE,  1824 

- JEDEDIAH  STRONG  SMITH,  1824  - 1831,  SMITH  KILLED  HERE 

JOHN  CHARLES  FREMONT,  1842,  1843,  1844 

PACIFIC  RAILROAD  SURVEY,  COMPLETED  IN  1855 


AMERICAN  EXPLORERS,  1804-1854  „ ,o’,o  4o  5o 


WASHINGTON  IRVING,  1832 


From  Historical  Atlas  of  Kansas,  by  Homer  E.  Socolofsky  and  Huber  Self.  Copyright 
1972  by  the  University  of  Oklahoma  Press. 
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TIME  WON’T  STOP 
SIMPLY  BECAUSE  THERE’S 
MORE  WORK  TO  00. 


But  there  is  a way  to  make  the  time  you  have  more 
productive. 

The  Datamerica  Clinic  Financial  Management  System 
(CFMS)  has  been  developed  by  CPAs  and  tested  by 
physicians  to  ease  the  accounting  and  information  flow  of  a 
medictil  office.  CFMS  controls  receivables,  prepares 
insurance  claims  (as  an  option,  it  can  even  process  claims 
electronically),  maintains  account  histories  and  handles 
patient  scheduling  and  reminders  for  clinics,  hospital  based 
physicians  and  medical  service  bureaus. 

CFMS  tracks  the  productivity  of  any  physician  or  location 
providing  valuable  insight  into  the  financial  performance. 

And  the  CFMS  is  so  flexible  that  it  can  be  customized  to  fit 
as  closely  as  possible  to  a physician’s  own  unique 
requirements.  In  addition,  it  has  the  ability  to  expand  as  the 
practice  expands,  supporting  up  to  four  terminals  and  one 
printer  without  a significant  loss  of  speed. 

For  more  detailed  information  on  how  the  Datamerica 


Clinical  Financial  Management  System  can  make  your 
vciluable  time  more  productive,  complete  and  return  the 
coupon  below. 


coRPORarion  11201  W.  59th  Terrace 

Shawnee,  Kansas  66203 
913/268-3003 


I am  interested  in  more 
information  about  the  Datamerica 
Clinic  Financial  Management 
System  (CFMS). 
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In  ten  years  your 
malpractice  carrier  may 
De  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  he  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Cover  Story 

(This  month’ s cover  map  was  prepared  by  Homer  E.  So- 
colofsky  and  Huber  Self  for  their  Historical  Atlas  of  Kansas, 
University  of  Oklahoma  Press,  1972,  and  is  used  by  per- 
mission . ) 

Passage  through  the  area  that  would  become  Kansas  picked 
up  rapidly  after  1803.  In  1673,  Jolliet  and  Marquette  had 
looked  but  did  not  touch.  Even  Lewis  and  Clark  in  their 
1804-1806  travels  only  brushed  against  it.  Leaving  the  junc- 
tion of  the  Kansas  and  Missouri  Rivers  and  heading  north, 
they  spent  the  night  of  June  30  in  Leavenworth  and  July  3 
in  Atchison  County.  On  the  4th,  they  were  back  on  the 
Missouri  side  celebrating  Independence  Day  with  an  extra 
ration  of  whiskey  (four  ounces,  in  fact,  which  seems  modest 
but  protected  Kansas’  later  attempts  at  abstinence).  A report 
that  a member  of  the  party  had  been  bitten  by  a snake  may 
have  been  the  real  inspiration,  anyway.  They  were  on  the 
Kansas  side  July  5,7,  and  9 before  moving  on  north. 

Captain  Zebulon  Pike’s  expedition  passed  through  Kansas 
on  its  way  to  the  Rockies  but  most  notably  a detachment 
moved  north  to  persuade  a Pawnee  village  (actually  in  Ne- 
braska) to  replace  a recently  raised  Spanish  flag  with  an 
American  one.  (There  is  no  record  of  how  long  the  American 
flag  remained.)  The  detachment  rejoined  the  group  on  the 
Arkansas  and  proceeded  to  the  mountains  where  Pike  got  a 


mountain  named  after  him  although  he  never  climbed  it  (or 
got  a T-shirt). 

Major  Stephen  Long’s  party,  heading  for  the  upper  Mis- 
souri in  1821,  sent  a detachment  into  northeastern  Kansas 
where  it  found  friendly  Kansa  villages  but  also  some  un- 
friendly Pawnees  along  the  Blue  River  who  relieved  them 
of  their  worldly  goods.  The  reunited  group  moved  on  to  the 
mountains  where  Long,  too,  got  a mountain  named  after 
him.  Returning  over  the  southerly  route  along  the  Arkansas, 
their  observations  may  have  led  Major  Long  to  contribute 
to  the  problems  of  latter-day  image  makers  by  designating 
the  western  area  “The  Great  American  Desert,”  which  being 
picked  up  by  generations  of  school  geographies,  produced 
a firm  mind-set  in  the  East. 

Fowler,  Pattie,  and  Smith  (see  map)  although  trappers, 
contributed  by  their  experiences  and  observations  to  the 
information  that  would  guide  the  settlers  (and  movie  pro- 
ducers) of  the  future.  Fremont’s  interests  were  in  the  far 
west,  and  since  the  usual  pathways  were,  in  fact,  well  if 
not  safely  traveled  by  that  time,  he  intentionally  added  little 
but  experience  to  the  record.  Washington  Irving’s  visit  was 
of  literary  interest  but  he  touched  only  the  southeast  comer  : 
and  most  of  his  time  was  spent  in  Oklahoma  as  reported  in  i 
his  “Tour  of  the  Prairies.”  I 

The  Pacific  Rail  Survey  in  1855  demonstrates  the  coun-  I 
try’s  growing  awareness  of  the  need  for  rail  connections  to 
the  Far  West,  bringing  a special  chapter  in  the  state’s  history 
in  itself.  — D.E.G. 
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Drugs  and  Contemporary  Youth 


A DECLINE  in  drug  use  by  young  people  has  stalled. 
Data  presented  at  the  1983  Kansas  Wellness  v.s  Abuse 
Conference  showed  a downward  trend,  but  statistics 
from  the  recent  annual  National  High  School  Senior 
Survey  indicate  no  significant  additional  progress. 

Michigan  researchers  who  develop  the  survey 
point  out  that  “we  can’t  take  the  improvement  of 
recent  years  for  granted.  The  reduction  of  drug  use 
from  the  disturbingly  high  levels  is  going  to  take  a 
sustained,  long-term  effort  on  the  part  of  all  sectors 
of  society.’’ 

In  Kansas,  programs  are  available  to  help  young 
people  to  develop  the  confidence,  self-esteem,  and 
responsibility  that  will  enable  them  to  resist  the  peer 
pressure  that  surrounds  alcohol  and  drugs.  Among 
the  strategies  known  to  reduce  alcohol  and  drug 
abuse  are  setting  goals,  working  to  achieve  them, 
and  learning  from  mistakes.  Successful  young  peo- 
ple learn  to  understand  that  although  they  are  im- 
perfect, they  can  nevertheless  be  accepted  by  friends, 
teachers,  and  parents.  They  need  to  have  factual 
information  about  alcohol  and  drugs.  The  educa- 
tional process  ideally  will  be  continual  from  birth 
into  young  adulthood,  and  will  embrace  experiences 
from  the  home,  school,  and  community. 

Kansas  programs  that  involve  youth  and  adults 
as  partners  in  the  development  of  coping  skills  in- 
clude: 

• School  Team  Training  for  the  Prevention  of  Al- 
cohol and  Drug  Abuse:  Kansas  is  a national  leader 
in  development  of  the  School  Team  Training  pro- 
gram statewide.  Five  member  teams,  made  up  of 
administrators,  teachers,  school  nurses,  counse- 
lors, and  community  representatives  are  trained 
in  prevention  skills  and  action  planning.  After 
only  four  years,  one  school  system  has  success- 
fully reduced  alcohol  violations  by  37%,  inci- 
dents of  drug  possession  by  22%,  and  smoking 
offenses  by  15%. 

• Community  Prevention  Programs:  There  are  16 
partially  state  funded  community  alcohol  and  drug 
prevention  programs  in  Kansas.  These  programs 
have  resulted  in  a 50%  increase  in  participant 
knowledge  about  alcohol  and  drug  abuse  after 
several  educational  presentations. 

• Students  Against  Driving  Drunk:  SADD  has  1 10 


From  the  Alcohol  and  Drug  Abuse  Services  of  the  Kansas 
Department  of  Social  and  Rehabilitation  Services 


chapters  in  Kansas.  Kansas  youth  are  working  to 
alert  students  and  adults  to  the  dangers  of  drink- 
ing and  driving.  Their  activities  feature  educa- 
tional events,  awareness  campaigns  such  as  Proj- 
ect Graduation,  and  chemical-free  parties. 

• Just  Say  No  Clubs:  Just  Say  No  Clubs  for  ele- 
mentary students  are  forming  in  Kansas.  Activ- 
ities planned  for  National  Just  Say  NO  Day  in- 
clude activities  such  as  “walks’’  and  essay  and 
poster  contests  to  symbolize  saying  “No’’  to 
drugs. 

• Hunter  Safety:  Kansas  was  the  first  state  to  de- 
velop a statewide  youth  program  that  stresses  the 
dangers  of  combining  alcohol  and  hunting.  An 
estimated  15,000  young  hunters  participate  in  lo- 
cal Hunter  Safety  Clinics  each  year. 

• VolunteerlPrivate  Sector  Support:  Groups  such 
as  the  Elks,  Lions,  Rotary,  and  Junior  League 
have  joined  with  public-spirited  business  leaders 
to  initiate  innovative  prevention  programs.  Ew- 
ing M.  Kauffman  (Marion  Laboratories)  has 
funded  Project  STAR  in  the  Kansas  City  schools; 
this  project  is  designed  to  teach  young  students 
how  to  resist  peer  pressure  for  use  of  alcohol  and 
other  drugs. 

The  Kansas  Association  of  Broadcasters  do- 
nated more  than  $1  million  in  airtime  for  anti- 
abuse messages  in  1984-1985.  This  contribution 
was,  in  part,  a response  to  the  needs  expressed 
at  the  1983  Wellness  V5  Abuse  Conference. 

But  despite  the  successful  programs  documented 
by  school  and  community  programs  across  the  state, 
more  needs  to  be  done.  There  are  critical  gaps  in 
services  for  youth.  In  1984/85,  limited  resources  for 
prevention  programs  partially  funded  by  SRS/Al- 
cohol  & Drug  Abuse  Services  restricted  availability 
to  only  19%  of  the  405,347  Kansas  students  in  only 
26  of  the  state’s  105  counties.  Current  programs  for 
prevention,  intervention,  and  treatment  reach  only 
a small  percentage  of  Kansas  youth: 

— There  are  about  33,000  Kansas  youth  who  receive 
no  help  for  their  alcohol/drug  abuse  problems. 
— Kansas  has  funding  for  only  two  community  res- 
idential treatment  programs  for  youth  who  cannot 
pay  for  services. 

— Few  services  exist  for  children  of  alcoholics  — 
an  extremely  high  risk  group. 

(Continued  on  page  181) 
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topeka  Qllergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
MEDICAL  PLAZA  • W.  10TH  & GARFIELD  • 234-2663  • TOPEKA,  KANSAS  66604 


This  space  available  for  YOUR  listing 


lx 3jc 62c 12x 

One  column-inch  $50  $45  $41  $38 

NOTE;  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 


For  information,  call  the  KMS  office 
1-800-332-0156 
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INDERALLAa 


■ INDERAL  LA 
avoids  the  sharp  peak 
seen  with  atenolol 


Blood  pressure  controllea 


Smooth  blood  pressure 
control  and  well  tolerated 


Once-daily 


(PROPR/mOLHCI) 


Long  Acting 
Capsules 


Once-daily  INDERAL  LA  (propranolol  HCl)  keef| 
life  simple  for  the  patient . A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  we 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patient 
found  a low  incidence  of  side  effects  with  INDERA 
LA,  which  was  not  significantly  different  from  that  ; 
reported  with  metoprolol  and  atenolol. ^ 

INDERAL  LA  should  not  be  used  in  the  presence  (!' 
congestive  heart  failure,  sinus  bradycardia,  cardioge  i( 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


;nolol  over  24  hours*' 


80  mg  INDERAL  LA 


1 \ 

16  20  24 

asma  concentrations  in  relation  to  the  mean . 


Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


md  feeling  good 

\dded  bipod  pressure 
[:ontrol  with  the  preferred 
diuretic 

^hen  more  than  one  antihypertensive  agent  is  needed, 

)nce-daily  INDERIDE  LA  enhances  patient  compliance 
o improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
itandard-release  hydrochlorothiazide  (HCTZ),  for 
:omfortable  morning  diuresis.  Not  only  does  this 
egimen  permit  patients  to  follow  normal  daily 
outines,  but  HCTZ  also  produces  less  potassium 
vastage  on  a mg-for-mg basis  than  chlorthalidone. (PROPRANOLOL  HCI  jlNDERAL^^  L A ? 

/HYDROCHLOROTHIAZIDE) 

As  with  all  lixed-combination  aniihyperlensives,  INDERIDE  LA 

is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

IfOERIDELA 


Once-daily 

INDERALLA 


LONG  ACTING 
CAPSULES 


80  mg 


Q 

1^*  120  mg 


a 

RA.L  Ui: 

160  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in:  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  oompensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure. Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Proppanolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure, 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nen/ous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug. 

PREGNANCY:  Pregnancy  Category  C,  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Once-dailv 


Each  capsule  contains  propranolol  HCI  (INDERAL’^  LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease),  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeufic  use. 

PREGNANCY:  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult. 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  fhe  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE:' Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  A\opec\a\  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions. 

Other.  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restlessness; 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn. 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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□vuSnCK 

Urine  hLH  Kit 

THE  FIRST  PRACTICAL  PREDICTOR  TO  AID  IN  THE  TIMING  OF  OVULATION 


■S, 


□vuSTICK 


SENSITIVE 


Easily  detects  20  mlU/ml  of  hLH — the  kit  includes  calibrators  that  distinguish 
basal,  transitory,  and  preovulatory  surge  levels  of  hLH 


ACCURATE 

SPECIFIC 


In  clinical  evaluations,  OvuSTICK  results  were  consistent  with  RIA  findings  for 
97%  of  the  follicular  and  midcycle  specimens  tested 

Use  of  monoclonal  antibodies  assures  low  cross-reactivity  to  hFSH 


EASY-TO-DO 

FAST 

CONVENIENT 


No  sophisticated  instruments  or  highly  trained  laboratory  personnel  are  required 
Results  are  ready  in  less  than  90  minutes 
Uses  urine  specimens,  not  serum 


The  GOETZE-NIEMER  CO. 

1701  Brooklyn.  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-7337  (KS) 


Coming  attraction  . . . 

In  August,  Kansas  Medicine  will  again  publish  the  KMS  membership 
directory.  Please  check  to  make  sure  we  have  accurate  up-to-date 
information  for  your  listing. 

If  you  have  questions  or  corrections,  please  contact: 

Ramona  Perez,  Membership  Secretary 
1-800-332-0156 
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UNITED  MISSOURI  BANKS 

Members  FDIC 


Providing 
all  the  pieces 
for  secure 
tomorrows. 


You  know  your  specialty.  We  know  ours — constructing  retirement 
plans  that  provide  benefits  now  as  well  as  later. 

United  Missouri,  with  the  largest  Employee  Benefit  Division  in  the 
Midwest,  can  offer  such  expertise  on  options  that  are  right  for  medical 
professionals  and  their  staffs.  For  example,  prototype  corporate  or  Keogh 
plans.  And  plans  with  401  (k)  provisions.  Investment  possibilities  are 
varied,  with  each  meeting  our  high  standards.  Our  years  of  experience  in 
administering  IDAs  (Individually  Directed  Accounts)  can  be  effective  for 
your  group  as  well. 

For  expert  advice  from  trust  officers  who  specialize  in  benefits 
planning,  call  1-800-821-7194  (in  Missouri  1-800-892-2945)  today. 


P.O.  Box  226,  Kansas  City,  Missouri  64l4l  (8l6)  556-7474 


LOOKWHOS 
USING  A CPA 

NOW 


“With  income  from 
three  sources,  my  tax 
filing  gets  complieated.” 


“Were  setting  up  an 
estate  plan.” 


“I’m  willing  to  ehange 
business  procedures 
to  cut  my  taxes." 


“My  client  needs 
financial  advice  for  a 
divoree  settlement.” 


“My  tax  returns  are 
being  audited  and  1 
need  help.” 


“I  want  independent  adviee  “For  budgeting  and  “To  help  me  get  a new 

for  the  clinie  and  for  finaneial  foreeasting  at  equipment  loan.  ” 

personal  finances.”  the  store.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 
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When  you 
need  special 

help  from 
Blue  Cross  and  Blue  Shield 
of  Kansas.  . ,we*re  as 
close  as  your  phone! 


I 


Just  use  our  Hot  Line  number 
1-800-432-3587  for  questions  about: 


Policies  and  claim  procedures 

Claims  problems  not  resolved  by 
regular  correspondence 


Government  Program  policies 

Professional  Relations  matters  that 
need  a staff  member’s  help 


remember.  . . 

Calls  on  the  “HOT  LINE”  cannot  be 
transferred  to  a specific  person 
because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number: 

TOPEKA  OFFICE  ■ 1-91 3-232-1 000 
WICHITA  OFFICE  - 1-316-686-7263 
DODGE  CITY  OFFICE  - 1-316-225-0884 

and  ask  for  the  person  by  name. 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 

and  don’t  forget.  . . 

When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations 
Representative  who  is  ready  to  help. 
Call  for  your  Blue  Cross  and  Blue 
Shield  representative  by  name  or 
leave  your  rep  a message. 


Blue  Cross  and  Blue  Shield 

of  Kansas 

1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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^Thank  you  for  your  lo^al  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


^ SKGF  CO. 


T 

''i 


Aftera  nitrate, 

add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protectyour  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  CORD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isopnrr 

(verapamil  HCI/KnolO 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  Impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHE  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1 .6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN, 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDS^ 

Paying  Better  Than  Ever " 

A public  service  of  this  publication. 
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To  the  Editor: 

In  the  article  entitled  “AIDS  in  America”  (Kan- 
sas Medicine  March  1986),  the  following  state- 
ments were  made: 

In  Kansas,  prison  officials  quarantine  an  inmate  (com- 
plete with  disposable  dishes  and  the  weekly  burning  of 
linens)  because  he  claims  he  had  sexual  contact  with  an 
AIDS  victim  while  on  weekend  pass.  When  his  antibody 
test  for  HTLV-III  is  negative,  the  quarantine  is  continued 
for  the  fear  infection  will  appear  iater. 

The  sources  for  these  comments  were  likely 
newspaper  articles.  However,  the  description  is  not 
a correct  statement  of  the  policy  of  the  Department 
of  Corrections  on  the  issue  of  AIDS.  In  that  regard, 
it  should  first  be  noted  that  Kansas  has  not  yet  had 
an  AIDS  victim  in  one  of  its  correctional  institu- 
tions. The  Department  does,  however,  have  a policy 
on  how  to  deal  with  the  situation  once  it  does  arise. 
That  policy  does  not  call  for  quarantine  of  an  inmate 
until  the  inmate  tests  positive  for  HTLV-III  anti- 
bodies, has  symptoms  of  AIDS  related  complex 
(ARC),  and  has  symptoms  of  AIDS.  In  addition, 
the  policy  does  not  call  for  the  weekly  burning  of 
linens  and  use  of  disposal  dishes. 

The  policy  was  based  on  information  from  the 
Centers  for  Disease  Control,  policies  of  other  states, 
and  various  other  sources.  It  became  effective  on 
March  7,  1986. 

Thank  you  for  the  opportunity  to  clarify  this  mat- 
ter. 

Charles  E.  Simmons, 

Chief  Legal  Counsel 

Kansas  Department  of  Corrections 

700  Jackson 

Topeka  KS  66603-3798 

Editor’ s Note:  The  complete  policy  statement  re- 
ferred to  by  Mr.  Simmons  is  available  on  request 
from  Kansas  Medicine. 


To  the  Editor: 

With  reference  to  Mr.  Simmons’  letter,  the  in- 
formation he  quoted  from  my  article  was  printed  in 
two  or  three  articles  in  the  Wichita  Eagle-Beacon 
and  concerned  an  incident  that,  as  I recall,  occurred 
in  December  or  January.  The  story  was  also  carried 
by  the  local  television  news  departments. 

I have  reviewed  the  policy  statement  that  has  been 
issued  by  the  Kansas  Department  of  Corrections  and 


note  that  it  became  effective  March  7,1986.  I wish 
it  had  been  adopted  sooner.  I think  it  is  a very 
enlightened  protocol  and  it  is  consistent  with  the 
scientific  data  available  on  HTLV-III  transmission. 
1 hope  that  all  city,  state,  and  federal  institutions 
— including  the  Department  of  Defense  — have  or 
will  adopt  similar  guidelines. 

Hewitt  C.  Goodpasture,  M.D. 
818  No.  Emporia,  Suite  305 
Wichita  KS  67214 


CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Dead- 
line is  20th  of  the  month  preceding  month  of  publication. 
Box  numbers  are  available  at  no  charge.  All  advertisements 
are  accepted  subject  to  approval  by  the  Editorial  Board. 


BC/BE  PEDIATRICIAN  to  affiliate  in  a well-established 
practice  in  Kansas.  Subspecialty  interest  welcomed.  University 
location  with  drawing  area  of  70,000.  Guaranteed  salary  leading 
to  partnership.  Reply  to  Box  #1-0486,  c/o  KANSAS  MEDI- 
CINE, 1300  Topeka  Avenue,  Topeka  KS  66612. 


FAMILY  PRACTICE  physician  to  join  a multispecialty  part- 
nership of  5 doctors  in  southeast  Kansas.  Immediate  opening. 
Guaranteed  income  first  year,  then  a partner.  Send  curriculum 
vitae  to  Box  #2-0486,  c/o  KANSAS  MEDICINE,  1300  Topeka 
Avenue,  Topeka  KS  66612;  or  call  316-421-0600. 


FOR  SALE:  SURGICAL  INSTRUMENTS.  Estate  of  Dr. 
Wayne  E.  Hird  desires  to  sell  extensive  inventory  of  general  & 
thoracic  surgical  instruments.  For  copy  of  inventory,  contact 
Richard  W.  Hird,  213  Arizona  Place,  Lawrence  KS  66044,  or 
call  913-749-2304  (evenings). 


ESTABLISHED  FAMILY  PRACTICE  in  lohnson  County 
Kansas  seeking  3rd  primary  care  physician  for  their  group.  OB 
care  optional.  Salary  negotiable.  Contact  Practice  Manager  — 
Robert  R.  Havens,  8319  Grant,  Overland  Park  KS  66212. 


67-YEAR-OLD  RADIOLOGIST  wishes  to  retire.  Practice 
covers  two  rural  hospitals,  front  range,  SE  Colorado.  Spectac- 
ular home  on  40  acres,  stable,  scenic  views.  Hunting,  lishing, 
golf,  skiing  at  hand.  Home,  practice  (gross  collections  $175,000. 
1985)  available  in  1 package.  Contact  Bill  Townsend.  United 
Farm  Agency,  303-676-3426. 
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A SUITE  DE^! 


Hamilton  Exam  Table 
Hamilton  Exam  Stool 
Stainless  Waste  Receiver 
Chrome  Gooseneck  Lamp 


REGULAR  PRICE  81475.00 

CALL  FOR  OCR  SUPER 
SAVER  PRICE 

Colors  Aval  lable : Teak/Biiclc,  Pepperdiist/ 

Gre}\  Right  Hand  Drawers  Only.  Air  Lift 
Stool  At  A Slight  LTp- Charge. 


VISIT  OUR  SHOWROOM  TO  SEE 
THIS  ALL  NEW  EXAM  TABLEI 

Ask  US  about  our  competitive  leases 
for  this  and  other  equipment. 


MEDICAL 


SUPPLY 


(913)  272-2300 


MUNNS  MEDICAL  SUPPLY 

P.O.  Box  339 
501  Gage  Blvd. 

Topeka,  KS  66601 
KANSAS  TOLL  FREE  1-800-432-2477 
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Annual  Meeting  Grants 

The  Kansas  Medical  Society  is  grateful  for  the  grants  and  contributions  received  from: 

Adria  Laboratories 

Greb  X-Ray  Company 

Dublin,  Ohio 

Lenexa,  Kansas 

Alexander  Grant  & Company 

Marion  Laboratories,  Inc. 

Wichita,  Kansas 

Kansas  City,  Missouri 

Blue  Cross-Blue  Shield 

The  Medical  Protective  Company 

Topeka,  Kansas 

Fort  Wayne,  Indiana 

Duffens  Optical 

Smith  Kline  & French  Laboratories 

Topeka,  Kansas 

Philadelphia,  Pennsylvania 

The  Upjohn  Company 

Kansas  City,  Missouri 

-4" 
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SCIENTIFIC  ARTICLES 


^ ^ 


Hyperthermia  in  Cancer  Therapy 

EASHWER  K.  REDDY,  M.D.;  BRUCE  F.  KIMLER,  Ph.D.;  EDMUND  P.  CYTAKI,  Ph.D.  and 
RICHARD  G.  EVANS,  Ph.D.,  M.D.,  Kansas  City,  Kansas 


Hyperthermia  — elevation  of  temperature  above 
normal  levels  — has  been  used  to  treat  a wide  va- 
riety of  illnesses  for  many  years.  Cauterization  has 
been  used  as  a therapeutic  agent  for  cancer  since 
the  year  2000  B.C.*  Although  anticancer  effects  of 
non-cauterizing  temperature  elevation  have  been 
observed  since  ancient  Egyptian  times,  it  is  believed 
that  it  was  Hippocrates^  who  first  used  heat  to  treat 
diseases,  including  cancer.  He  felt  that  heat  was 
beneficial  in  tumors  of  the  skin  and  stated,  “The 
diseases  that  cannot  be  cured  by  medicine,  could 
be  cured  by  surgery.  Those  that  cannot  be  cured  by 
surgery  can  be  cured  by  heat,  and  those  that  heat 
does  not  cure  must  be  considered  incurable.” 

The  first  documented  report  of  the  response  of 
cancer  to  heat  is  attributed  to  Busch^  in  1866,  who 
described  a patient  with  a histologically  proven  sar- 
coma of  the  face  which  disappeared  completely  after 
high  fever  caused  by  erysipelas. 

Following  Busch’s  report,  several  investigators 
reported  similar  experiences  with  the  spontaneous 
regression  of  primary  tumors  as  well  as  metastatic 
tumors  following  attacks  of  erysipelas,  or  other  bac- 
terial infections  that  produced  a severe  febrile  re- 
sponse.'^’ 5 

In  the  United  States,  William  Coley^  was  the  first 
person  to  use  the  febrile  response  from  infectious 
agents  to  treat  malignant  tumors.  Results  of  such 
treatment  were  reported  in  1 893 . Coley  treated  sev- 
eral advanced  cancer  patients  with  attenuated  fluid 
cultures  of  Streptococcus  erysipelatosis  and  ob- 
served good  responses.^"*  Despite  Coley’s  many 
successful  reports  with  the  use  of  toxins,  his  results 
could  not  be  consistently  duplicated  by  others.  Col- 
ey’s daughter,  H.C.  Nauts,^- has  extensively  re- 


From  the  Department  of  Radiation  Oncology,  The  University 
of  Kansas  School  of  Medicine-Kansas  City. 

Address  reprint  requests  to  Dr.  Reddy,  UKSM-KC,  39th  & 
Rainbow  Blvd.,  Kansas  City  KS  66103. 


viewed  long-term  followup  of  patients  treated  with 
Coley’s  toxins.  She  noted  that  if  the  fever  had  av- 
eraged between  38. 5C  and  40C,  the  five-year  sur- 
vival rate  was  60%  in  the  inoperable  cases.  If  the 
fever  was  38. 5C  or  less,  the  five-year  survival  rate 
dropped  to  28%.  Miller  and  Nicholson"  reviewed 
the  records  of  52  patients  with  reticular  sarcoma  of 
the  bone  who  were  treated  by  Coley’s  toxin  either 
alone  or  in  combination  with  surgery  or  radiation. 
The  overall  five-year  survival  rate  was  64%.  The 
authors  concluded  that  Coley’s  toxins  were  effective 
in  increasing  survival  rates. 

In  1912,  Lambert’ 2 compared  the  heat  sensitivity 
of  malignant  cells  to  that  of  normal  cells.  He  found 
that  connective  tissue  cells  were  more  resistant  to 
heat  damage  than  were  malignant  cells.  Roh- 
denburg’^  used  heat  and  low  dose  radiation  and  made 
the  observation  that  there  was  better  tumor  response 
with  combined  treatments.  The  authors  concluded 
that  there  was  a distinctive  synergistic  effect  when 
x-ray  and  heat  treatments  were  combined.  Later, 
several  investigators’'^”  reported  similar  results  on 
experimental  tumors  by  either  assaying  the  tumor 
growth  delay  or  the  local  tumor  control. 

Attempts  to  combine  heat  and  x-rays  in  patients 
began  in  1909.  De-Keating-Hart’*  was  one  of  the 
first  investigators  to  report  improved  results  in  can- 
cer patients  when  heat  was  added  to  radiation  ther- 
apy. In  1935,  Warren'®  studied  the  effect  of  artificial 
fever  upon  patients  with  incurable  tumors;  29  of  32 
patients  showed  immediate  improvement  in  their 
general  condition  after  being  treated  by  5200  W 
carbon  filament  lamps  to  temperatures  of  41 .5C  for 
five  hours  each  day  for  one  to  six  months. 

Much  of  the  work  done  by  these  early  investi- 
gators was  “rediscovered”  in  the  1970s  and  1980s. 
and  there  has  been  renewed  interest  in  the  use  of 
hyperthermia  for  the  treatment  of  cancer.  The  work 
of  Crile^”  and  Cavaliere^'  can  be  considered  the  be- 
ginning of  this  rekindled  effect. 
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Biologic  Effects 

The  following  observations  were  made  in  in  vitro 
studies: 

• Exposure  of  cells  to  elevated  temperatures  at  42C 
and  above  generates  survival  curves  not  too  dif- 
ferent from  those  seen  for  x-irradiated  cells. 

• When  cells  are  exposed  to  sublethal  heat  treat- 
ment (temperatures  below  42C)  they  subsequently 
develop  a transient  thermotolerance.  The  survi- 
vors of  intended  lethal  treatments  also  demon- 
strate thermotolerance.  This  thermotolerance  de- 
clines usually  within  72  to  168  hours. 

• Cells  become  more  heat  sensitive  at  pH  values 
lower  than  about  7.0.^“*’ 

• Metabolic  deprivation  and  chronic  hypoxia  sen- 
sitize cells  to  heat. 

• Acutely  hypoxic  cells  respond  in  the  same  way 
as  do  well  oxygenated  cells. 

• Radiosensitization  is  maximum  if  the  x-irradia- 
tion  is  carried  out  during  the  heating  period.  An 
increase  in  time  interval  between  the  two  modal- 
ities decreases  the  magnitude  of  the  interaction. 

• Hyperthermia  can  accentuate  the  cytotoxic  effi- 
cacy of  many  drugs:  BCNU,  Me-CCNU.  cispla- 
tin,  bleomycin,  etc.^° 

• The  synergistic  effect  of  heat  and  radiation  is  most 
pronounced  for  radioresistant  S-phase  cells^’’  as 
cells  during  S-phase  of  cell  cycle  are  more  sen- 
sitive to  heat. 

Mode  of  Action 

The  exact  mechanism  of  thermal  cell  kill  is  not 
known,  but  some  biological  mechanisms  have  been 
proposed: 

• High  temperatures  produce  change  in  the  cell 
membrane  affecting  its  permeability,  composi- 
tion, and  fluidity  resulting  in  ultimate  cell  death. 

• Heat  causes  lysosome  vesicles  to  disintegrate  and 
release  digestive  enzymes,  leading  to  cell  death. 

• Heat  could  cause  cell  death  from  damage  to  or 
alteration  of  protein  in  the  nucleus  or  nuclear 
membrane. 

• There  may  be  a nonspecific  immunologic  re- 
sponse of  tumor  cells  to  heat. 

• Thermal  destruction  of  microvasculature  is  an- 
other mechanism  of  cell  kill  in  addition  to  its 
direct  cytotoxic  effects. 

Rationale  For  Hyperthermia 

Patho-Physiologic 

The  vasculature  of  most  tumors  has  been  shown 
to  be  structurally  and  physiologically  abnormal.  Tu- 


mors are  typically  hypotensive  with  a sluggish  and 
intermittent  blood  flow.  Many  tumor  vessels  are 
incompletely  or  abnormally  formed  leading  to  the 
development  of  larger  venous  sinusoids  and  spon- 
taneous hemorrhage.”’^'*  This  results  in  the  devel- 
opment of  regions  of  tumor  that  are  chronically  hy- 
poxic and  acidotic.”  The  tumor  is  especially  sensitive 
to  heat  because: 

• Elevated  temperatures  are  preferentially  cytotoxic 
to  hypoxic-acidotic  cells. 

• Elevated  temperatures  preferentially  destroy  tu- 
mor microvasculature,  leading  to  furthur  reduc- 
tions in  tumor  pH,  anoxia,  and  necrosis. 

• Under  constant  applied  power,  tumors  are  often 
at  higher  temperature  than  adjacent  normal  tissue 
because  of  their  impaired  mobility  to  carry  away 
the  heat  via  a sluggish  vascular  network. 

Clinical 

In  clinical  radiotherapy,  the  presence  of  hypoxic 
cells  in  tumors  has  been  considered  one  of  the  most 
important  biologic  factors  limiting  tumor  control  by 
radiation.  Hypoxic  cells  require  a radiation  dose  two 
to  three  times  higher  than  oxygenated  cells.  To  over- 
come this  problem,  several  procedures  have  been 
devised  during  the  past  several  years. 

In  in  vivo  studies,  heat  alone  can  cause  some 
tumor  regression  at  temperatures  ranging  from  42- 
45C,^^”*  but  heat  plus  radiation  is  extremely  effec- 
tive in  controlling  the  tumors.”'*’  It  has  also  been 
shown  that  the  smaller  the  tumor  volume  the  better 
the  local  control,  as  with  any  other  treatment  meth- 
ods.'*^ 

When  heat  is  combined  with  radiation,  the  effects 
have  often  been  synergistic,  suggesting  thermal  po- 
tentiation of  the  effects  of  radiation.  This  may  be 
due  to:  reduced  ability  of  tumor  cells  to  repair  sub- 
lethal  or  potentially  lethal  radiation  damage;  excess 
thermal  sensitivity  of  hypoxic-acidotic  tumor  cells, 
which  are  known  to  be  radioresistant;  and  differ- 
ential effect  of  heat  and  radiation  on  various  phases 
of  the  cell  cycle. 

Hyperthermia  and  Chemotherapy 

A variety  of  chemotherapy  drugs  have  been  shown 
to  have  synergistic  effects  both  in  in  vitro  and  in 
vivo  studies.”  Alkylating  agents,  nitrosoureas,  and 
cisplatin  show  synergism  with  heat,  with  the  degree 
of  synergism  dependent  on  temperature.  Bleomycin 
and  Adriamycin,  on  the  other  hand,  show  no  syn- 
ergism at  temperatures  below  42C  and  marked  syn- 
ergism above  43C.  The  drugs  Cysteamine  and  Am- 
photericin-B  show  no  toxicity  at  all  at  37C  but  have 
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remarkably  lethal  effects  as  temperatures  rise  above 
42C.  In  all  cases,  the  drug  and  heat  must  be  given 
simultaneously  or  in  close  proximity  for  synergistic 
effects  to  be  observed. 

Methods  of  Heat  Delivery 

Various  methods  are  used  to  elevate  tumor  tem- 
perature to  therapeutic  levels:  Local  — external, 
interstitial,  intracavitary;  Regional  — external,  per- 
fusion of  specific  volumes  (extremities);  and  Whole 
body.  Currently  in  hyperthermic  oncology  the  fol- 
lowing physical  agents  are  used  for  most  of  the 
methods: 

• Electromagnetic  radiation  at  microwave  frequen- 
cies (50  to  2450  MHJ 

• Electromagnetic  fields  with  radiofrequency  (RF) 
(0.1  to  27  MUJ 

• Ultrasound  (0.3  to  3 MHJ 

With  electromagnetic  radiation  at  microwave  fre- 
quencies the  therapeutic  range  of  depth  of  heating 
is  about  3 cm,  with  RF  it  is  about  8 cm,  and  with 
ultrasound  it  is  about  6 cm.  Thermometry  is  the 
most  important  aspect  of  hyperthermic  treatment. 
At  present  temperatures  can  be  measured  only  by 
invasive  methods  {i.e.  implanting  the  thermisters 
into  the  tissue). 

Regional  Hyperthermia 

When  heating  large  volumes  of  the  body  such  as 
the  thorax,  abdomen,  pelvis  or  extremities,  regional 
hyperthermia  can  be  delivered  with  low  frequency 
microwaves,  inductive  RF,  and  ultrasound  devices. 
Exposure  of  such  volumes  of  normal  tissue  to  tem- 
perature elevation  produces  risks;  therefore  sys- 
temic physiologic  responses  must  be  carefully  mon- 
itored during  the  treatment. 

Perfusion  Hyperthermia 

Head  and  neck  areas  or  extremities  can  be  heated 
by  isolating  major  vessels  (artery  and  vein)  and  per- 
fusing this  isolated  closed  circuit  with  extracorpo- 
really  heated  blood  alone  or  in  combination  with 
chemotherapy.  In  1960  Woodhall  et  aP^  treated  head 
and  neck  cancer  patients  by  introducing  alkylating 
agents  into  the  blood  intra-arterially  and  maintaining 
the  temperature  at  40-42C  for  20-30  minutes.  This 
approach  was  extensively  described  by  Cavaliere  et 
al'^  and  by  Stehlin  et  aP^  for  extremity  hyperthermic 
perfusion  alone  or  in  combination  with  chemother- 
apy. 

Whole  Body  Hyperthermia 
Hippocrates  was  the  first  physician  known  to  pre- 


TABLE I 

RESULTS  OF  RADIATION  ALONE 
VS  RADIATION  AND  HYPERTHERMIA 


Complete  Response 
Rate 

Number  RT  RT  + HT 

Study  of  Tumors  % % 


Arcangeli 

163 

38 

74 

Bide 

76 

0 

7 

Corry 

33 

0 

62 

Hiraoka 

33 

25 

71 

Johnson 

14 

36 

86 

Kim 

159 

33 

80 

Kochegaron 

161 

16 

63 

Li 

124 

29 

54 

Lindholm 

72 

29 

39 

Overgaard 

62 

34 

67 

Scott 

44 

64 

86 

Severson 

75 

23. 

IL 

27 

63 

scribe  psammotherapy  (hot  sand  bath  therapy)  for 
treatment  of  tumors.  In  the  late  1800s,  Busch^  and 
Coley^  observed  the  regression  of  tumors  in  patients 
who  developed  high  fevers  due  to  erysipelas  infec- 
tion. In  1935,  Warren'^  reported  regression  of  tu- 
mors by  producing  artificial  fever  with  high  wattage 
(5200W)  carbon  filament  lamps.  In  recent  years 
whole  body  hyperthermia  is  achieved  either  by  hot 
wax,  space  suit,  or  by  extracorporeally  heating  the 
blood. 

Clinical  Results 

Clinical  experience  with  hyperthermia  has  ac- 
cumulated rapidly  during  the  last  few  years.‘^^'^° 
During  the  period  from  1977  to  1984  more  than  200 
studies  included  almost  11,000  patients  treated.  Ta- 
ble 1 shows  a series  of  studies  where  comparable 
lesions  have  been  treated  either  with  radiation  alone 
or  combined  radiation  and  heat,  and  a remarkable 
heat  improvement  of  radiation  response  has  been 
uniformly  achieved. 

With  interstitial  hyperthermia  it  is  possible  to  ob- 
tain more  uniform  heating,  and  it  has  shown  better 
response  than  external  microwave  or  RF  plates. 
Manning  et  aP'  and  CosseF^  reported  100%  re- 
sponse rate.  Several  other  investigators-^-^  '’-'^  reported 
similar  results  (Table  II). 

Cavaliere  et  al‘^  reported  the  results  of  hyper- 
thermic perfusion  alone  or  in  combination  with 
chemotherapy.  For  91  patients  treaed  for  Clark's 
level  HI  malignant  melanoma,  the  five-year  survival 


Kansas  Medicine  • .tune  1986  *165 


TABLE  II 

RESULTS  OF  INTERSTITIAL 
THERMORADIOTHERAPY 

Study 

Response  Rate,  % 

CR  PR  TR  NR 

Cosset 

83 

17 

100 

0 

Emami 

66 

22 

88 

12 

Manning 

71 

29 

100 

0 

Surwit 

42 

50 

92 

8 

Vora 

78 

3 

81 

19 

CR  = complete  response 
PR  = partial  response 
TR  = total  response  (CR  + PR) 
NR  = no  response 


rate  was  62%  for  patients  who  received  hyper- 
thermic perfusion  and  59%  for  patients  who  re- 
ceived chemotherapy  (melphalan)  with  heated  per- 
fusion. Fifty-eight  per  cent  of  patients  treated  with 
hyperthermic  perfusion  for  extremity  osteosarcoma 
are  living  disease-free  at  seven  to  ten  years,  whereas 
76%  are  living  disease-free  at  one  to  five  years  in 
combined  chemotherapy  (Actinomycin-D)  and  hy- 
perthermia group. 

Stehlin  et  have  reported  on  a larger  series  of 
patients  with  melanoma  and  sarcoma  of  the  extrem- 
ities. They  have  treated  165  patients  with  185  per- 
fusions with  melphalan  and  have  reported  five-year 
survivial  results  for  different  stages  as  follows: 
83.5%  for  stage  I;  71.8%  for  stage  Ilia;  and  48.2% 
for  stage  II,  Ilb,  Illab  disease.  They  observed  an 
increase  in  objective  response  rates  of  melanoma 


from  35%  to  80%  after  changing  their  perfusion 
technique  to  include  hyperthermia.  For  stage  Ilia 
patients,  the  survival  by  perfusion  alone  was  22% 
76%  treated  by  hyperthermic  perfusion. 

Patients  with  widespread  metastatic  disease  treated 
by  whole  body  hyperthermia  alone  or  in  combina- 
tion with  chemotherapy,  immunotherapy,  and  ra- 
diotherapy showed  some  improvement  in  response 
rates. 

Conclusion  and  Future  Directions 

There  is  a convincing  biologic  rationale  for  the 
use  of  heat  — especially  in  combination  with  ra- 
diotherapy and/or  chemotherapy  — in  the  treatment 
of  malignant  tumors.  The  future  progress  in  hyper- 
thermic oncology  should  involve  the  following: 

• Development  of  better  equipment  for  heat  deliv- 
ery, especially  for  hyperthermia  of  deep  seated 
tumors. 

• Improved  instrumentation  and  techniques  in  clin- 
ical thermometry,  especially  non-invasive  ther- 
mometry, which  will  allow  more  precise  temper- 
ature monitoring  in  the  treated  volume. 

• Controlled  clinical  trials  to  determine  optimal 
fractionation  and  sequencing  for  heat  in  combi- 
nation with  radiation  or  drugs  or  both. 

• Continued  laboratory  research  for  better  under- 
standing of  the  mechanisms  involved. 


References  are  available  on  request  from  Dr.  Reddy, 
UKSM-KC,  39th  & Rainbow  Blvd.,  Kansas  City  KS  66103. 


Political  action  begins  with  voter  registration  . . . 

ARE  YOU 

REGISTERED 

T O 

VOTE? 
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Carotid  Endarterectomy  for  Extreme  Stenosis 

Its  Timing  After  Stroke 

ALEX  D.  AMMAR,  M.D.* *  and  SOREN  KRAEMER,  M.D.f,  Wichita 


The  incidence  of  carotid  endarterectomy  (CEA)  in 
the  United  States  has  increased  steadily  during  the 
past  decade.  Although  the  timing  of  operation  is  not 
an  issue  in  patients  with  asymptomatic  significant 
stenosis  or  true  transient  ischemic  attacks,  contro- 
versy exists  regarding  the  optimal  timing  of  CEA 
after  resolved  stroke  (assuming  the  extracranial  in- 
ternal carotid  artery  is  not  totally  occluded).  Cur- 
rently, most  surgeons  delay  operation  for  two  to  six 
weeks  because  of  the  risk  of  converting  an  ischemic 
infarct  into  a hemorrhagic  infarct.'- ^ Some  sur- 
geons, however,  recommend  CEA  when  a plateau 
of  neurologic  recovery  occurs,  possibly  as  early  as 
one  week  after  an  acute  stroke.^- This  tendency 
toward  early  operation  may  develop  especially  if 
noninvasive  tests  or  arteriography  reveal  extreme 
carotid  stenosis.  This  case  report  supports  the  in- 
advisability of  early  operation  after  stroke,  even  in 
patients  with  extreme  carotid  stenosis. 

Case  Report 

A 59-year  old  white  male  presented  with  a history 
of  left  upper  and  lower  extremity  weakness  asso- 
ciated with  slurred  speech.  He  had  eomplete  reso- 
lution within  90  minutes  of  symptom  onset.  The 
patient  was  previously  in  good  health  except  for 
moderate  hypertension  for  which  he  was  taking  pra- 
zosin. At  the  time  of  admission  he  had  bilateral 
carotid  bruits,  and  results  of  a neurological  exam- 
ination were  normal. 

CT  scan  of  the  brain  revealed  a right  posterior 
parietal  and  occipital  ischemic  infarct.  Intra-arterial 
digital  subtraction  arteriography  with  selective  com- 
mon carotid  injections  showed  mild  to  moderate  left 
common  and  internal  carotid  artery  disease  and  a 
questionable  total  occlusion  of  the  right  internal  ca- 
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rotid  artery  at  its  origin.  On  careful  inspection  of 
the  right  carotid  system,  the  finding  of  a poststenotic 
carotid  slim  sign  suggested  that  the  cervical  portion 
of  the  right  internal  carotid  artery  might  be  patent. 
Due  to  the  patient’s  recent  infarct  on  CT  scan,  op- 
eration was  not  recommended  at  this  time;  however, 
he  was  treated  with  aspirin  and  dipyridamole. 

The  patient  remained  asymptomatic  during  the 
ensuing  two  week  period.  Conventional  selective 
right  common  carotid  arteriography  was  repeated  in 
order  to  ascertain  any  change  (progression  to  com- 
plete occlusion)  of  the  right  internal  carotid  artery 
lesion  seen  on  the  previous  digital  subtraction  study. 
The  second  arteriogram  (Figure  1 ) was  identical  to 
the  first  and  revealed  a poststenotic  carotid  slim  sign 
suggestive  of  continued  patency  of  the  cervical  in- 
ternal carotid  artery.  Consequently,  operation  was 
recommended. 

Under  general  anesthesia  and  continuous  arterial 
pressure  monitoring,  intraoperative  inspection  and 
palpation  of  the  right  internal  carotid  artery  16  days 
following  his  stroke  demonstrated  the  artery  to  be 
patent  with  an  extreme  stenosis  at  its  origin.  Fol- 
lowing heparinization,  a routine  right  carotid  en- 
darterectomy was  performed  using  an  indwelling 
shunt.  Protamine  was  used  to  reverse  the  heparin 
on  completion  of  the  procedure. 

The  patient  was  observed  in  intensive  care  with 
continuous  pressure  monitoring  for  24  hours.  He 
did  well  for  36  hours,  and  his  blood  pressure  re- 
mained in  the  range  of  160  to  170/90  mm  Hg  as  it 
was  preoperatively.  He  was  receiving  aspirin  and 
prazosin.  On  the  second  postoperative  day  he  was 
found  in  the  early  morning  with  left  hemiparesis 
which  rapidly  deteriorated  into  a coma.  CT  scan 
(Figure  2)  revealed  a massive  right  intracerebral 
hemorrhage  with  ventricular  displacement.  The  pa- 
tient stabilized;  however,  he  continued  comatose 
and  was  finally  transferred  to  a chronic  care  facility 
with  little  hope  of  recovery. 

Discussion 

Stroke  is  a leading  cause  of  morbidity  and  mor- 
tality. The  risk  of  stroke  in  allowing  a preocclusive 
lesion  to  progress  to  total  occlusion  may  be  as  high 
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as  40%.^  Furthermore,  this  risk  is  highest  within 
the  first  year  after  symptom  onset,  either  transient 
ischemic  attack  or  stroke.*^  Consequently,  many  vas- 
cular surgeons  would  recommend  early  operation 
after  resolved  stroke,  especially  in  patients  with 
preocclusive  lesions  at  the  carotid  bifurcation. 

Although  only  one  case  is  reported  here,  the  risk 
of  neurologic  deterioration  following  early  opera- 
tion for  resolved  stroke  is  reemphasized.  Patients 
with  extreme  extracranial  carotid  stenosis  may  be 
particularly  vulnerable.  Propagation  of  cerebral  in- 
farction is  a known  complication  of  CEA  following 
stroke  due  either  to  extension  of  the  ischemic  area 
or  conversion  of  an  ischemic  to  a hemorrhagic  in- 
farct. This  is  most  likely  encountered  in  patients 
who  have  suffered  recent  stroke*’^  and  in  patients 
with  severe  hypertension.^’*  Giordano  et  al  have 
recently  emphasized  the  higher  stroke  rate  in  pa- 
tients who  undergo  surgery  less  than  five  weeks 
following  cerebral  infarction.*^  Moreover,  severe 
unilateral  headaches,  grand  mal  seizures,  and  intra- 
( Continued  on  page  178) 


Figure  la.  Conventional  selective  right  carotid  arte- 
riogram demonstrating  extreme  stenosis  of  origin  of  right 
internal  carotid  artery  (arrow). 


Figure  lb.  Visualization  of  distal  intracranial  portion 
of  right  internal  carotid  artery  (arrow). 


Figure  2 . CT  brain  scan  showing  massive  intracerebral 
hemorrhage  with  ventricular  displacement. 
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MALPRACTICE  UPDATE  Since  the  enactment  of  HB  2661,  the  medical  malpractice 

reform  bill,  there  has  been  quite  a bit  of  confusion  and 
controversy  about  various  aspects  of  the  law.  First  and 
foremost  is  the  concern  over  malpractice  premiums  and  how 
they  will  be  affected  in  the  near  future.  As  reported  in  the 
last  newsletter,  it  now  appears  that  the  surcharge  on  the 
Health  Care  Stabilization  Fund  will  be  reduced  from  110%  to 
90%  effective  July  1.  If  the  insurance  experts  are  correct, 
that  surcharge  could  be  reduced  even  further  next  year, 
depending  on  many  factors. 
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Physicians  whose  malpractice  policies  are  renewed  prior  to 
July  1 will  not  benefit  from  the  lower  surcharge  immediately, 
since  their's  will  be  based  on  the  surcharge  set  last  year. 
Since  not  all  policies  expire  on  July  1,  there  is  understand- 
ably a lag  in  application  of  the  surcharge  to  many  physicians' 
policies.  The  surcharge  in  1984  was  80%;  in  1985  it  was  110% 
and  now  in  1986  it  will  go  down  to  90%. 

Thus  far,  only  one  insurance  company  has  filed  for  a rate 
increase.  PHICO  (Pennsylvania  Casualty)  has  filed  for  and 
received  a 35%  increase  in  its  basic  premiums  effective  June 
1.  We  expect  the  other  insurance  companies  to  hold  the  line 
on  premiums  in  recognition  of  the  positive  effect  HB  2661 
should  have  on  the  malpractice  environment.  Many  physicians 
may  experience  an  increase  in  premiums  because  all  insurance 
companies  took  premium  increases  in  1985,  and  depending  on 
when  your  policy  is  due  to  be  renewed,  that  increase  will 
have  to  be  figured  into  the  new  base  rate.  After  this  year, 
we  expect  premiums  to  stabilize  in  response  to  the  new  law. 


Despite  passage  of  HB  2661,  the  insurance  market  has  not  yet 
responded  by  opening  up  its  underwriting.  St.  Paul  still 
has  a moratorium  on  new  business  in  effect,  and  PHICO, 

Medical  Defense  and  Medical  Protective  are  extremely  selec- 
tive about  accepting  new  business.  Obviously  passage  of  the 
law  will  not  change  the  situation  overnight,  but  we  are  very 
optimistic  that  things  will  improve  substantially  each  year. 
If  you  have  any  questions  about  your  coverage,  the  applicable 
surcharge  or  the  availability  of  other  insurance,  please  do 
not  hesitate  to  contact  the  KMS  office  at  1-800-332-0156. 


As  we  anticipated,  there  will  be  another  interim  study  by  the 
legislature  on  the  broader  issues  of  tort  reform.  Although 
the  chairman  and  committee  members  have  not  yet  been 
selected,  the  legislature  will  again  have  a special  committee 
look  into  general  tort  reform  and  insurance  issues  in  an 
attempt  to  solve  the  escalating  crisis  for  other  pro- 
fessionals and  businesses.  KMS  will  actively  monitor  and 
participate  in  those  hearings. 


NEW  AMA  BENEFIT- 
CREDIT  CARD  SERVICE 


REPORTABLE  INFECTIOUS 
& CONTAGIOUS  DISEASES 


MEDICARE  REIMBURSEMENT 


SRS  PAYMENTS  HALTED 


A new  credit  card  processing  system  is  now  available  to  AMA 
member  physicians  who  wish  to  accept  VISA  and  MasterCard 
payments  from  their  patients.  Provided  by  Maryland  Bank  N.A., 
the  Professional  Services  Account  will  cost  member  physicians 
$50  annual  fee  plus  a 1.98%  discount  rate  for  processing  of 
charges.  Materials  will  be  provided  at  no  extra  cost.  For 
information,  call  312-645-4969  or  312-645-4785. 

Effective  May  1,  1986,  eight  diseases  have  been  added  to 
those  reportable  as  infectious  and  contagious:  acquired 

immune  deficiency  syndrome  (AIDS);  Campylobacter  infections; 
chlamydial  infections;  hepatitis,  type  non-A  non-B;  herpes 
simplex  infections,  genital;  meningitis,  haemophilus  influen- 
zae; urethritis,  other  than  gonococcal  or  chlamydial;  and 
vaginitis,  other  than  gonococcal  or  chlamydial.  However,  the 
Kansas  Department  of  Health  and  Environment  has  stated  that, 
at  the  request  of  the  Legislature,  it  will  take  steps  within 
the  coming  year  to  delete  urethritis  and  vaginitis  from  this 
designation. 


Faced  with  inadequate  funding  for  claims  processing,  HCFA 
officials  have  intentionally  stretched  out  the  time  carriers 
take  to  process  and  pay  Medicare  claims.  The  automatic 
Gramm-Rudman-Hal 1 ings  cuts  further  reduced  the  budget,  with 
the  result  that  the  length  of  time  to  pay  claims  will  now  be 
doubled.  HCFA  staff,  however,  take  pride  in  the  fact  that 
the  Medicare  Trust  Fund  would  benefit  from  the  "float"  by 
approximately  $130  million/year  from  interest  earned  by 
delaying  payments.  AMA  continues  to  lobby  key  congressional 
committees  to  provide  adequate  funding  for  Medicare  claims 
processing.  Congress  has  appropriated  $43.5  million  above 
the  level  requested  by  the  administration  in  the  current 
fiscal  year,  but  more  is  needed.  Physicians  are  urged  to 
contact  their  congressional  representatives,  and  to  encourage 
your  patients  to  do  likewise,  to  point  out  the  following: 

o Claims  processing  delays  are  adding  insult  to  injury.  First 
it  was  the  freeze;  it  was  bad  enough  that  physician  payments 
were  frozen  for  33  months;  but  now  physicians  are  having  a 
hard  time  getting  paid  even  at  rates  less  than  those  charged 
to  private  patients. 

o Delays  are  counterproductive  to  federal  attempts  to 
encourage  acceptance  of  Medicare  assignment. 

o On  unassigned  claims,  beneficiaries  are  the  ones  who  suffer 
from  unnecessary  delays  in  claims  processing. 

Medicaid/MediKan  reimbursement  for  physician  and  hospital 
services  has  been  temporarily  suspended  as  of  May  30  until 
FY'87  funds  become  available.  All  claims  and  adjustments 
submitted  to  EDS  will  be  processed,  however,  to  avoid  later 
delays.  It  is  estimated  that  payments  will  resume  by  July  8. 


MALPRACTICE  PREVENTION 
FOR  OFFICE  STAFF 


IDAA  ANNUAL  MEETING 


VISION  CARE  BY 

OPTOMETRISTS 

ENVISIONED 


FUTURE  MEDICARE 


Medical  office  staff  personnel  interface  with  patients  a 
great  deal,  sometimes  even  more  than  physicians.  Conse- 
quently, each  staff  member  is  at  risk  of  bringing  a malprac- 
tice claim  against  the  physician.  It  is  important  that 
physicians  and  their  staffs  learn  to  recognize  and  modify 
behavior  that  might  lead  to  legal  action.  Doctor's  advice 
given  in  a medical  office  is  usually  interpreted  by  the 
patient  as  physician-approved,  regardless  of  who  gives  it. 
Since  doctors  are  ultimately  responsible  for  their  employees' 
actions,  physicians  should  determine  what  advice  assistants 
may  give  to  patients  over  the  telephone  (as  well  as  in 
person).  Staff  members  should  not  volunteer  medical  opinion 
or  change  treatments  without  specific  orders  from  the  physi- 
cian. For  example,  if  a patient  calls  with  complaints  of  an 
upset  stomach  and  the  receptionist  suggests  rest  and  Pepto- 
Bismol,  treatment  has  been  initiated.  The  physician  may  be 
held  liable  for  any  problems  arising  from  that  treatment. 
Written  job  descriptions  outlining  each  staff  member's  duties 
will  help  mal practi ce-proof  an  office  by  defining  and 
limiting  each  person's  area  of  responsibi 1 i ty. 

Watch  this  space  for  further  pointers. 

International  Doctors  in  Alcoholics  Anonymous  annual  meeting 
will  be  August  7-10,  1986,  in  San  Diego.  Information:  Lewis 

K.  Reed,  M.D.,  Secretary,  IDAA,  1950  Volney  Road,  Youngstown 
OH  44511;  216-782-6216. 

Congress  is  studying  the  prospect  of  providing  Medicare 
payments  for  vision  care  services  performed  by  optometrists. 
While  this  proposal  was  omitted  from  the  1986  budget  recon- 
ciliation measure.  Representative  Jim  Slattery,  Kansas  2nd 
District,  reports  that  the  House-proposed  budget  allocates 
funds  to  make  such  reimbursement  a reality. 

A capitation  payment  system  could  be  the  most  likely  method 
of  controlling  Medicare  expenditures  without  increasing  bene- 
ficiary expenditures.  This  was  the  conclusion  made  by  the 
Congressional  Office  of  Technology  Assessment.  Members  of 
three  key  congressional  committees--Senate  Finance,  House 
Ways  & Means,  and  House  Energy  & Commerce--ordered  the  OTA 
study  out  of  frustration  at  being  unable  to  control  the  16% 
annual  increases  in  Medicare  outlays.  The  title  "Payment  for 
Physician  Services:  Strategies  for  Medicare"  points  to  the 

study's  target:  Medicare  expenditures  for  physician  services 

are  one  of  the  most  rapidly  growing  components  of  the  federal 
budget.  To  get  a handle  on  the  mushrooming  costs,  OTA 
proposes  capitation  payment  as  the  preferred  method  of  physi- 
cian reimbursement.  Other  possibilities  considered  are: 

o modification  of  present  arrangements; 

o payment  based  on  fee  schedules;  and 

o payment  for  "package  of  services." 


KU  CIRCUIT  COURSES 

UKSM  has  been  reviewing  the  funding  and  the  organization  of 
the  Outreach  and  Continuing  Education  program.  It  appears  | 

that  the  circuit  course,  which  places  two  or  three  physicians 
in  the  car  driving  around  the  state  for  two  or  three  days, 
is  no  longer  financially  viable.  D.  Kay  Clawson,  M.D., 
Executive  Vice  Chancellor,  reports  that  the  registration  for 
each  course  has  gone  down,  and  the  school's  ability  to 
recruit  faculty  under  the  pressures  of  rising  malpractice 
insurance  has  hit  KU  clinical  faculty  just  as  it  did  pri- 
vately practicing  physicians.  It  has  been  recommended  that 
the  circuit  course  concept  be  continued;  however,  the  faculty 
will  be  transported  by  airplane  and  the  use  of  local  com- 
munity physicians  will  be  emphasized. 

DRUGS  & YOUTH 

"A  decline  in  drug  use  by  young  people  has  stalled," 
according  to  an  article  in  this  issue  of  KANSAS  MEDICINE 
(page  155).  Two  years  ago,  abuse  of  drugs  by  youth  appeared  | 
to  be  on  the  way  out,  but  although  Kansas  has  many  excellent  ; 
programs,  lack  of  funding  for  them  has  impaired  their  deli- 
very to  those  who  need  them. 

KANSAS  CERTIFICATE 
OF  LIVE  BIRTH 

KMS  Maternal  Health  Committee,  Rex  R.  Fischer,  M.D.,  Chair-  ' 

man,  recommends  that  physicians  provide  the  hospitals  with  as 
much  information  prior  to  the  delivery  as  possible  to  facili- 
tate the  completion  of  a birth  certificate.  Birth  certifi- 
cates are  important  not  only  as  personal  documents,  but  also 
as  a source  of  statistical  data.  Their  accuracy  therefore  is 
of  paramount  importance.  The  Kansas  Birth  Certificate  is 
currently  undergoing  revisions.  Your  suggestions  for  changes 
are  solicited.  Please  contact  Henry  W.  Buck,  Jr.,  M.D., 
Chairman  of  the  Subcommittee,  913-841-9200. 

TREATMENT  FOR  THE 
MENTALLY  ILL 

Effective  July  1,  1986,  major  changes  will  occur  in  the 
Kansas  Treatment  Act  for  Mentally  111  Persons.  A mentally 
ill  person  is  now  defined  as  one  who  "(1)  is  suffering  from  a 
severe  mental  disorder  to  the  extent  that  such  person  is  in 
need  of  treatment;  (2)  lacks  capacity  to  make  an  informed 
decision  concerning  treatment;  and  (3)  is  likely  to  cause 
harm  to  self  or  others."  Persons  who  meet  these  criteria  can 
be  involuntari ly  committed  for  treatment  pursuant  to  due  pro- 
cess court  procedure. 

A new  section  has  been  added  that  mandates  administration 
of  medications  only  in  accordance  with  the  written  orders  of 
a physician  or  upon  a verbal  order  noted  in  the  patient's 
medical  records  and  subsequently  signed  by  the  physician. 

This  section  forbids  any  experimental  medication  without  the 
patient's  consent,  although  standard  medication  may  be  admin- 
istered without  consent,  subject  to  administrative  review  by 
the  medical  director. 

Other  changes  include  limitation  of  patient  status  to 
voluntary  and  involuntary;  changes  to  facilitate  the  process 
of  procuring  treatment;  provisions  for  outpatient  treatment; 
protection  of  patient  rights;  and  new  guidelines  for  guardians. 

w 


Nd;YAG  Photo  Radiation  of  Bladder  T\imors 


E.  M.  FILLMAN,  M.D.,  Topeka 


The  Neodymium  :Y AG  laser  was  developed  in  1961. 
Prior  to  that  time,  electrocautery  was  the  only  pro- 
cedure available  to  coagulate  or  resect  papillary  tu- 
mors of  the  bladder.  Application  of  the  cautery  to 
tissue  produces  intense  heat  with  carbonization  and 
burning.  The  extent  of  the  coagulation  and  destruc- 
tion in  the  bladder  wall  tends  to  be  cruciate  in  extent, 
irregular,  and  unpredictable.  The  cutting  current  will 
allow  separation  of  tissue  with  only  minimal  thermal 
effect  to  adjacent  tissue. 

The  use  of  the  Nd:YAG  laser  in  endoscopic  uro- 
logic  treatment  of  bladder  tumors  began  in  the  mid- 
70s.  The  original  work  was  done  by  Staehler  and 
Hofstetter  in  Munich,  Germany.  The  NdiYAG  laser 
has  an  electromagnetic  wave  length  of  1060  nM 
(1.06u)  in  the  near  infrared  spectrum  not  visible  to 
the  eye.  A laser  helium  neon  (red)  aiming  beam  is 
transmitted  through  a quartz  crystal  fiber  along  with 
the  Nd;YAG  laser  beam.  This  is  introduced  into  a 
cystoscope  with  a deflecting  attachment  and  is  op- 
erated much  like  an  ordinary  4F  ureteral  catheter. 
The  red  guide  light  is  focused  on  the  tissue  to  be 
coagulated. 

The  light  beam  can  be  transmitted  through  water 
or  saline  with  essentially  no  loss  of  energy.  The 
light  energy  is  converted  to  thermal  energy  on  con- 
tact with  and  absorption  into  tissue.  Absorption  oc- 
curs to  a depth  of  3-5  mm  and  produces  coagulation 
of  tissue  with  maintenance  of  the  gross  histologic 
features.  The  coagulated  area  is  homogeneous, 
sharply  demarcated,  and  truncated  in  contour.  In 
most  instances,  biopsy  after  laser  photo  irradiation 
of  bladder  tumors  allows  determination  of  grade  or 
stage.  This  is  a unique  characteristic  of  Nd:YAG 
laser  radiation  and  is  the  reason  for  increased  at- 
tention and  investigation  of  its  use  in  Europe,  Eng- 
land, Japan,  Canada,  and  the  United  States. 

Endoscopic  Nd:YAG  laser  radiation  is  primarily 
suited  for  radiation  of  1-3  cm  diameter  papillary 
tumors  of  the  bladder.  The  endoscopic  procedure 
can  usually  be  performed  under  local  anesthesia  plus 
sedation  on  an  outpatient  basis.  Because  bleeding 
does  not  occur,  a catheter  is  not  necessary;  hence, 
the  patient  need  not  be  admitted. 

From  Memorial  Hospital,  Topeka,  Kansas. 

Address  reprint  requests  to  Dr.  Fillman,  1001  SW  Gartield, 
Topeka  KS  66604. 


During  a period  of  one  to  two  weeks,  the  coag- 
ulated papillary  tissue  — but  not  the  bladder  wall 
— will  become  necrotic  and  slough.  The  bladder 
wall  will  reveal  fibrotic  repair.  Cystoscopy  can  be 
repeated  at  this  time  to  determine  if  any  remaining 
viable  tumor  is  present.  Since  the  band  of  coagu- 
lation extends  through  the  neoplastic  tissue  and  deep 
into  the  bladder  wall,  it  is  felt  that  perhaps  more 
malignant  cells  are  destroyed  with  this  method  than 
with  electrocautery,  and  the  incidence  of  recurrence 
will  be  lower.  There  has  not  yet  been  sufficient 
experience  with  this  modality  to  make  this  theory 
tenable. 

In  large  bulky  papillary  tumors,  particularly  with 
superficial  muscle  invasion,  a transurethral  electro- 
resection is  necessar}^  Some  investigators  then  ra- 
diate the  tumor  bed  one  to  two  days  post  resection 
with  NdiYAG  laser  with  a view  toward  destruction 
of  additional  tumor  cells. 

NdiYAG  laser  radiation  may  offer  some  palliative 
benefit  to  patients  with  infiltrating  carcinoma  of  the 
bladder  who  are  not  candidates  for  total  cystectomy. 

The  recommended  operating  power  of  the 
NdiYAG  laser  for  treatment  of  small  papillary  tu- 
mors of  the  bladder  is  45  watts  at  three-second  pulses 
or  continuous  wave  (cw)  but  for  not  more  than  three 
seconds.  A computer  printout  is  available  of  the 
total  energy  used  measured  in  joules  (watt-seconds). 
If  the  recommended  power  is  exceeded,  the  coag- 
ulation may  extend  through  the  bladder  wall  and 
involve  an  adjacent  loop  of  intestine  lying  on  the 
posterior  wall.  This  will  result  in  perforation  24-72 
hours  later.  The  intestinal  wall  is  more  sensitive  to 
necrosis  following  NdiYAG  photo  radiation  than  the 
bladder  wall.  Fortunately,  this  complication  has  oc- 
curred rarely. 

A basic  understanding  of  the  physics  of  lasers  is 
useful.  Laser  is  an  acronym  for  light  amplification 
by  stimulated  emission  of  radiation . In  the  NdiYAG 
laser,  neodymium  provides  the  lasing  medium  and 
is  doped  1-3%  in  a crystal  of  yttrium-aluminum- 
gamet  lattice.  This  crystal  is  placed  in  a resonator 
and  pumped  (energy  added)  using  a xenon  lamp. 
This  process  results  in  the  atom  being  excited  to  a 
higher  energy  state.  The  atom  will  spontaneously 
return  to  the  ground  state  releasing  the  absorbed 
(Continued  on  page  183) 
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CURRENT  COMMENT 


Hypertension:  Therapeutic  Decisions  & 
Newer  Drugs 

BRUCE  E.  JOHNSON,  M.D.,*  Kansas  City,  Kansas 


Except  for  the  truly  severe  hypertensive,  drug  ther- 
apy should  not  be  rushed.  A full  three  to  six  month 
period  should  be  allowed  before  declaring  failure 
in  the  mild  hypertensive  who  attempts  non-phar- 
macologic  control.  Similarly,  when  assessing  the 
effectiveness  of  a drug  or  dose  of  drug,  enough  time 
should  be  allowed  to  assess  its  full  effectiveness. 
Such  a delay  will  not  place  the  mild  hypertensive 
at  increased  risk  and  will  reduce  the  likelihood  of 
side  effects  from  overdosage. 

The  same  principle  applies  to  long  term  control 
of  blood  pressure.  Home  blood  pressure  monitoring 
involves  the  patient  in  management  of  his/her  own 
disease  and  may  obviate  frequent  changes  in  drugs 
or  dosages  which  are  at  best  confusing  and  frus- 
trating and  at  worst  run  the  risk  of  causing  adverse 
reactions.  A degree  of  quality  control  can  be  ex- 
ercised by  an  in-office  comparison  of  the  patient’s 
equipment,  techniques,  and  readings  with  those  of 
the  physician.  Once  the  patient’s  readings  have  been 
determined  to  be  accurate,  the  physician  can  rely 
on  them  as  a true  reflection  of  the  patient’s  condi- 
tion. 

The  possibility  of  life-long  treatment  worries  many 
patients.  Even  when  accurately  diagnosed,  essential 
hypertension  cannot  be  cured.  Nonetheless,  current 
evidence  suggests  that  drug  treatment  (especially  of 
mild  disease)  for  periods  of  one  to  two  years  with 
good  control  can  be  followed  by  periods  without 
drugs.  Good  non-pharmacologic  habits  can  enhance 
this  outcome.  However,  even  when  normotensive, 
patients  must  continue  regular  blood  pressure  read- 
ings to  detect  any  tendency  toward  elevation.  Pro- 


*Assistant Professor  of  Medicine,  Division  of  General  & 
Geriatric  Medicine,  Department  of  Medicine,  The  University 
of  Kansas  School  of  Medicine,  Kansas  City,  Kansas. 

Address  reprint  requests  to  Dr.  Johnson,  Asst.  Professor  of 
Medicine,  Division  of  General  & Geriatric  Medicine,  Dept,  of 
Medicine,  Room  1 106  Bell,  UKSM-KC,  39th  & Rainbow  Blvd., 
Kansas  City  KS  66103. 


longed  drug-free  periods  are  more  likely  to  occur 
in  younger  than  in  older  patients. 

Although  24-hour  blood  pressure  monitoring  de- 
vices are  available,  the  data  they  generate  are  not 
easily  interpreted.  There  is,  as  yet,  little  evidence 
that  such  information  is  helpful  in  therapeutic  de- 
cision-making. 

A recent  consensus  report  asserted  that  while  the 
traditional  monotherapy  “stepped  care’’  approach 
is  alluring,  not  all  hypertensives  need  to  be  started 
with  a diuretic  and  then  progressed  to  other  agents. 
Certain  subsets  of  hypertensives  may  do  better  with 
monotherapy  using  either  beta  blockers  or  centrally- 
acting  drugs  with  the  addition  of  diuretics  if  nec- 
essary. While  a diurectic  is  usually  needed  in  a two- 
or-more  drug  regimen,  less  reliance  on  diuretics  as 
first  line  drugs  might  decrease  problems  with  hy- 
pokalemia or  volume  changes. 

The  effect  of  anti-hypertensive  agents  on  blood 
lipids  is  a point  of  some  concern.  Some  agents  raise 
blood  lipids  while  lowering  blood  pressure  and  may 
diminish  one  cardiovascular  risk  (hypertension) 
while  aggravating  another  (higher  lipids).  It  is  there- 
fore important  to  know,  when  treating  patients  with 
borderline  or  elevated  blood  lipids,  which  drugs  (or 
class  of  drugs)  appear  to  raise  lipids.  In  general, 
thiazide  diuretics  and  some  non-cardioselective  beta 
blockers  tend  to  elevate  lipids  while  certain  cen- 
trally-acting and  vasodilator-type  drugs  have  little 
effect. 

Newer  Drugs 

Diuretics 

The  thiazide  diuretics  are  well  established  in  the 
treatment  of  hypertension  and  remain  among  the 
better  tolerated  and  least  expensive  of  the  anti-hy- 
pertensives. Awareness  of  the  dangers  of  hypovo- 
lemia (especially  in  the  summer)  and  hypokalemia 
will  prevent  most  of  the  side  effects  of  this  class  of 
drugs.  It  is  clear  that  even  the  shorter-acting  thia- 
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zides  {e.g.  hydrochlorothiazide),  while  losing  the 
diuresis  effect  over  hours,  decrease  peripheral  vas- 
cular resistance  much  longer  and  are  therefore  ap- 
propriate for  once-daily  administration.  This  limits, 
although  does  not  avoid,  the  problem  with  hypo- 
kalemia seen  with  longer  acting  thiazides  {e.g. 
chlorthalidone). 

Drug  companies  often  combine  a thiazide  with  a 
potassium  sparing  agent  as  in  Moduretic  (hydro- 
chlorothiazide 50  mg,  amiloride  5 mg),  Maxzide 
(hydrochlorothiazide  50  mg,  triamterene  75  mg), 
and  Dy azide  (hydrochlorothiazide  25  mg,  triamter- 
ene 50  mg).  Maxzide  and  Moduretic  provide  a larger 
dose  of  hydrochlorothiazide  per  pill  and  claim  to 
provide  better  serum  potassium  control  than  Dy- 
azide.  The  combination  drugs  are  considerably  more 
expensive  than  hydrochlorothiazide  and  liquid  po- 
tassium. Even  when  using  a potassium  sparing  drug, 
serum  potassium  should  be  checked  regularly. 

A new  mild  diuretic  is  indapamide  (Lozol).  This 
drug  is  marketed  as  lowering  peripheral  vascular 
resistance  more  than  the  thiazides.  It  does  have  a 
diuretic  effect  and  potassium  is  lost  in  the  urine.  It 
may  be  useful  in  cases  of  sensitivity  to  the  thiazides. 

Centrally -Acting  Agents 

The  already  established  centrally-active  sympa- 
tholytic agents  methyldopa  (Aldomet)  and  clonidine 
(Catapres)  have  been  joined  by  the  newer  agent 
guanabenz  (Wytensin).  This  drug  may  be  effective 
as  monotherapy  but  will  lower  blood  pressure  more 
consistently  when  combined  with  a diuretic.  While 
effective  in  many  hypertensives,  the  centrally-active 
drugs  should  be  considered  in  obese  persons,  people 
with  renal  insufficiency,  diabetics,  and  the  elderly. 
Side  effects  are  common,  although  guanabenz  and 
clonidine  seem  to  have  fewer  than  methyldopa. 
Guanabenz  can  produce  drowiness,  lethargy,  diz- 
ziness, dry  mouth,  and  sexual  dysfunction.  Re- 
bound hypertension  may  occur,  but  only  if  the  dose 
is  high  and  treatment  is  abruptly  stopped. 

Beta  Blockers 

Three  beta  blockers  have  been  marketed  recently: 
pindolol  (Visken),  labetolol  (Normodyne,  Tran- 
date),  and  acebutolol  (Sectral).  These  drugs  differ 
in  the  properties  by  which  all  beta  blockers  can  be 
judged,  and  a brief  review  of  the  pharmacology  of 
the  beta  blockers  is  in  order. 

Four  major  properties  vary  from  one  beta  blocker 
to  the  next.  These  are  cardioselectivity,  intrinsic 
sympathomimetic  activity,  water  or  lipid  solubility, 
and  alpha  adrenoceptor  blockade.  (A  fifth  property, 
membrane-stabilizing  activity,  is  present  only  with 


large  doses  of  propranolol  and  its  significance  is 
unclear).  Cardioselectivity  refers  to  the  ability  of 
beta  blockers  selectively  to  block  only  the  beta-1 
receptors  located  in  the  heart  and  kidney  while  not 
blocking  beta-2  receptors  located  on  the  bronchial 
smooth  muscles  and  peripheral  vascular  smooth 
muscles.  When  used  at  standard  doses,  drugs  with 
cardioselectivity  will  have  anti-hypertensive  effects 
with  less  likelihood  of  developing  side  effects  such 
as  bronchospasm  and  cold  extremities  or  claudica- 
tion. 

Intrinsic  sympathomimetic  activity  is  a partial 
beta-1  agonist  property  which  limits  the  bradycardia 
seen  in  other  beta  blockers.  This  is  touted  as  having 
advantages  in  treatment  of  elderly  hypertensives  or 
those  persons  with  slow  resting  heart  rates. 

Beta  blockers  that  are  more  water  soluble  will 
have  less  first-pass  metabolism  through  the  liver  and 
hence  have  less  inter-patient  variability  in  serum 
levels.  In  contrast  to  many  other  drugs,  water-sol- 
uble beta  blockers  have  a longer  serum  half-life  and 
are  effective  in  once  daily  dosing.  Water-soluble 
beta-blockers  are  less  likely  to  cross  the  blood-brain 
barrier.  Penetration  into  the  cerebrospinal  fluid  is 
thought  to  be  associated  with  certain  of  the  adverse 
effects  of  beta  blockers. 

Alpha  adrenoceptor  blockade  is  a property  seen 
in  other  classes  of  drugs  but  is  present  along  with 
beta  blockade  in  the  drug  labetolol.  This  makes 
labetolol  unique  in  having  anti-hypertensive  activity 
on  two  fronts  (alpha  and  beta  blocking).  However, 
it  may  also  show  the  side  effects  of  both  properties 
as  well. 

Knowledge  of  the  different  properties  of  beta 
blockers  may  allow  more  directed  use  in  the  indi- 
vidual patient.  The  physician  chooses  the  pharma- 
cologic property  desired  and  possibly  avoids  a side 
effect  of  concern.  Table  I lists  currently  available 
beta  blockers  and  their  properties. 

Sympathetic  Blocker/Vasodilator 

The  new  agent  in  this  class  of  drugs  is  guanadrel 
(Hylorel).  This  drug  depletes  norepinephrine  at  the 
sympathetic  nerve  synapse  and  is  structurally  related 
to  the  more  potent  blocker  guanethidine.  Guanadrel 
should  not  be  considered  a first  line  drug  and  is  best 
used  once  a diuretic  is  well  established.  It  is  a potent 
agent,  though,  and  could  successfully  manage  pa- 
tients with  moderate  to  severe  hypertension.  It  shares 
some  of  the  side  effects  of  guanethidine,  including 
orthostatic  hypotension  and  diiurhea.  Because  it  may 
also  cause  fluid  retention,  it  should  be  used  with 
caution  in  patients  with  congestive  heart  failure. 


Kan.sas  Medicine  • .lune  1986  • 171 


TABLE  I 


PHARMACOLOGIC  PROPERTIES 
OE  BETA  BLOCKERS 


Cardio- 

selectivity 

Water 

Soluble 

ISA* 

Alpha 

Blockade 

Acebutolol 

-1- 

0 

+ 

0 

Atenolol 

-1-  -1- 

-1-  -1- 

0 

0 

Labetolol 

0 

0 

-H 

-h 

Metoprolol 

-h  -b 

0 

0 

0 

Nadolol 

0 

-f  -1-  -1- 

0 

0 

Pindolol 

0 

0 

-h  -t- 

0 

Propranolol 

0 

0 

0 

0 

Timolol 

0 

0 

0 

0 

^Intrinsic  Sympathomimetic  Activity 

An  older  drug  now  receiving  renewed  attention 
is  the  vasodilator  minoxidil  (Loniten).  This  drug 
still  should  be  reserved  for  treatment  of  moderate 
to  severe  hypertension.  It  has  a powerful  fluid  re- 
tention property  and  requires  effective  diuretic  use, 
usually  with  a loop  diuretic  such  as  furosemide. 
However,  minoxidil  is  highly  effective  and  most 
useful  in  patients  who  are  resistant  to  other  anti- 
hypertensive therapy. 

ACE  Inhibitors 

The  angiotension  converting  enzyme  (ACE)  in- 
hibitor captopril  (Capoten)  is  being  used  in  patients 
with  indications  other  than  documented  renal  vas- 
cular hypertension.  It  is  apparent  that  captopril  has 
anti-hypertensive  effects  separate  from  its  ACE  in- 
hibition. This  drug  may  be  considered  in  persons 
suspected  of  a high  renin  state,  e.g.  an  elderly  per- 
son with  atherosclerotic  renal  vessels.  One  advan- 
tage to  the  ACE  inhibitor  is  a different  side  effect 
profile  from  other  anti-hypertensives.  These  drugs 
do  not  produce  the  drowsiness,  impotence,  or  leth- 
argy experienced  with  centrally  acting  agents.  They 
do  have  other  problems.  Neutropenia  is  not  as  fre- 
quent as  originally  thought  but  reversible  proteinuria 
is.  Persons  with  bilateral  renal  vascular  disease  are 
at  risk  of  developing  significant  azotemia  if  not 
monitored  closely.  Also,  these  drugs  may  lead  to 
hyperkalemia  if  potassium  supplements  are  used, 
even  if  diuretics  are  established. 

Calcium  Channel  Blockers 

At  present,  no  calcium  channel  blocker  has  been 
approved  by  the  Food  and  Drug  Administration  for 
treatment  of  hypertension.  However,  it  is  expected 


TABLE  II 

SIDE  EEEECTS  OE  CALCIUM  CHANNEL  BLOCKERS 


Verapamil 

Nifedipine 

Diltiazem 

Orthostatic 

-f  -1- 

-h  -K  -1- 

-1- 

hypotension 
AV  Block 

-t-  -1- 

0 

-t- 

Edema 

-1- 

-1-  -t- 

-1- 

Constipation 

-1- 

Bradycardia 

-h 

0 

-1- 

Headache 

-t- 

-1-  -h 

that  such  approval  will  soon  be  given.  Although 
originally  developed  for  treatment  of  angina  and 
supraventricular  tachyarrhythmias,  calcium  channel 
blockers  are  effective  for  treatment  of  hypertension 
due  to  their  ability  to  reduce  peripheral  vascular 
resistance.  The  agent  with  the  greatest  effect  is  ni- 
fedipine (Procardia).  Diltiazem  (Cardizem)  and  ver- 
apamil (Calan,  Isoptin)  also  possess  this  property 
and  have  a different  side  effect  profile  (Table  II). 
Verapamil  should  not  be  used  in  patients  with  car- 
diac conduction  disease.  Diltiazem  may  have  less 
reflex  tachycardia  and  less  fluid  retention  than  the 
others.  With  all  three  drugs,  orthostatic  hypotension 
is  a concern  in  the  elderly.  While  the  calcium  chan- 
nel blockers  are  promising  for  many  reasons,  their 
final  role  in  treatment  of  hypertension  remains  to 
be  seen. 

Summary 

The  initial  choice  of  drug  in  an  individual  patient 
remains  controversial.  On  the  basis  of  age,  sex, 
race,  physical  examination  and  other  disease,  many 
patients  can  be  placed  into  a subset  of  hypertension 
for  which  a specific  class  of  drug  may  be  indicated. 
With  newer  agents  available,  the  options  for  therapy 
are  expanding.  As  with  any  disease  process,  though, 
the  physician  may  feel  most  comfortable  becoming 
familiar  with  a smaller  number  of  drugs  in  each 
class  and  using  those  regularly. 

Suggested  Readings 

1.  Perry  HM:  Can  antihypertensive  treatment  be  safely  dis- 
continued? Pract  11:105-117,  1985. 

2.  Des  Combes  BJ  et  al:  Ambulatory  blood  pressure  re- 
cordings. Hypertension  6:C110-C115,  1984. 

3.  The  1984  Report  of  the  Joint  National  Committee  on 
Detection:  Evaluation  and  treatment  of  high  blood  pressure. 
Arch  Intern  Med  144:1045-1057,  1984. 

4.  Kaplan  NM:  Our  appropriate  concern  about  hypokalemia. 
Am  J Med  11\\-A,  1984. 

(Continued  on  page  184) 
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PRESIDENT’S  MESSAGE 


The  legislature’s  passage  of  our  medical  mal- 
practice bill  and  the  signature  of  Governor  Carlin 
were  the  successful  results  of  many  months  of  leg- 
islative efforts  by  KMS  members  and  staff.  For  the 
first  time  in  many  years,  the  professional  liability 
report  during  the  recent  annual  meeting  was  upbeat 
and  optimistic  about  stabilizing  professional  liabil- 
ity insurance  premiums  in  the  future.  Meeting  par- 
ticipants were  told,  however,  that  while  we  have 
reason  to  be  pleased  with  our  success,  we  must 
remain  alert  and  active  because  the  issue  is  certainly 
not  dead. 

The  trial  attorneys  are  gearing  up  to  battle  the 
new  law  on  their  own  turf  — the  courts.  They  have 
hired  a University  of  Kansas  law  school  professor 
to  explore  constitutional  challenges,  and  they  are 
seriously  looking  for  the  right  test  case  after  the  July 
1 effective  date  of  the  law. 

Kansas  physicians  can  take  a great  deal  of  credit 
for  their  “grassroots”  efforts  with  individual  leg- 
islators during  the  session,  but  the  concern  and  in- 
volvement must  not  stop.  Your  continued  commit- 
ment is  both  necessary  and  needed. 

Commitment  can  be  that  of  money  and/or  time. 
It’s  not  too  late  for  your  KaMPAC  donation. 
KaMPAC  campaign  contributions  will  be  made  soon 


to  candidates  who  understand  and  support  our  view- 
point. 

You  can  also  volunteer  some  of  your  time  to  a 
candidate’s  campaign.  Volunteering  time  is  as  im- 
portant as  donating  dollars.  Local  campaign  efforts 
are  tremendously  dependent  on  volunteers.  Be  one. 
Get  out  and  introduce  yourself  to  the  candidate  of 
your  choice  and  help  him  or  her  become  the  winner. 
Our  continued  success  in  the  legislature  depends  on 
you. 


President 
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EDITORIAL  COMMENT 


Historically,  the  Commonwealth  of  Massachu- 
setts has  had  more  than  a little  influence  on  Kansas. 
Before  the  Civil  War,  through  the  courtesy  of  the 
Emigrant  Aid  Society,  it  helped  to  swell  the  terri- 
torial population  by  sending  as  many  antislavery 
advocates  as  possible  to  assure  that  Kansas  joined 
the  Union  as  a free  state. 

That  was  well  over  a century  ago,  but  now  a 
message  of  a different  sort  has  come  by  way  of  the 
American  Medical  News  “My  Opinion”  column 
from  one  George  D.  LeMaitre.  His  description  of 
the  critical  times  in  Massachusetts  medicine  gives 
Kansas  physicians  food  for  thought:  a degree  of 
satisfaction  that  Kansas  physicians  are  a little  less 
harassed  than  our  Bay  State  colleagues  but  a warn- 
ing of  what  may  come.  Our  own  experiences  of 
recent  years  give  substance  to  the  warnings. 

The  governor,  legislature,  and  Judiciary  of  Mas- 
sachusetts have  combined  to  add  to  medicine’s  woes 
by  imposing  or  supporting  conditions  that  are  dis- 
tinctly against  its  health,  and  ultimately,  whether 
they  realize  it  or  not,  that  of  the  citizens.  Physicians 
must  accept  Blue  Shield  payments  without  the  ben- 
efit of  balance  billing  to  help  against  liability  in- 
surance increases.  More  alarming  is  a new  law  that 
requires  acceptance  of  Medicare  as  a condition  of 
licensure.  This,  it  is  hoped,  will  be  found  uncon- 
stitutional, but  it’s  a measure  of  the  climate.  A sim- 
ilar effort  to  require  Medicaid  acceptance  was 
stopped  only  because  physicians  guaranteed  that  80% 
would  sign  up  “voluntarily,”  blunting  the  attack. 
(Incidentally,  opposition  to  this  Medicare  law  is 
contained  in  Resolution  86-13  which  was  passed  by 
the  House  of  Delegates  of  the  Kansas  Medical  So- 
ciety last  month  at  its  Annual  Meeting.) 

Another  warning  event  occurred  at  the  1985  an- 
nual meeting  of  the  Massachusetts  Medical  Society 
when  a number  of  consumer  groups  forced  their 
way  into  the  meeting  and  demanded  (and  received) 
not  only  the  right  to  be  present  but  to  address  it  and 
present  their  demands. 

A change  in  temper  of  many  Massachusetts  phy- 
sicians is  also  indicated  by  a significant  increase  in 


Bay  State  Medicine  at  Bay 

those  joining  a physicians’  union.  The  writer  (ad- 
mittedly an  older  person  even  as  we  are)  regrets  the 
trend  not  only  because  of  what  it  means  in  terms 
of  frustration  and  regret  of  physicians  themselves, 
but  as  another  apparent  capitulation  to  the  growing 
public  attitude  that  medical  service  is  a commodity 
to  be  treated  in  the  standard  market-place  manner. 
Also  cited  are  two  conditions  already  familiar  to 
Kansas:  the  increasing  withdrawal  of  obstetricians 
from  the  performance  of  deliveries,  and  the  increas- 
ing number  of  orthopedists,  beset  by  payment  lim- 
itations and  soaring  insurance  costs,  who  are  turning 
to  office  practice  only. 

It  can  be  hoped  in  particular  that  Kansas  physi- 
cians will  not  embrace  one  point  of  advice  Dr. 
LeMaitre  has  offered  to  younger  physicians  in  Mas- 
sachusetts. Acknowledging  that  physicians  of  his 
vintage  have  little  choice  but  to  stay  in  the  place 
they  have  been  so  long  and  where  they  have  so 
many  obligations,  he  advises  the  younger  ones  to 
leave  the  state  while  the  leaving  is  good.  It  is  radical 
advice  with  a purpose.  Right  or  wrong,  he  believes 
that  only  when  physicians  (with  the  help  of  the 
media)  can  present  documented  evidence  of  this 
“brain  drain”  to  the  state  powers  will  they  realize 
that  their  policies  are  losing  them  one  of  Massa- 
chusetts’ proudest  products,  its  medical  profession. 

He  apparently  is  not  alone  in  his  dismal  estimate 
of  the  state  of  medical  practice  there.  Recently,  a 
new  journal,  Massachusetts  Medicine,  has  emerged. 
This  new  arrival  presents  entirely  matters  of  ethics, 
economics,  politics,  opinion,  and  so  on.  Those  in 
agreement  with  Dr.  LeMaitre ’s  general  attitude  seem 
to  be  many. 

So,  we  can  be  thankful  for  what  differences  still 
exist  and  wary  of  moving  toward  such  experiences. 
Meantime,  we  may  see  a revival  of  the  Emigrant 
Aid  Society  — even  an  underground  railway  smug- 
gling young  Massachusetts  physicians  out  to  the 
Promised  Land.  — D.E.G. 
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MEDICINA  ET  LEX 


w . I II  ■ ^ 

The  Physician  as  an  Expert  Witness 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

A PERSON  may  testify  as  an  expert  witness  in  a 
lawsuit  when  the  court  determines  that  the  individ- 
ual possesses  the  requisite  knowledge,  skill,  and 
learning  to  formulate  opinions  that  will  be  helpful 
to  the  jury.  A lay  person  ordinarily  may  not  give 
an  opinion;  however,  the  law  recognizes  that  certain 
people,  because  of  their  training,  do  have  the  ability 
to  render  an  opinion  useful  in  resolving  the  dispute. 

Physicians  are  occasionally  called  upon  to  testify 
in  cases  involving  treatment  of  patients  who  may 
be  involved  in  accidents  or  who  may  have  been 
raped  or  assaulted.  Pathologists  frequently  testify 
as  to  the  cause  of  death.  It  is  not  uncommon  for 
physicians  to  testify  as  to  the  competency  or  state 
of  mind  of  a patient.  Malpractice  cases  require  ex- 
pert testimony  upon  the  issue  of  whether  there  was 
a deviation  from  the  accepted  standard  of  care  and 
whether  that  deviation  caused  injury  to  the  patient. 

The  testimony  will  be  received  either  in  open 
court  or  by  deposition.  The  only  distinction  between 
the  two  is  that  a judge  is  present  in  a court  pro- 
ceeding to  rule  upon  objections.  When  a deposition 
is  taken,  objections  are  recorded  by  the  court  re- 
porter; however,  the  witness  answers  the  questions 
subject  to  the  objection  which  is  later  ruled  upon 
by  the  judge. 

In  either  event,  the  testimony  will  be  presented 
in  the  same  fashion.  The  attorney  who  calls  a wit- 
ness will  ask  direct  questions.  This  is  the  type  of 
questioning  that  essentially  asks  the  witness  to  tell 
a story  and  respond  to  rather  open-ended  questions. 


*KMS  Legal  Counsel 

Editor's  Note:  This  is  the  ninth  in  a series  of  regular  columns  con- 
cerning current  subjects  of  legal  interest  to  physicians.  For  the  sake 
of  brevity  and  clarity,  citations  and  footnotes  will  be  omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute  for  legal 
analysis  or  advice.  Answers  to  legal  questions  depend  largely  upon 
the  particular  facts  of  a case.  The  reader  is  urged  to  consult  an  attorney 
for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of  Kansas 
Medicine  or  the  Kansas  Medical  Society.  For  further  information, 
contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603;  1-800-332-0248. 


The  adverse  attorney  may  ask  questions  on  cross 
examination  by  the  use  of  leading  questions.  These 
questions  are  designed  to  suggest  to  the  witness  the 
answer  that  the  attorney  is  seeking  to  elicit.  In  either 
event,  the  obligation  of  the  witness  is  to  directly 
answer  the  questions. 

Now  for  some  practical  dos  and  don’ts: 

• DO  become  completely  familiar  with  the  facts; 
review  the  chart  and  such  other  information  as 
you  have  available  before  you  testify; 

• DO  work  out  an  arrangement  regarding  your  fees 
with  the  attorney  who  calls  you  as  an  expert  wit- 
ness. You’re  entitled  to  be  paid  a professional 
fee  and  that  should  be  agreed  upon  in  advance. 
You  should  not  be  required  to  wait  until  the  case 
is  over  or  until  the  attorney  is  paid  by  the  client; 

• DO  meet  with  the  attorney  who  calls  you  as  an 
expert  witness  before  the  hearing,  if  requested. 
This  may  not  be  an  extended  meeting,  but  it  gives 
the  attorney  an  opportunity  to  know  how  you 
respond  to  questions  and  what  specific  informa- 
tion you  may  have  upon  the  subject.  (An  excep- 
tion to  this  rule  probably  exists  although  the  law 
is  somewhat  unclear.  If  the  party  who  takes  your 
deposition  is  in  an  adverse  position  to  your  pa- 
tient, it  is  advisable  to  seek  the  concurrence  of 
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the  patient’s  attorney  to  such  an  interview.) 

• DON’T  speculate.  Ordinarily,  the  law  requires 
that  a physician  express  an  opinion  based  upon 
a reasonable  degree  of  medical  probability.  If 
your  opinion  can’t  be  expressed  in  that  fashion, 
then  it  is  speculation  and  the  jury  should  not  be 
misled  by  it; 

• DON’T,  in  medical  malpractice  cases,  expand  the 
standard  of  care  by  your  answers.  Kansas  law 
requires  that  a physician  meet  the  standard  of  care 
determined  by  similar  physicians  in  the  same  or 
similar  locality.  This  is  a minimal  standard,  and 
while  you  or  many  other  physicians  may  practice 
exemplary  medicine,  your  standard  is  not  the 
standard  to  which  a physician  is  held.  You  do  a 
disservice  to  yourself  and  others  if  you  substitute 
your  personal  standard  or  some  goal  for  this  min- 
imal standard  of  care; 

• DON’T  forget  the  physician/patient  privilege  when 
you  testify.  Although  it  is  undoubtedly  waived 
for  the  patient  who  is  the  subject  of  the  action, 
you  will  frequently  be  asked  about  similar  cases 
or  practices  in  other  situations  that  involve  other 


patients.  Remember  that  the  other  patients  have 
not  waived  any  privilege,  and  you  may  not  eth- 
ically or  legally  identify  them; 

• DO  testify  honestly  and  fairly.  Physicians,  as 
much  as  any  other  profession  or  group,  have  a 
vested  interest  in  making  the  judicial  system  work. 
It  can  work  only  if  witnesses  are  honest  and  fair 
in  their  testimony.  In  addition: 

— dress  and  act  in  a professional  manner; 

— make  sure  you  understand  the  question; 

— if  you  don’t  know,  say  so; 

— keep  your  cool; 

— be  patient; 

— speak  clearly  and  with  sufficient  volume  for 
everyone  to  hear; 

— always  finish  your  answer; 

— if  you  make  a mistake,  say  so  and  correct  it; 

— look  at  the  jury  when  talking  to  them; 

— talk  to  the  jury  on  their  level  and  use  common 
terms  whenever  applicable. 

-4- 
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screen  for 
cholesterol...”' 


Phdade^hia.  PA  T9101 
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The  Framingham  Heart  Study  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  1 45  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/di  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 


WIbnsm. 

^guanabenz  acetate) 


Sm  important  infonnation  on  following  paga. 


RafwoncM:  1 . Qlueck  CJ:  Remarks  In  the  symposium,  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease.  Washington,  DC,  March  31,1 985.  2 The  Framingham 

Study.  An  epidemiological  Investigation  of  cardiovascular  disease.  Section  28,  U S,  Dept,  of  Health.  Education,  and  Welfare.  3.  National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1 984;  Vol  5,  No  7,  p 4.  4.  Chobanlan  AV;  The  influence  of  hypertension  and  other  hemodynamic  factors  In  atherogenesis.  Progress  m 
Cardiovascular  Diseases,  XXVI  (3) : 1 77,  Nov/Dec,  1 983.  5.  Castelli  WP:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington.  D C 

March  31 , 1985.  6.  Data  on  file,  Wyeth  Laboratories. 
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Antihypertensive  therapy 
that  does  not  increase  cholesterol 


Brief  Summary 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 


Contraindication:  Known  sensitivity  to  the  drug. 

Precautions:  1.  Sedation:  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients. When  used  with  centrally  active  depressants,  e g.,  phenothiazincs,  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2. 
Patients  with  vascular  insufficiency:  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure.  3-  Rebound:  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyiensln  may  rarely  result  in  “overshoot”  hyper- 
tension and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wytenslii  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy.  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished.  Advise  patients  not  to  discontinue  therapy 
abruptly. 

lAB  TESTS:  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC,  urinalysis,  electro- 
lytes, SOOT,  bilirubin,  alkaline  phosphatase,  uric  acid,  BUN.  creatinine. glucose. cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test.  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high-' 
density  lipoprotein  fraction.  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease. 

DRUG  INTERACTIONS:  Wylensin  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e.g..  digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinfiammatory  or  antiinfective  agents,  in  clinical  trials.  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG/LAB  TEST  INTERACTIONS:  No  lab  test  abnormalities  were  identified  with 
Wyteosio  use 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY;  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two-year  oral  study  with  Wyieosla 
at  up  to  9-5  mg/^kg/day,  i.e  , about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames ) test  system,  Wytensln  at  200-500 
meg  per  plate  or  at  50-50  mcg/ml  in  suspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one  (TA  1537)  of  five  Salmonella  typbimurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes.  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism, 5ci5r205<}cc/u2r- 
omyces  pombe,  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture.  In  another  eukaryotic  system,  Saccharomyces  cerevisiae, 
Wyteosin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9 6 mg'kg ),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
(9.6  mg/kg ) may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY:  Pregnancy  Category  C.  WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteosio  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg/kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits.  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteosio  given  to  pregnant  rats  ( 14  mg/kg)  and  rabbits  ( 20  mg/kg ) Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live -birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6.4  and  9 6 mg' 
kg.  There  are  no  adequate,  well  controlled  studies  in  pregnant  women.  Wyteosio 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus. 


NURSING  MOTHERS:  Because  no  information  is  available  on  Wyteosio  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE.  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended. 

Adverse  Reacdoos:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S.  and  is  based  on  data  from  859  patients  on  Wyteosio  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose-related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wyteosio  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wyteosio  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starling  dose  of  16  mg/day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
{ 12%  },  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con- 
trolled trial.  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  in  more  recent  studies  using  an  initial  dose 
of  8 mg'day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less.  Car- 
diovascular— chest  pain,  edema,  arrhythmias,  palpitations.  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system— anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic— rash, 
pruritus  Urogenital — urinary  frequency,  disturbances  of  sexual  function.  Other — 
gynecomastia,  taste  disorders. 

Drug  Abuse  aod  Dependence:  No  dependence  or  abuse  has  been  reported 
Ovcfdosage:  Accidental  ingest ioncaused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  rwo  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both.  Since  experience  with  ac 
cidental  overdosage  is  limited,  suggested  treatment  is  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic.  Vital  signs  and  fluid 
balance  should  be  carefully  monitored.  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted.  No  data  are  available  on  Wyteosin 
dialyzability. 

Dosage  aod  Admioistration:  Individualize  dosage  A starting  dose  of  4 rog  b i d. 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic.  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b.i.d,,  but  doses  this  high  arc 
rarely  needed. 

How  Supplied:  (guanabenz  acetate ) Tablets,  4 mg,  boldes  of  1 (X)  and  500;  8 mg  and 
I6mg,  bottles  of  100.  Revised  2/14/85 
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TWELVE 

IMPEGCABU 

EXCUSES 

FORNOTGIVING 

BLOOD. 


EEi  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9, I’m  going  out 
of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
flowering  ^ | 
magnolia.  ^ < 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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For  your  patients... 

A Feast  of  Facts  on  Food  and  Fitness 

from  the  American  Medicai  Association. 


Now  you  can  receive  five  AMA  patient  education  pamphlets  Use  these  informative  pamphlets  to  help  answer  your 


on  basic  nutrition  packaged  in  convenient  hand-out  sets: 

• Your  Age  and  Your  Diet 

• The  Healthy  Approach  to  Slimming 

• Sodium  and  Your  Health 

• Vitamin-Mineral  Supplements  and  Their  Correct  Use 

• Foodborne  Illness — The  Consumer’s  Role  in  Its 
Prevention 


patients’  questions . . . give  them  to  patients  to  take  home . . 
use  them  for  reception  room  reading. 

Complete  and  mail  the  coupon  below  to  order  a supply  of 
AMA  Food  and  Nutrition  Sets. 


YES,  please  send  me  the  AMA  Food  and  Nutrition  Pamphiet  Sets  in  the 
quantity  indicated  below.  (OP-154) 

Order  50  sets  or  more  and  savel 

Sets* @ $1 .50  ea.  set-of-5 

on  orders  of  50  sets  or  more  $ 

Order  5 to  49  sets  at  regular  price. 

Sets* @ $3.50  ea.  set-of-5 

on  orders  of  5 to  49  sets  $ 

Less  10%  discount,  AMA  members  only $ 

Subtotal $ 

Sales  Tax  (IL  & NY  residents  only) $ 

TOTAL:  $ 


Enclosed  is  my  check,  payable  to  the  American  Medical 
Association  for  $ 


Prices  include  delivery  and  handling  charges.  Due  to  cost  considerations, 
orders  for  fewer  than  5 sets  cannot  be  filled. 

Payment  must  accompany  order.  Please  allow  4 to  5 weeks  for  delivery. 
Prices  subject  to  change  without  notice. 


04AY001BP2 


Please  Print 
Name 


Address . 
City 


. State/Zip . 
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Carotid  Endarterectomy 

(Continued  from  page  168) 

cerebral  hemorrhage  can  be  produced  even  in 
asymptomatic  patients  who  undergo  CEA  for  ex- 
treme stenosis.  Sundt  and  his  colleagues  have  at- 
tributed this  phenomenon  to  cerebral  hyperperfusion 
due  to  failure  of  cerebral  vascular  autoregulation. 

In  one  case  of  fatal  intracerebral  hemorrhage  fol- 
lowing CEA  for  high  grade  stenosis  in  a previously 
normotensive  man,  autopsy  revealed  changes  in  the 
cerebral  hemisphere  ipsilateral  to  the  endarterec- 
tomy that  resembled  changes  seen  in  malignant  hy- 
pertension.Although  our  patient  did  demonstrate 
cerebral  infarction  on  preoperative  CT  scan,  his 
symptons  lasted  only  90  minutes  and  he  had  been 
totally  asymptomatic  and  completely  without  neu- 
rologic deficit  for  16  days.  He  also  was  only  mod- 
erately hypertensive  in  the  perioperative  period, 
without  postoperative  headache  or  seizure  or  any 
other  warning  sign.  Nonetheless,  this  patient  sus- 
tained a massive  intracerebral  hemorrhage  presum- 
ably due  to  recent  infarction  with  superimposed  hy- 
perperfusion. 

One  important  therapeutic  implication  emerges 
from  this  report.  Endarterectomy  for  extreme  ca- 
rotid stenosis  can  be  especially  dangerous  if  per- 
formed within  two  to  three  weeks  of  cerebral  in- 
farction despite  total  absence  of  neurologic 
symptoms  and  signs  and  the  absence  of  significant 
hypertension  perioperatively.  Concern  that  a preoc- 
clusive carotid  stenosis  might  result  in  a total  carotid 
thrombosis  and  further  neurologic  deterioration  cre- 
ates a tendency  toward  early  operation.  This  tend- 
ency should  possibly  be  discarded  and  CEA  delayed 
until  the  infarct  has  been  allowed  to  stabilize.  The 
exact  timing  of  operation  is  unclear;  however,  five 
weeks  (according  to  Giordano  et  al)  is  a minimum 
until  precise  methods  are  developed  to  demonstrate 
the  stability  (or  instability)  of  infarcted  areas.  At 
this  time,  the  combination  of  recent  cerebral  in- 
farction (less  than  five  weeks)  and  extreme  carotid 
stenosis  may  be  particularly  hazardous. 


Summary 

The  proper  timing  of  carotid  endarterectomy  in 
patients  discovered  to  have  extreme  extracranial  ca- 
rotid stenosis  following  a stroke  has  not  been  es- 
tablished. This  case  report  describes  a patient  who 
suffered  a massive  hemorrhagic  infarct  36  hours 
after  carotid  endarterectomy  for  extreme  stenosis. 
The  operation  was  performed  more  than  two  weeks 
after  he  had  complete  resolution  of  symptoms  and 
signs  from  an  ischemic  infarct.  Despite  the  tendency 
toward  early  operation  in  clinically  stable  patients 
with  preocclusive  carotid  lesions,  we  recommend  a 
longer  waiting  period  (greater  than  five  weeks)  be- 
fore endarterectomy  is  undertaken.  Currently  the 
combination  of  recent  cerebral  infarction  and  ex- 
treme carotid  stenosis  may  be  particularly  hazard- 
ous. 
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Today's  physician  may  suffer  from 
occupational  confusion.  Certainly,  with 
malpractice  suits  so  frequent,  and  dare  we 
say  "popular",  it's  no  wonder  that  physicians 
today  find  themselves  half  doctor-half  lawyer. 

At  Medical  Defense  Insurance  Company, 
we  feel  that  if  you  were  trained  in  the 
healing  arts,  that's  what  should  concern  you, 
not  the  practice  of  law.  That's  why  MDI  offers 
comprehensive  protection  against 
malpractice  suits.  Should  you  receive  an 
unmerited  claim,  we'll  fight  it  for  you. 

Because  MDI  answers  only  to  physicians,  we 
have  a thorough  understanding  of  the  needs 
and  legal  defenses  of  today's  doctor. 

Call  us  and  let's  talk  about  protection  for 
your  career.  With  MDI,  you'll  probably  spend 
a lot  more  time  practicing  medicine . . . and, 
a lot  less  time  in  court. 


IVIedical  Defense 
^ Insurance  Company 

I 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2840  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Doctor- 


Lawyer? 


Call  TOLL  FREE  1-800-641-4037 


IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 


For  information  concerning  the  Impaired  Phy- 
sician Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contacat  the  KMS  office  or  the  contact 
person  in  your  area.  All  information  and  iden- 
tities will  be  held  in  strictest  confidence,  and  the 
caller  need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita  ..  316/685-8231 
John  A.  Billingsley, 

Olathe 913/782-1855 


Victor  H.  Hildyard  II,  Colby...  913/462-3332 


Connie  M.  Marsh,  Halstead....  316/835-3435 


Janies  I.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City  — 316/276-7689 
Don  R.  Tillotson,  Ulysses 316/356-1261 


Donald  R.  Tucker,  Lawrence  ..  913/354-5275 

Virginia  L.  Tucker,  Topeka  — 913/862-9360 

Ext.  215 


Nancy  J.  Welsh,  Topeka 913/354-5240 

Jackie  Burnett,  R.N., 

Halstead 316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 


OityM^maiian  la^  Author 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible. 

The  author  is  responsible  for  all  statements, 
including  changes  made  by  the  copy  editor. 
Manuscripts  are  received  with  the  explicit 
understanding  that  they  are  not  simultaneously 
under  consideration  by  any  other  publication. 
Publication  elsewhere  will  be  subsequently  au- 
thorized at  the  discretion  of  the  editor. 

The  galley  proof  is  for  correction  of 
ERRORS;  rewriting  of  material  must  be  done 
prior  to  submission.  Authors  are  urged  to  care- 
fully check  manuscripts  and  galley  proof  for 
errors  that  could  result  in  inaccurate  informa- 
tion. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

Kansas  Medicine  will  print  a maximum  of 
ten  references.  All  applicable  references 
should  be  marked  by  superscripts  in  the  text  in 
the  order  cited.  If  more  than  ten  sources  are 
cited,  the  author  should  designate  the  ten  most 
significant  to  be  printed,  and  readers  will  be 
referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accompa- 
nied by  a short  legend.  Photos  should  be  black 
and  white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not  dupli- 
cate, the  text. 

Kansas  Medicine  will  assume  the  cost  of 
B/W  engravings,  cuts,  and  tables  for  two  units. 

A unit  is  defined  as  14  page.  The  author(s)  will 
be  billed  for  additional  units  at  a cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  Kansas  Medicine,  and  will  be  billed 
to  the  author  following  shipment  of  the  order. 
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Before  prescribing^  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.lhe  following  is  a brief  summary. 


= WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impairea.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  dioavailability  of  the  hydrochlorothiazide  component  of 
’Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  Increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  ‘Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  marie,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  riyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide',  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altererl),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-PaK™  unil-of-use  bottles  of  100. 

BRS-DZ:L42 


In  Hypertension*. 
When  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
%ur  Assurance  of 


Serum  K ^ and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions),®, 


Potassium-  Sparing 

nVAZIDE 

25  mg  Hydrochlorothlazide/SO  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SI^&F  CO. 

Carolina,  PR  00630 


Tlie  unique 
red  and  xx'hite 
Dyazide®  capsule: 
Your  assurance  of 
SK(&F  quality. 


(.c'SK&FCo-.  1983 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%:  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  oenital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  iaboratory  results  of 

uncertain  etioiogy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs’  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling’s  solution  and 
Clinitest'"'  tablets  but  not  with  Tes-Tape'"’ 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986,  ELI  LILLY  AND  COMPANY  [060485LR  | 
Addilional  inlormalion  available  to  the 
prolession  on  reouest  from  Eli  Lilly  and 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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Drugs  and  Contemporary  Youth 

(Continued  from  page  155) 

— More  intervention  services  such  as  school  student 
assistance  programs  are  needed. 

The  demand  for  all  school-based  services  will 
escalate  due  to  increased  public  awareness  and  the 
passage  of  HB  2142  — a bill  that  encourages  the 
local  school  districts  to  implement  alcohol  and  drug 
abuse  programs,  but  provides  for  no  additional 
funding. 

The  involvement  of  health  care  professionals  in 
local  alcohol/drug  Continuum  of  Care  programs  is 
vital.  A new  coalition  of  professionals  and  grass- 
roots groups  — Kansans  Taking  Action  — will 
sponsor  a state-of-the-art  conference  titled  “Prog- 


ress Through  Unity”  in  Topeka,  September  21-23. 
For  information,  contact  Milt  Fowler,  520  N. 
Broadway,  Wichita  KS  67214;  316-267-3395. 

The  Kansas  Interdepartmental  Coordinating 
Committee,  composed  of  state  agencies,  has  de- 
veloped a report  that  details  the  need  for  compre- 
hensive alcohol/drug  prevention  programs  in  Kan- 
sas schools.  In  addition,  SRS/ Alcohol  & Drug  Abuse 
Services  keeps  up-to-date  information  about  alco- 
hol/drug trends,  research,  and  data.  To  request  a 
copy  of  the  report  or  additional  information  or  as- 
sistance, contact;  SRS/ Alcohol  & Drug  Abuse  Serv- 
ices, 2700  W.  6th,  Biddle  Bldg. , 2nd  Floor,  Topeka 
KS  66606;  913-296-3925. 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Kansas  Medicine,  1300  Topeka 
Avenue,  Topeka,  Kansas  66612. 


NEED  A SPEAKER?  . . . 

for  your  next  hospital  staff,  county  society  or 

other  meeting? 

Contact  the  KMS  Committee  on  Impaired 

Physicians 

(913)  235-2383 
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Copies  of  articles 
from  this  publication  are 
now  available  from  the 
UMI  Article  Clearinghouse. 

For  more  information  about  the  Clearinghouse, 
please  fill  out  and  mail  back  the  coupon  below. 


Yes!  I would  like  to  know  more  about  UMI  Article  Clearinghouse. 
I am  interested  in  electronic  ordering  through  the  following 
system(s): 

□ DIALOG/Dialorder  □ ITT  Dialcom 

□ OnTyme  □ OCIX  ILL  Subsystem 

□ Other  (please  specify) 

□ 1 am  interested  in  sending  my  order  by  mail. 

□ Please  send  me  your  current  catalog  and  user  instructions  for 
the  system(s)  1 checked  above. 

Name 

Title 

Institution/Company 

Department 

Address 

City State Zip 

Phone ( ) 


ouse 


Mail  to: 

University  Microfilms  International 
300  North  Zeeb  Road,  Box  91 
Ann  Arbor,  MI  48106 


NdiYAG 

(Continued  from  page  169) 

energy  in  the  form  of  photons  (light).  The  photons 
are  released  into  an  optical  cavity  (resonator)  which 
reflects  the  photons  between  mirrors.  Additional  Nd 
atoms  collide  with  photons  releasing  additional  pho- 
tons radiating  in  all  directions.  Tremendous  heat  is 
generated.  Some  of  the  photons  traveling  in  a par- 
allel direction  are  released  through  a small  aperture 
in  the  front  mirror.  This  is  laser  light.  It  is  distin- 
guished from  white  light  — which  is  a combination 
of  many  wavelengths  and  colors  — by  the  fact  that 
it  is  monochromatic  (one  color),  coherent  (light 
waves  all  in  one  phase),  and  directional  (non-di- 
vergence of  the  beam).  In  addition,  it  is  intense 
(contains  high  energy).  The  power  output  is  ex- 
pressed in  watts  and  may  be  adjusted.  The  power 
density  is  expressed  in  watts  per  square  centimeter. 
The  power  density  determines  the  tissue  effect  and 
absorption  for  a particular  wave  length. 

Laser  light  energy  is  transformed  into  thermal 
energy  in  tissue.  At  temperatures  above  60C,  dena- 
turation  of  protein  and  coagulation  occur.  At  100 
C and  above,  vaporization  occurs,  followed  by 
shrinkage,  then  carbonization  and  burning  of  tissue. 
The  thermal  changes  depend  upon  the  wavelength 
of  the  laser.  The  carbon  dioxide  laser  is  immediately 
absorbed  by  water  and  penetrates  about  .1mm. 

The  Nd:YAG  laser  requires  large  volumes  of  water 
for  cooling  during  operation.  The  efficiency  of  the 
machine  is  only  about  2%.  The  cost  varies  between 
$75,000  and  $150,000.  These  factors  have  pre- 
cluded wide  acceptance  of  the  Nd:YAG  laser  for 
useage  in  the  average  hospital. 

A list  of  suggested  readings  is  available  from  Dr.  Fillman, 
1001  SW  Garfield,  Topeka  KS  66604. 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


Name Title 

Practice  Name 

Telephone 

Address 

City State Zip 

k.  MID-AMERICA 

COMPUTING,  INC. 

1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOODLAWN,  WICHITA,  KS  67208 
(316)  683-8521 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 
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For  Original  Work  in  the  Specialty 


..GO  TO  THE  SOURCE 

THE  JOURNALOFFAMILYPRACTICE*JohnP.Geyman,MD,  Editor 


• Reaches  over  74,000  physicians 
monthly 

• More  citations  in  Index  Medicus  for 
family  practice  than  any  other  journal 

• Ranked  first  as  the  most  prestigious 
medical  journal  among  family 
physician  educators 

• Peer  reviewed  by  experts  in  family 
medicine 


'o!  Failure  ^^iltfren? 


The  Journal  Division 
Appleton-Century-Crofts 
25  Van  Zant  St. 

E.  Norwalk,  CT  06855 
(203)  838-4400 


Hypertension 

{Continued  from  page  172) 

5.  Amery  A.  et  al:  Mortality  and  morbidity  results  from  the 
European  working  party  on  high  blood  pressure  in  the  elderly 
trial.  Lancet  8442:1349-1355,  1985. 

6.  Michelson  EL:  Labetolol:  An  alpha-  and  beta-  adreno- 
ceptor blocking  drug.  Ann  Intern  Med  99:553-555,  1983. 

7.  Chrysant  SG  et  al:  A comparative  study  of  captopril  and 
enalapril  in  patients  with  severe  hypertension.  J Clin  Pharmacol 
25:149-151,  1985. 

8.  Stessman  J:  Nifedipine  in  the  treatment  of  hypertension 
in  the  elderly.  J Clin  Pharmacol  25:193-196,  1985. 
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Kansas  AIDS  Hotline 

1-800-232-0040 

A recorded  message  updated  continually 
by  KDHE. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  A m 

Sleep  Laboratory  Investigator 
Pennsylvania 

mm.  . onset  of  action  is 

rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepann  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


Rp'erences:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12:69]- 
697  Jul-Aug  1971  2.  Kales  A,  etal.  Clin  Pharmacol  Ther 
/S.356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  /9,576-583,  May  1976  4.  Kales  A,  etal.  Clin  Pharma- 
col Ther  32.181-788.  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Ser/ofrSoc  27  541 -546,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:]A0-]50,  Apr  1983. 

8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  rper  2/ 355-361, 

Mar  1977. 


brand  of 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
Increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
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Official  Proceedings 

1986  Annual  Meeting  of  the  House  of  Delegates 


Transactions  of  the  127th  Annual  Session  of  the 
Kansas  Medical  Society  are  published  in  this  issue 
of  Kansas  Medicine. 

The  resolutiuons  are  printed  in  numerical  order 
following  the  minutes  of  the  Second  House  of  Del- 
egates session.  Those  resolutions  that  were  not 
adopted  but  were  referred  for  further  study  or  in- 
formation are  so  indicated.  The  resolutions  that  failed 
to  pass  are  retained  in  the  official  minutes  at  the 
executive  office,  but  are  not  reported  here. 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  of  the 
Kansas  Medical  Society  convened  on  Friday,  May 
2,  1986,  beginning  at  8:30  a. m.  at  the  Holiday  Inn 
Holidome,  Topeka.  Following  welcoming  remarks 
by  Clair  C.  Conard,  M.D.,  KMS  President,  and 
Richard  Meidinger,  M.D.,  Shawnee  County  Med- 
ical Society  President,  the  meeting  was  called  to 
order  by  G.  Rex  Stone,  M.D.,  Speaker.  Dr.  Stone 
announced  the  presence  of  a quorum,  explained  the 
composition  of  the  House,  outlined  the  rules  for 
conducting  business,  and  stated  that  the  House  would 
follow  the  Sturgis  Standard  Code  of  Parliamentary 
Procedure. 

The  minutes  of  the  1985  meeting  were  approved. 
Tellers  appointed  for  the  primary  election  were  Ed- 
win L.  Petrik,  M.D.,  Topeka,  Chairman;  David  A. 
Leitch,  M.D.,  Garnett;  and  Newton  C.  Smith,  M.D., 
Arkansas  City. 

The  Speaker  ordered  distribution  of  the  primary 
ballots.  There  being  no  nominations  from  the  floor, 
members  voted  for  the  following  slate: 

President  Elect:  Donald  W.  Hatton,  M.D., 
Lawrence 

First  Vice  President:  Terry  L.  Poling,  M.D., 
Wichita 

Second  Vice  President:  Richard  Meidinger, 
M.D.,  Topeka;  Jay  S.  Schukman,  M.D.,  Great 
Bend;  Alex  Scott,  M.D.,  Junction  City. 

Constitutional  Secretary:  Donald  R.  Brada, 
M.D.,  Hutchinson;  Katherine  Pennington,  M.D., 
Wichita 

Treasurer:  Kenneth  L.  Derrington,  M.D., 
Shawnee  Mission;  Roger  D.  Warren,  M.D.,  Han- 
over 

AM  A Delegate  1986-87:  Jimmie  A.  Gleason, 
M.D.,  Topeka 


AMA  Delegate  1986-87:  Linda  D.  Warren, 
M.D.,  Hanover 

AMA  Delegate  1987-88:  Alex  Scott,  M.D., 
Junction  City 

AMA  Delegate  1987-88:  Kermit  G.  Wedel, 
M.D.,  Minneapolis 

AMA  Alternate  Delegate  1987-88:  Warren  E. 
Meyer,  M.D.,  Wichita 

Dr.  Conard  presented  the  slate  for  the  House  of 
Delegates  officers  as  follows:  Speaker:  G.  Rex  Stone, 
M.D.,  Manhattan;  Vice  Speaker:  Larry  R.  Ander- 
son, M.D.,  Wellington;  Edwin  D.  Rathbun,  M.D., 
Liberal. 

Dr.  Rathbun  introduced  AMA  Delegate  Kermit 
G.  Wedel,  M.D.,  who  in  turn  introduced  special 
guest  speaker  William  S.  Hotchkiss,  M.D. , Virginia 
Beach,  Virginia,  Chairman  of  the  AMA  Board  of 
Trustees. 

Dr.  Hotchkiss  commended  the  Kansas  Medical 
Society  for  two  accomplishments  — the  recent 
professional  liability  legislation  and  unified  mem- 
bership — and  urged  members  to  continue  to  sup- 
port an  organized  approach  to  the  problems  faced 
by  medical  profession.  He  outlined  some  of  the 
tangible  benefits  of  AMA  membership  — publica- 
tions and  library  facilities,  financial  services,  and  a 
retirement  plan  — and  noted  that  the  intangibles 
were  far  more  significant  — i.e.,  preservation  and 
definition  of  ethical  standards,  strengthening  the 
quality  of  medical  education,  and  effective  lobbying 
activities. 

“We  need  you  in  organized  medicine,  and  you 
need  organized  medicine,”  he  concluded. 

Caryl  Bichlmeier,  KMS  Auxiliary  President,  then 
introduced  Diane  Hinderliter,  Rochelle,  Illinois,  Di- 
rector, North  Central  Region,  AMA  Auxiliary.  Mrs. 
Hinderliter  encouraged  the  continuation  of  team  work 
between  the  Kansas  Medical  Society  and  its  Aux- 
iliary, and  offered  the  assistance  of  the  AMA  Aux- 
iliary. 

Caryl  Bichlmeier,  KMS  Auxiliary  President,  ad- 
dressed the  House  to  bring  greetings  from  the  Aux- 
iliary. She  thanked  the  KMS  for  its  cooperation  with 
the  Auxiliary  and  noted  that  the  two  groups  had 
worked  together  successfully  to  achieve  legislation 
to  ease  the  professional  liability  crisis.  She  con- 
cluded that  it  had  been  a good  year  in  a beautiful 
state  with  marvelous  people. 
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Dr.  Stone  called  on  committee  chairmen  for  re- 
ports. 


Constitutional  Secretary  — 
Richard  M.  Skibba,  M.D. 


Categories 

1982 

1983 

1984 

1985 

1986 

ACTIVE  MEMBERS 

2,225 

2,218 

2,288 

2,365 

2,257 

ACADEMIC  MEMBERS 
FIRST  YEAR  ACTIVE  MEMBERS 

16 

18 

1 

13 

27 

PROBATIONARY  MEMBERS 

79 

68 

57 

48 

72 

ASSOCIATE  MEMBERS 

3 

5 

6 

8 

30 

INTERN/RESIDENT  MEMBERS 

37 

34 

63 

50 

127 

DELINQUENT  MEMBERS 

102 

194 

110 

127 

* 

Dues  Exempt: 
EMERITUS  MEMBERS 

130 

144 

149 

143 

108 

HONORARY  MEMBERS 

1 

1 

1 

1 

1 

LO A/PERSONAL  EXEMPT  MEMBERS 

24 

26 

28 

27 

35 

RETIRED  MEMBERS 

167 

200 

209 

244 

314 

SERVICE  MEMBERS 

15 

16 

13 

10 

7 

STUDENTS 

8 

38 

345 

464 

618 

2,791 

2,960 

3,287 

3,389 

3,596 

*Delinquent  members  — 370 


Treasurer  — 

Roger  D.  Warren,  M.D. 

Dr.  Warren  asked  the  members  to  look  over  the 
printed  report  and  to  direct  any  questions  to  himself 
or  to  Gary  Caruthers. 


Necrology  Committee  — 

David  E.  Gray,  M.D.,  Chairman 

The  hour  of  departure  has  arrived,  and  we  go 
our  separate  ways  — I to  die  and  you  to  live.  Which 
is  better,  God  only  knows.  (Plato’s  Apology) 


Name  & Address 

Age 

Date 

Arthur  L.  Ashmore,  M.D.,  Wichita 

80 

7-10-85 

Arnold  H.  Baum,  M.D.,  Dodge  City 

68 

12-18-84 

Charles  A.  Bennett,  M.D.,  Leavenworth 

89 

8-12-85 

John  W.  Cavanaugh,  M.D.,  Topeka 

72 

7-12-85 

Robert  F.  Cavitt,  M.D.,  Shawnee  Mission 

61 

10-07-85 

Orville  R.  Clark,  M.D.,  St.  Petersburg,  Florida 

79 

9-21-06 

John  M.  Duhon,  M.D.,  Hutchinson 

38 

9-12-85 

Florence  V.  C.  Friesen,  M.D.,  Hesston 

98 

9-12-85 

Charles  F.  Henderson,  M.D.,  Parsons 

71 

10-05-85 

Abraham  E.  Hiebert,  M.D.,  Wichita 

90 

7-24-85 

Wayne  E.  Hird,  M.D.,  Lawrence 

59 

7-27-85 

Max  S.  Lake,  M.D.,  Salina 

65 

8-25-85 

George  D.  Marshall,  M.D.,  Colby 

75 

12-17-84 

George  R.  Maser,  M.D.,  Parsons 

73 

8-24-85 

Michael  B.  McElroy,  M.D.,  Shawnee  Mission 

42 

6-14-85 

Charles  V.  Minnick,  M.D.,  Junction  City 

77 

4-08-86 

Nova  L.  Morgan,  M.D.,  Haysville 

65 

8-12-85 

Clifford  J.  Mullen,  Sr.,  M.D.,  Kansas  City 

87 

1-03-86 

Richard  H.  O'Donnell,  M.D.,  Clay  Center 

69 

2-11-86 

George  J.  Pierron,  M.D.,  Olathe 

63 

12-11-85 

Michael  J.  Ryan,  M.D.,  Kansas  City 

71 

11-04-85 

William  M.  Scales,  M.D.,  Blue  Eye,  Missouri 

84 

1-06-85 

Edgar  P.  Sereres,  M.D.,  Kansas  City 

70 

12-05-85 

Howard  E.  Snyder,  M.D.,  Winfield 

82 

12-04-85 

Carl  0.  Stensaas,  M.D.,  Hutchinson 

75 

12-02-85 

Gardner  A.  Surface,  M.D.,  Ellis 

82 

1-16-85 

Henry  N.  Tihen,  M.D.,  Wichita 

88 

5-08-85 

Donald  E.  Wilcox,  M.D.,  Topeka 

61 

4-02-86 

Editorial  Board  — 

David  E.  Gray,  M.D.,  Chairman 

Your  Editorial  Board  reports  what  can  best  be 
described  as  a housekeeping  year  — devoted  to 
getting  used  to  the  journal’s  new  name,  cleaning 
out  a few  closets,  and  contending  with  the  house- 
hold budget.  Needless  to  say,  our  problems  have 
not  commanded  the  same  degree  of  attention  ac- 
corded unified  membership,  malpractice,  or  a few 
other  items  on  the  Society’s  agenda  regardless  of 
our  own  feelings.  Since  the  money  matter  is  of 
primary  interest,  I call  your  attention  to  the  balance 
sheet  which  shows  a heartening  increase  of  income 
of  approximately  $20,000  over  the  previous  year, 
due  primarily  to  the  increase  in  our  advertising  rates. 
I am  in  hope  that  you  will  hurry  over  the  expense 
sheet  before  anyone  notices  that,  thanks  primarily 
to  printing  costs,  expenses  have  increased  by  almost 
the  same  amount,  necessitating  our  continuing  to 
have  to  write  home  for  money.  Thanks  to  the  benign 
vigilance  and  earnest  demeanor  of  our  Business 
Manager  — I pause  for  applause  — the  Council  has 
renewed  our  lease  and  we’re  still  in  business. 

Periodically,  some  busybody  on  the  staff  sends 
out  a questionnaire  to  a portion  of  the  members 
inquiring  as  to  how  the  Society  (including  Kansas 
Medicine)  is  doing,  a policy  I have  always  viewed 
with  distrust  for  fear  of  the  results.  I am  pleased  to 
report  that  in  matters  pertaining  to  our  efforts,  we 
got  a good,  solid  passing  grade.  Objectivity  re- 
quires, however,  that  we  acknowledge  that,  first, 
the  survey  reached  only  about  20%  of  the  mem- 
bership and  of  these  about  60%  responded,  reducing 
the  actual  expression  of  favor  to  a fairly  modest 
level.  Furthermore,  the  majority  indicated  that  they 
only  “scanned”  us.  Whether  this  refers  to  the  first 
definition  of  the  word,  that  is,  “to  scrutinize 
closely,”  or  the  second,  “to  glance  at  hastily,”  I’m 
not  sure.  I am  not  about  to  pursue  the  matter  but 
extend  thanks  to  our  select  but  commendably  in- 
telligent readership. 

My  indebtedness  to  those  who  really  do  the  work 
is  not  found  in  any  balancesheet,  but  I am  conscious 
of  it  all  the  time.  Eleanor  Bell  attracts  jobs  the  way 
the  Legislature  attracts  lobbyists  (no  offense,  Jer- 
emy) and  has  consequently  been  designated  “Pro- 
duction Editor.  ” Over  the  years,  as  my  reports  have 
testified,  I have  been  an  almost  unbelieving  observer 
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It's  headed  that  way.  With  malpractice  suits  on  the  rise, 
doctors  need  to  know  law  as  well  as  they  know  medicine. 


Our  counsel?  Why  not  concentrate  on  your  practice, 
and  let  Medical  Detense  Insurance  Company  concentrate 
on  your  legal  protection  against  malpractice  suits.  At  MDI, 
we  otter  the  kind  ot  legal  protection  you  can  depend  on 
because  we're  operated  by  health  care  providers.  We 
recognize  and  appreciate  the  needs  ot  today's  physicians. 

Call  us  and  let  MDI  tell  you  more.  Alter  all,  since  you 
were  trained  as  a physician . . . you  shouldn't  be 
practicing  low. 


Icdical  Defense 


a su.bsidiary  ot  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick,  & Innis,  Inc. 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


and  an  unrelenting  admirer  of  Val  Braun’s  organi- 
zational ability  and  capacity  for  work.  This  sem- 
blance of  an  official  appreciation  of  them  continues 
to  be  my  primary  concern  in  these  reports. 

And  now,  the  moment  you  and  our  President  have 
been  waiting  for  — when  the  Editorial  Board  rec- 
ognizes his  survival  of  the  banquet  circuit  with  a 
priceless  copy  (meaning  it  didn’t  cost  him  anything) 
of  his  writings  — along  with  a few  others,  of  course. 

[Drs.  Gray  and  Conard  exchanged  bound  vol- 
umes of  Kansas  Medicine.] 


Legislative  Committee  — 

Jimmie  A.  Gleason,  M.D.,  Chairman 

Dr.  Gleason  expressed  his  appreciation  to  the 
many  people  who  participated  in  the  successful  leg- 
islative session.  He  warned,  however,  that  everyone 
must  continue  to  work  in  order  to  maintain  a fa- 
vorable environment  in  which  to  practice. 

He  reviewed  the  provisions  of  newly-enacted  leg- 
islation: 

• $1  million  cap  with  pinhole  provision 

• Cap  of  $250,000  per  case  for  pain  and  suffering 

• Screening  panels  composed  of  three  physicians 
each 

• Judge  has  power  to  review  contingency  fees 

• Expert  witnesses  must  practice  50%  of  time 

• Verdicts  must  be  itemized 

• Interest  rates  may  be  adjusted  in  keeping  with 
current  rates 

• Peer  review  procedures  have  been  strengthened 

• Insurance  requirements  have  been  revised 

• Health  Care  Stabilization  Fund  surcharges  may 
be  paid  in  installments 

Dr.  Gleason  expressed  the  hope  that  the  new  leg- 
islation will  stabilize  the  costs  for  professional  li- 
ability insurance. 


Coming  in 
August  — 

Your  new  membership  directory. 
WATCH  FOR  IT! 


KaMPAC  Committee  — 

Roger  D.  Warren,  M.D.,  Chairman 

Dr.  Warren  recognized  the  members  of  the 
KaMPAC  Board  of  Directors  and  the  contributions 
of  Gary  Caruthers  and  Marsha  Hutchinson.  He  so- 
licited input  from  KMS  members  about  candidates 
who  deserve  KaMPAC  support.  He  noted  that 
KaMPAC,  which  began  in  1962,  has  grown  to  a 
membership  of  854  in  1985,  and  he  urged  KMS 
members  to  continue  their  support.  He  reported  that 
for  the  1984  elections,  $110,485  was  given  to  can- 
didates in  Kansas  and  $30,000  was  sent  to  AMP  AC. 


Kansas  Foundation  for  Medical  Care  — 

Louis  Culp,  M.D.,  Chairman 

Dr.  Culp  called  attention  of  the  Delegates  to  the 

following: 

• Medicare:  The  Foundation  will  re-apply  to  the 
Health  Care  Stabilization  Administration  for  re- 
newal of  their  PRO  contract. 

• Private  Sector:  The  KFMC  now  has  contracts  for 
review  with  14  organizations. 

• Competition:  There  are  many  new  review  pro- 
grams, but  KFMC  has  a strong  advantage  by  being 
a physician-directed  organization. 

• Future:  KFMC  will  continue  to  adjust  to  change 
to  assure  that  quality  isn’t  compromised  by  eco- 
nomic pressures. 


Hospital  Medical  Staff  Section  — 

Terry  L.  Poling,  Chairman 

Dr.  Poling  reviewed  the  purposes  and  goals  of 
the  Section  and  reported  on  actions  taken  with  re- 
gard to  1985  resolutions.  He  urged  that  all  hospital 
staffs  arrange  for  representation  to  the  HMSS. 


Clair  Conard,  M.D.,  KMS  President,  announced 
that  he  would  present  his  report  at  the  installation 
ceremony.  He  then  introduced  the  KMS  Executive 
Director,  Jerry  Slaughter. 

Mr.  Slaughter,  noting  that  everyone  was  tired  of 
“doom  and  gloom,”  expressed  pleasure  that  he 
could  bring  some  good  news.  He  thanked  the  mem- 
bership, Auxiliary,  and  clinic  managers  for  their 
cooperation  during  the  past  year,  and  recognized 
Senator  Jack  D.  Walker,  M.D.,  the  KMS  staff,  and 
the  executive  committee  for  their  special  efforts.  He 
pointed  out  that  everyone  had  worked  to  formulate 
a plan  and  to  promote  it;  then  to  work  for  it  without 
backing  down.  The  result  is  a legislative  victory 
that  will  stabilize  and  perhaps  eventually  decrease 
malpractice  insurance  premiums. 

He  admonished,  however,  that  more  progress  is 
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necessary  and  that  much  work  will  be  necessary  to 
protect  the  new  legislation.  He  asked  the  members 
to  each  give  a little  time  and  a little  money  to  con- 
tinue the  work. 


Dr.  Stone  noted  that  all  resolutions  in  the  note- 
books were  automatically  introduced  and  would  be 
referred  to  the  Reference  Committee. 

Richard  M.  Skibba,  M.D.,  introduced  three  Res- 
olutions Nos.  86-25,  26,  and  27  on  behalf  of  the 
Sedgwick  County  Medical  Society;  Richard  Mei- 
dinger,  M.D.,  introduced  Resolution  No.  28  on  be- 
half of  the  Shawnee  County  Medical  Society;  and 
Thomas  F.  Taylor,  M.D.,  introduced  Resolution 
No.  86-29. 

Stanley  M.  Skaer,  M.D.,  announced  that  Butler- 
Greenwood  County  wished  to  withdraw  Resolution 
No.  86-8. 

At  this  point,  the  following  primary  election  re- 
sults were  announced  for  the  office  of  Second  Vice 
President:  Richard  Meidinger,  M.D.,  and  Alex  Scott, 
M.D. 

The  Speaker  announced  that  the  following  Coun- 
cil Districts  need  to  elect  councilors  for  1986:  6,  7, 
10,  12,  16,  18. 

The  Reference  Committee  was  introduced  as  fol- 
lows: David  W.  Bouda,  M.D.,  Hutchinson,  Chair- 
man; Mark  G.  Bell,  M.D.,  Salina;  Jimmie  L. 
Browning,  M.D.,  Cottonwood  Falls;  John  Hered, 
M.D.,  Wichita;  and  Thomas  L.  Taylor,  M.D., 
Shawnee  Mission. 

Following  brief  announcements  of  events  still  to 
come,  the  meeting  adjourned  at  11:00  a. m. 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 


SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates 
was  called  to  order  by  the  Speaker,  G.  Rex  Stone, 
M.D.,  on  Sunday,  May  4,  1986,  at  8:30  a.m.,  at 
the  Holiday  Inn  Holidome,  Topeka. 

The  Speaker  announced  the  presence  of  a quorum 
and  noted  that  the  Session  would  be  conducted  in 
accordance  with  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure . He  briefly  reviewed  some  rules 
and  announced  the  following  tellers:  Jay  S.  Schuk- 
man,  M.D.,  Great  Bend,  Chairman;  Charles  S. 
Reeves,  M.D.,  Ft.  Scott;  and  Clifton  C.  Schopf, 
M.D.,  Wichita. 

While  the  ballots  were  being  distributed,  it  was 
announced  that  the  third  AMA  Alternate  Delegate 
position  (unexpired  term)  would  be  filled  by  ap- 
pointment of  the  Executive  Committee.  The  Speaker 
expressed  his  appreciation  to  the  members  of  the 
Reference  Committee. 
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PHYSICIAN  DIRECTORY 


topeka  Ollergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D,  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
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The  results  of  the  election  were  announced  as 
follows: 

President:  Franklin  G.  Bichlmeier,  M.D.,  Kan- 
sas City 

President  Elect:  Donald  W.  Hatton,  M.D., 
Lawrence 

First  Vice  President:  Terry  L.  Poling,  M.D., 
Wichita 

Second  Vice  President:  Alex  Scott,  M.D., 
Junction  City 

Constitutional  Secretary:  Katherine  Pen- 
nington, M.D.,  Wichita 

Treasurer:  Roger  D.  Warren,  M.D.,  Hanover 

AMA  Delegate  1986-87:  Jimmie  A.  Gleason, 
M.D.,  Topeka 

AMA  Delegate  1986-87:  Linda  D.  Warren, 
M.D.,  Hanover 

AMA  Delegate  1987-88:  Alex  Scott,  M.D., 
Junction  City 

AMA  Delegate  1987-88:  Kermit  G.  Wedel, 
M.D.,  Minneapolis 

AMA  Alternate  Delegate  1987-88:  Warren 
E.  Meyer,  M.D.,  Wichita 

Speaker:  G.  Rex  Stone,  M.D.,  Manhattan 

Vice  Speaker:  Edwin  D.  Rathbun,  M.D.,  Lib- 
eral 

David  W.  Bouda,  M.D.,  Chairman  of  the  Ref- 
erence Committee,  presented  the  Committee’s  re- 
port and  recommendations,  and  the  Resolutions  were 
duly  discussed  and  voted  upon.  They  are  printed 
elsewhere  in  this  issue. 

Dr.  Scott  expressed  his  appreciation  to  the  Del- 
egates for  their  support  of  his  candidacy  for  Second 
Vice  President. 

Dr.  Meidinger  announced  that,  in  the  absence  of 
a full  time  Medical  Director  at  the  Kansas  Depart- 
ment of  Health  and  Environment,  he  has  consented 
to  serve  as  the  State  of  Kansas  Consultant  for  En- 
vironmental Affairs.  He  will  deal  specifically  with 
questions  related  to  the  Chernobyl  (Russia)  nuclear 
accident.  He  briefly  reiterated  that  small  amounts 
of  radiation  above  normal  conditions  may  be  noted 
in  the  United  States  and  in  Kansas,  and  expressed 
his  willingness  to  accept  questions  from  the  general 
public.  He  stated  that  the  levels  of  radiation  were 
not  expected  to  be  significant  in  Kansas. 

Newly  elected  President  Franklin  G.  Bichlmeier, 
M.D.,  then  addressed  the  Delegates: 

This  past  year  represented  one  of  significant  ac- 
complishment for  the  KMS;  passage  of  the  mal- 
practice legislation  was  the  culmination  of  two  years 
of  hard  work  and  planning  — I,  too,  would  like  to 
(Continued  on  page  210) 


Cover  Story 

By  the  early  years  of  the  19th  century,  the  increasing 
population  and  development  in  the  East  was  producing 
progressive  pressure  to  the  west  for  occupancy,  produc- 
tion, and  commerce.  The  inevitable  encroachment  on 
Indian  homelands  led  to  the  logical  (to  the  whites)  so- 
lution; move  them  farther  west,  preferably  across  the 
Mississippi  since  this  was  deemed  far  enough  to  take 
care  of  the  matter  for  some  time.  There  was,  of  course, 
the  problem  of  fitting  the  emigrants  in  among  the  tribes 
already  there  — but  someone  else  could  worry  about 
that. 

One  of  those  assigned  to  worry  was  Isaac  McCoy, 
Baptist  preacher,  surveyor,  and  friend  to  the  Indians 
regardless  of  tribe.  He  was  appointed  a government  com- 
missioner to  help  in  moving  the  tribes  destined  for  res- 
ervations in  the  West.  McCoy,  in  fact,  was  one  of  the 
prime  architects  of  the  policy,  believing  it  to  be  in  the 
best  interests  of  the  Indians  more  than  the  whites  — he 
envisioned  a Christian  Indian  nation  in  the  area.  With 
his  sons.  Rice  and  John,  he  prepared  the  map  reproduced 
on  this  month’s  cover  (and  borrowed  from  Baughman’s 
Kansas  in  Maps  through  the  courtesy  of  the  Kansas  State 
Historical  Society)  showing  the  areas  already  occupied 
by  tribes  in  the  1830s  before  the  major  influx.  It  details 
only  the  northeast  quarter  of  the  state;  a later  map  would 
show  additional  areas  that  included  the  southeast  quarter 
as  well,  as  the  eastern  tribes  were  assigned. 

Although  many  of  the  government  people  (not  all)  had 
a concern  for  the  plight  of  the  uprooted  groups,  few  had 
the  compassion  and  continuing  concern  that  was  dem- 
onstrated by  McCoy,  but  even  he  was  not  above  some 
frustration.  Although  he  felt  there  would  be  benefits  for 
the  Indians  (and  some,  in  fact,  were  glad  to  make  the 
move),  he  was  moved  to  note  in  1828,  “I  have  for 
myself,  a lonesome  time.  . . . The  Indians  are  exceed- 
ingly careless  and  improvident.  Willing  to  do  anything 
I tell  them,  but  will  not  put  themselves  to  the  trouble  of 
thinking.”  To  the  Kansa,  Delawares,  Potawatomi,  Ot- 
tawas  and  Wyandots,  longer  residents  of  the  area,  were 
added  tribes  from  the  Ohio  Valley,  Great  Lakes  area, 
and  even  New  York  and  New  England. 

The  lines  on  the  white  man’s  paper  meant  little  to 
them  — or  some  of  the  whites  for  that  matter  as  they 
learned  quickly  to  exploit  some  of  the  characteristics 
McCoy  had  noted.  In  some  cases,  the  designated  tribes 
never  did  occupy  the  lands  assigned.  Some  could  not 
adjust  to  the  climatic  extremes  of  the  area.  And  despite 
assurances  from  the  government,  there  would  be  addi- 
tional moves  and  further  introduction  to  the  white  man’s 
democratic  bureaucracy. 

The  clash  of  cultures  coming  repeatedly  as  more  "in- 
vaders” came  from  Europe  (regardless  of  who  was  first) 
confronted  the  native  population  with  the  acceptance  of 
the  government’s  demands  (unpalatable),  assimilation 
(undesired  on  both  sides),  or  annihilation.  The  result  has 
been  a combination  of  all.  — D.E.G. 
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Summer  Health  & Safety  Tips 


The  American  Council  on  Science  and  Health  has 
compiled  some  information  to  help  keep  summer 
safe  and  healthy  for  you,  your  family,  and  your 
patients.  Whether  you’re  traveling  around  the  world 
or  relaxing  at  home,  you’ll  have  a more  enjoyable 
vacation  if  you  have  a healthy  one.  Here  are  some 
health  and  safety  points  to  keep  in  mind  when  plan- 
ning your  summer  vacation. 

Water  Safety 

For  many  of  us,  summer  wouldn’t  be  summer 
without  swimming  and  other  water  sports.  But  these 
activities  can  lead  to  tragedy  if  you’re  unfamiliar 
with  water  safety  precautions.  About  7,000  people 
drown  in  the  United  States  each  year,  and  most  such 
deaths  could  be  prevented.  Outlined  briefly  here  are 
some  of  the  most  basic  precautions  that  can  keep 
you  from  becoming  a statistic.  Additional  infor- 
mation is  available  from  the  publications  of  the 
American  Red  Cross. 

Swimming  Tips 

• Learn  to  swim  well  enough  so  that  you  can  survive 
in  the  water  in  an  emergency. 

• Don’t  swim  in  unsupervised  areas. 

• Don’t  swim  alone,  and  don’t  swim  when  the  only 
other  people  in  the  water  are  nonswimmers.  Their 
presence  might  seem  reassuring,  but  they  would 
be  of  little  help  in  an  emergency. 

• Know  your  limitations.  Don’t  overestimate  your 
ability  and  don’t  forget  that  your  ability  to  swim 
may  not  be  up  to  par  under  some  circumstances, 
such  as  when  you  are  tired  or  overheated. 

• Don’t  swim  if  you’ve  been  drinking  alcoholic 
beverages.  Alcohol  is  the  underlying  cause  of 
many  drownings  and  other  accidents,  because  it 
impairs  both  judgment  and  coordination. 

• Stay  out  of  the  water  during  thunderstorms. 

• Don’t  dive  in  shallow  or  unfamiliar  waters. 

• Flotation  devices  can  lead  to  overconfidence. 
Don’t  substitute  an  air  mattress,  inner  tube,  or 
other  floating  object  for  swimming  ability. 

• Stay  a safe  distance  away  from  diving  boards, 
platforms,  and  floats. 

® Don’t  hyperventilate  before  swimming  under- 
water. Hyperventilation  can  cause  mental  con- 
fusion and  even  blackouts. 

For  Pool  Owners 

® Never  permit  anyone  to  swim  in  your  pool  alone, 
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and  never  leave  a child  unattended  in  the  pool 
area,  even  if  s/he  is  not  in  the  water. 

• Make  sure  that  the  pool  is  adequately  fenced  (many 
local  laws  specify  that  the  fence  must  be  at  least 
four  feet  high)  and  that  the  gate  has  a lock  to 
prevent  children  from  entering  the  pool  area  when 
no  adult  is  present. 

• Post  emergency  instructions,  emergency  tele- 
phone numbers,  and  pool  rules. 

• Mark  the  deep  and  shallow  sections  of  the  pool 
clearly. 

• Don’t  allow  running,  pushing,  or  horseplay  near 
the  pool. 

• Make  sure  that  the  water  filtration  system  and 
chemical  treatment  of  pool  water  are  adequate. 

• Don’t  allow  people  to  bring  bottles,  glasses,  or 
sharp  objects  into  the  pool  area. 

• If  you  have  one  of  the  new  transparent  solar  pool 
covers,  remove  it  completely  before  using  the  pool. 
Uncovering  only  one  part  of  the  pool  has  led  to 
several  accidents  in  which  people  surfaced  under 
the  cover  and  drowned. 

• Don’t  use  the  telephone  if  you  are  in  the  pool  (or 
bathtub  or  shower,  for  that  matter).  If  you  drop 
the  phone  in  the  water,  you  could  get  a serious 
electrical  shock.  (This  warning  does  not  apply  to 
cordless  phones;  if  you  drop  a cordless  phone  in 
the  water,  you  may  hurt  the  phone,  but  you  won’t 
hurt  yourself.) 

• Follow  the  ten  tips  for  safe  swimming. 

Ponds! Swimming  Holes 

• Mark  off  safe  swimming  areas  with  buoyed  lines. 

• Remove  underwater  debris,  such  as  bottles  and 
cans,  from  swimming  areas. 

• Don’t  use  areas  near  steeply  sloped  banks  for 
swimming. 

• Post  warning  signs  in  dangerous  areas  where  peo- 
ple should  not  swim. 

• Have  the  water  checked  and  approved  by  the  local 
health  department. 

• Make  sure  that  floats,  diving  boards,  piers,  and 
similar  structures  are  well-built  and  securely  an- 
chored in  place. 

• Post  emergency  instructions,  emergency  tele- 
phone numbers,  and  rules  for  the  swimming  area. 

• Follow  the  ten  tips  for  safe  swimming. 

Beaches 

• Swim  only  in  areas  supervised  by  lifeguards. 


• Don’t  leave  children  unattended,  even  in  areas 
where  lifeguards  are  on  duty. 

• If  you  get  caught  in  a current,  swim  with  it  or 
diagonally  across  it  until  you  can  get  free  or  call 
for  help.  Don’t  attempt  to  swim  against  it. 

• If  you  want  to  try  a long-distance  swim,  swim 
parallel  to  the  shore  and  close  enough  to  shore  so 
that  you  can  reach  it  easily. 

• Don’t  use  breakable  objects  on  the  beach. 

• Don’t  strike  up  conversations  with  lifeguards  or 
interfere  in  other  ways  with  their  performance  of 
their  jobs. 

• Follow  the  ten  tips  for  safe  swimming. 

Charcoal  Cooking 

Is  the  Great  American  Cookout  unsafe?  It  can  be, 
but  most  of  the  people  who  think  that  it  is  are  wor- 
ried about  the  wrong  thing. 

There  has  been  much  attention  to  traces  of  po- 
tentially cancer-causing  substances  in  charcoal- 
grilled  meats,  but  the  significance  of  this  study  has 
been  exaggerated.  The  amounts  found  were  quite 
small,  and  these  chemicals  are  also  produced  by 
other  methods  of  cooking.  There  is  no  convincing 
evidence  that  eating  charcoal-grilled  meats  poses 
any  health  hazard. 

You  can,  however,  avoid  the  potential  problem 
by  positioning  the  coals  so  that  fat  from  cooking 
meat  cannot  drip  on  them  or  by  placing  a barrier 
such  as  aluminum  foil  between  the  meat  and  the 
coals.  The  substances  in  question  are  not  produced 
by  the  cooking  process  per  se,  but  are  formed  when 
fat  from  the  meat  drips  onto  hot  coals  and  is  incin- 
erated, thereby  generating  smoke  that  contains  them. 
This  can’t  occur  if  the  fat  doesn’t  drip  onto  the  coals. 

The  real  danger  occurs  if  you  move  your  cookout 
indoors.  An  open  fire  indoors  is  always  dangerous, 
but  charcoal  is  also  unsafe  in  another,  less  obvious 
way.  When  it  burns,  charcoal  releases  substantial 
amounts  of  carbon  monoxide  — which  is,  of  course, 
colorless,  odorless,  tasteless,  and  extremely  dan- 
gerous. While  it’s  safe  to  cook  with  charcoal  out- 
doors, it  should  not  be  used  in  unvented  enclosed 
spaces  such  as  campers,  tents,  and  poorly  ventilated 
rooms. 

Eat  & Swim? 

Despite  the  common  warning  that  swimming  im- 
mediately after  eating  will  cause  stomach  cramps, 
experts  in  exercise  physiology  say  that  this  isn’t 
always  true. 

If  you’re  in  good  health,  and  if  you’re  not  plan- 
ning to  engage  in  extremely  vigorous  physical  ac- 


tivity, you  should  be  able  to  swim  or  enjoy  other 
forms  of  exercise  immediately  after  eating  without 
suffering  from  cramps. 

However,  if  you’re  going  to  exercise  very  in- 
tensely, of  if  you’re  in  poor  physical  condition,  you 
may  experience  some  discomfort.  The  reason:  After 
you  eat,  your  stomach  muscles  work  hard  to  churn 
your  food,  and  they  demand  a lot  of  blood  from 
your  heart  in  order  to  do  the  job.  When  you  exercise, 
other  muscles  demand  blood  at  the  same  time.  If 
you’re  reasonably  fit  and  exercising  moderately,  your 
heart  can  handle  both  at  the  same  time.  However, 
if  you’re  exercising  very  vigorously,  of  if  you  are 
in  poor  cardiovascular  condition,  the  simultaneous 
demands  may  be  too  much.  In  that  case,  your  stom- 
ach will  lose  the  contest  for  blood,  and  its  blood 
supply  will  be  shut  down.  Your  stomach  muscles 
will  continue  to  work,  because  there  is  food  in  your 
stomach,  but  they  may  not  get  enough  oxygen  to 
meet  their  needs.  Any  muscle  that  can’t  get  enough 
oxygen  will  go  into  spasm  and  hurt. 

So  while  it’s  not  a good  idea  to  swim  in  the 
Olympics  right  after  lunch,  there’s  no  need  to  re- 
strict your  activities,  or  those  of  your  children,  on 
an  ordinary  day  at  the  beach. 

Summer  Sun 

Sunbathing  is  a favorite  summer  activity  but  — 
as  anyone  who’s  suffered  through  a bad  sunburn 
knows  only  too  well  — the  sun  can  also  ruin  your 
vacation.  In  the  long  run,  overexposure  to  the  sun 
can  damage  your  skin  permanently,  because  it  leads 
to  premature  aging  that  produces  wrinkles  and  a 
leathery  texture. 

Excess  sun  exposure,  like  all  ultraviolet  irradia- 
tion, can  also  cause  skin  cancer.  In  fact,  ultraviolet 
light  from  the  sun  is  the  most  widespread  environ- 
mental carcinogen.  Most  skin  cancers  occur  on  body 
areas  that  aren’t  protected  from  sunlight  such  as  the 
face,  ears,  and  hands.  This  type  of  cancer  is  more 
common  in  tropical  parts  of  the  world  and  among 
people  who  work  outdoors.  Fortuantely,  skin  cancer 
is  rarely  fatal,  but  it  can  spread  and  its  treatment 
can  leave  scars,  so  it’s  well  worth  making  an  effort 
to  reduce  your  skin  cancer  risk. 

Moderation  is  the  key  to  safe  sunbathing  — along 
with  some  well-planned  protection  against  the  ul- 
traviolet rays  which  are  responsible  for  sunburn, 
longterm  skin  damage,  and  skin  cancer. 

When  buying  a commercial  sunscreen  product, 
look  for  a SPF  (Sun  Protection  Factor)  rating  on  the 
package.  The  SPF,  a rating  devised  by  a Food  and 
(Continued  on  page  2/<S’j 
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Council  District  Reports 


DISTRICT  1 

Council  District  # 1 had  no  formal  meetings  this 
year.  Of  strong  concern  to  the  Councilor  was  the 
large  number  of  physicians  who  are  reluctant  to  join 
the  Medical  Society  because  of  the  recent  unification 
that  requires  AM  A membership.  A number  of  one- 
on-one  discussions  were  held,  especially  in  the  Leav- 
enworth area,  regarding  this  issue. 

Wayne  O.  Wallace,  Jr.,  M.D.,  Councilor 


DISTRICT  2 

The  Wyandotte  County  Medical  Society  — Coun- 
cil District  #2  — has  continued  to  lose  members 
during  the  past  year.  Much  concern  and  effort  was 
put  forth  to  educate  and  encourage  our  members  to 
continue  their  participation  in  organized  medicine 
with  the  advent  of  unified  (county-state- AM  A)  status 
adopted  at  the  1985  House  of  Delegates  meeting.  It 
appears  that  we  will  lose  approximately  30  members 
because  of  the  unified  policy. 

We  continue  to  experience  a general  decline  in 
attendance  at  Society  meetings.  We  have  looked  at 
this  problem  in  detail  for  several  years  and  have  not 
found  a viable  solution.  One  venture  that  has  been 
successful  is  that  of  joint  meetings  with  the  Johnson 
County  Medical  Society  once  or  twice  a year.  We 
hope  that  this  joint  venture  of  the  two  societies  can 
continue  with  the  same  success. 

One  problem  resolved  by  our  Society  this  year 
was  a request  that  Wyandotte  County  be  named  a 
Health  Manpower  Shortage  Area.  WCMS  gathered 
statistics  and  information,  and  provided  this  along 
with  a strong  letter  of  objection  to  the  Department 
of  Health  and  Human  Services.  Based  on  the  infor- 
mation provided  by  us,  HHS  denied  the  request. 

The  Area  Medical  Council  (an  organization  of 
medical  societies  and  many  of  the  specialty  societies 
in  the  Greater  Kansas  City  area)  has  been  consid- 
ering a proposal  presented  by  the  Jackson  County 
(Missouri)  Medical  Society  to  create  one  Medical 
Society  for  the  Greater  Kansas  City  area,  disregard- 
ing not  only  county  lines,  but  also  state  lines.  These 
discussions  are  continuing;  however,  WCMS  has 
pointed  out  that  in  its  opinion,  state  lines  particularly 
cannot  be  disregarded. 

WCMS  was  honored  last  fall  when  Bobby  Brown, 
M.D.,  President  of  the  American  Baseball  League, 
accepted  our  invitation  to  speak  at  a Society  meeting. 
This  was  especially  enjoyable  since  the  meeting  was 


a month  after  the  Kansas  City  Royals  became  the 
World  Champions. 

Wherever  possible,  we  have  supported  efforts  in 
the  state  legislature  to  deal  with  the  issue  of  the 
malpractice  insurance  crisis. 

Richard  A.  Gruendel,  M.D.,  Councilor 


DISTRICT  3 

The  evolution  of  medical  delivery  continues  un- 
abated. Several  outpatient  facilities  have  closed,  oth- 
ers consolidated;  physicians  have  retired  or  discon- 
tinued some  aspects  of  their  medical  practice. 
Hospitals  and  insurance  companies  have  entered  into 
the  delivery  system  by  establishing  additional  HMOs 
and  PPOs. 

The  Johnson  County  Medical  Society  has  been 
active  this  past  year  in  providing  programs  relative 
to  professional  liability,  marketing,  public  relations, 
and  legislative  activities.  Professional  liability  oc- 
cupied a preeminent  position  in  many  of  the  activ- 
ities, with  seminars,  joint  meetings  with  Wyandotte 
County  Medical  Society,  and  local  legislators.  The 
area  hospitals  helped  to  defray  expenses  for  the 
speakers. 

The  Johnson  and  Wyandotte  County  Medical  So- 
cieties held  a joint  meeting  in  September  to  greet 
KMS  President  Dr.  Clair  Conard.  There  was  good 
attendance  from  both  organizations. 

Total  membership  has  fallen  as  the  results  of  deaths, 
transfers,  and  resignations  in  protest  of  mandatory 
membership  in  the  AM  A.  Sixteen  new  active  mem- 
bers have  joined  the  society  during  the  past  year. 
Currently  the  total  membership  is  363  — down  from 
377  last  year.  This  may  decline  further,  as  several 
members  have  not  as  yet  paid  their  dues  or  indicated 
their  intentions. 

James  G.  Bridgens,  M.D.,  Councilor 


DISTRICT  5 

Activities  this  year  centered  about  malpractice 
reform  in  the  Kansas  legislature.  The  District  #5 
meeting  was  held  in  conjunction  with  the  Riley 
County  Medical  Society  meeting  on  October  16, 
1985.  All  members  of  the  District  and  their  spouses 
were  encouraged  to  attend.  KMS  president  Dr.  Clair 
Conard  and  Jerry  Slaughter  provided  information 
about  recent  Society  activities,  and  the  KMS  ap- 
proach to  the  malpractice  problem  was  discussed. 
It  appeared  that  the  Society’s  efforts  were  well 
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Kansas  Heart  Institute 


The  Kansas  Heart  Institute, 
St,  Francis  Hospital  and  Medical  Center  and 
the  Shawnee  County  Medical  Foundation 

present 

the  Second  Annual  Symposium: 


"Diggriosis  and 
Management  of 
Cardiothoracic 
and  Vascular 
Emergencies" 

Saturday,  September  13, 1986 


Topeka,  Kansas 


A 

conference  for 
physicians,  nurses  and 
cardiopulmonary  perfusionisfs, 
this  one  day  symposium 
is  designed  to  present  and 
disouss  the  diagnosis 
and  management  of 
cardiothoracic  and  vascular 
emergencies,  Physicians  of 
notional  and  international 
reno\A/n  will  present  the 
ourrent  state  of  the  art  in 
the  diagnosis  and 
management  of  these 
emergencies.  Panel 
discussions  with  the 
audience  will  encourage 
audience  participation. 


CME  accreditation  will  be 
awarded  to  all  participants. 

oontact 

The  Kansas  Heart  Institute 

(913)  233-1690 

for  more  information 
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planned  and  worthy  of  member  support.  Those  in 
attendance  were  encouraged  to  discuss  the  problem 
with  their  patients.  The  small  pamphlets  printed  by 
the  Society  were  discussed  and  offered  to  the  phy- 
sicians for  use  in  their  offices. 

Area  legislators  Senator  Merrill  Werts  and  Rep- 
resentatives Ivan  Sand  and  Joe  Knopp  were  guests 
at  the  November  meeting  of  the  Riley  County  Med- 
ical Society.  Each  discussed  his  impression  of  the 
professional  liability  problem.  Representative  Knopp 
discussed  the  21  points  that  had  been  recommended 
by  the  legislative  interim  study  committee. 

The  unified  membership  structure  was  discussed 
several  times  during  the  year.  Membership  in  the 
Riley  County  Society  has  been  disappointingly  low. 
The  matter  has  been  discussed  with  those  present 
and  with  past  members;  perhaps  in  time  more  will 
see  fit  to  join. 

The  Riley  County  Society  is  pleased  that  the  KMS 
Annual  Meeting  will  be  in  Manhattan  in  1987,  and 
the  members  extend  a warm  welcome. 

Frank  C.  Lyons,  Jr.,  M.D.,  Councilor 

DISTRICT  6 

The  6th  Council  District  is  made  up  of  the  mem- 
bers of  the  Shawnee  County  Medical  Society.  Our 
President  this  year  has  been  Richard  Meidinger, 
M.D.  Our  new  year  began  in  June  with  our  Annual 
Meeting.  Guests  were  our  spouses  and  Dr.  Clair 
Conard,  KMS  President. 

Our  Society’s  main  activities  this  year  have  been 
related  to  the  changing  environment  in  which  we 
practice  medicine.  The  social,  economic,  and  legal 
changes  in  our  practice  environment  make  it  diffi- 
cult for  us  to  remember  that  our  primary  purpose  is 
to  give  the  best  care  to  our  patients.  Our  rendering 
of  this  health  care  suffers  daily  intrusion  from  third 
party  payers  — HMOs,  private  insurors,  or  Medic- 
aid/Medicare regulations.  This  intrusion  often  puts 
us  in  an  adversarial  role  with  patients.  This  is  an 
unfamiliar  as  well  as  uncomfortable  role  for  us.  At 
almost  every  meeting  there  has  been  some  discus- 
sion about  the  physician/patient  relationship  as  re- 
lated to  the  above  factors. 

Members  of  the  Shawnee  County  legislative  del- 
egation were  our  guests  at  our  October  meeting.  In 
November  we  had  a program  on  quality  assurance. 
In  April  we  discussed  the  impact  of  malpractice 
claims  on  our  own  personal  lives  and  those  of  our 
families. 

A unified  membership  requirement  has  changed 
our  membership  categories  and  resulted  in  some  loss 
of  membership  revenues.  We  had  a net  loss  of  four 


members  during  the  past  year.  The  cost  of  mal- 
practice insurance  premiums  was  a contributing  fac- 
tor in  the  decision  by  some  members  to  discontinue 
practice. 

Dr.  Joan  Sehdev  is  the  chairperson  of  our  1986 
KMS  Annual  Meeting  Planning  Committee.  She 
and  her  committee  members  are  planning  a timely 
and  appropriate  program.  Our  county  society  op- 
erates a physician  referral  service,  and  we  have  seen 
a significant  increase  in  calls  during  the  past  year 
— an  average  of  600  referrals  per  month. 

We  look  forward  to  being  the  host  society  for  the 
Annual  Meeting. 

Robert  D.  Parman,  M.D.,  Councilor 

DISTRICT  7 

Council  District  #7  — The  Flint  Hills  Medical 
Society  — is  comprised  of  physicians  from  a five- 
county  area.  Our  officers  this  year  are  Kendall 
Wright,  President;  Mark  Pierson,  Vice  President; 
Barbara  Howell,  Secretary-Treasurer;  and  Brock 
Kretsinger,  Program  Chairman. 

During  the  past  year,  Homer  J.  Williams,  Osage 
City,  retired  from  active  practice.  Ralph  M.  Neigh- 
bor moved  to  Seattle,  Washington.  Collyer  Kelling, 
Radiologist,  moved  to  Springfield,  Missouri.  Jack 
Steeves  joined  the  radiology  group  in  Emporia. 
Chester  Stone  came  to  Emporia  to  begin  his  practice 
of  internal  medicine,  hematology,  and  oncology. 
Joe  Robert  Hutchison,  a new  family  practitioner,  is 
coming  to  Emporia  this  summer. 

We  were  pleased  that  Dr.  James  Glenn  was  elected 
to  serve  as  a member  of  the  Board  of  Directors  of 
Newman  Memorial  County  Hospital. 

Last  November  we  were  honored  to  have  as  our 
guest.  Dr.  Clair  Conard,  President  of  the  Kansas 
Medical  Society.  He  reported  on  current  activities 
of  KMS. 

State  Senator  Gerald  Karr  spoke  at  our  January 
meeting  regarding  the  medical  liability  insurance 
problem,  and  he  seemed  responsive  to  our  concerns. 
Hospital  Corporation  of  America,  which  was  re- 
cently awarded  a management  contract  with  New- 
man Memorial  County  Hospital,  sent  their  repre- 
sentative to  speak  to  us  at  our  March  meeting. 

Newman  Memorial  County  Hospital  has  obtained 
the  use  of  a mobile  CAT  scanner  which  will  be  used 
part  time  in  some  of  the  smaller  towns  in  the  Em- 
poria area. 

There  are  now  two  active  HMOs  in  the  Emporia 
area  — Health  Care  Plus  and  HMO  Kansas.  We 
have  also  been  contacted  and  our  support  solicited 
by  Physicians  Health  Plan  of  Kansas. 
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We  are  proud  of  our  Kansas  Medical  Society 
leaders  and  staff  and  appreciate  the  job  they  are 
doing  in  our  behalf. 

John  P.  Brockhouse,  M.D.,  Councilor 


DISTRICT  8 

This  has  been  a difficult  year  for  District  #8. 
Many  of  our  members  have  been  unwilling  to  join 
and  pay  dues  to  the  American  Medical  Association. 
I am  hoping  that  most  of  them  will  soon  see  that 
the  AM  A is  the  only  really  active  “Voice  of  Med- 
icine.” 

Dr.  Alex  Scott,  AM  A Delegate,  met  with  our 
district  on  September  19  at  the  Winfield  Hiatt  House 
Restaurant.  He  was  well  received  and  brought  the 
district  physicians  up  to  date  on  the  activities  of  the 
AM  A. 

The  mild  winter  has  been  marred  by  the  constant 
flow  of  misinformation  from  the  trial  lawyers,  but 
Cowley  County’s  two  representatives  voted  for  HB 
2661. 

Newton  C.  Smith,  M.D.,  Councilor 


DISTRICT  10 

Council  District  #10  met  at  Halstead  Hospital  in 
November  for  a dinner  meeting.  Approximately  60 
physicians  and  spouses  heard  Dr.  Clair  Conard,  KMS 
President,  and  Marsha  Hutchison,  KMS  staff,  bring 
a message  from  the  Kansas  Medical  Society  on  the 
need  for  continual  communication  between  physi- 
cians and  their  state  senators  and  representatives. 
They  emphasized  the  need  to  keep  these  elected 
officials  aware  of  the  malpractice  crisis  and  the  ur- 
gency for  change  before  the  cost  of  malpractice 
insurance  makes  it  impossible  for  family  physicians 
to  provide  health  care  to  small  communities  in  cen- 
tral and  western  Kansas. 

R.  A.  Siemens,  M.D.,  Councilor 


DISTRICT  11 

The  Medical  Referral  Service  of  the  Medical  So- 
ciety of  Sedgwick  County  continues  to  function  quite 
well  and  to  provide  good  service  to  our  local  com- 
munity. 

Of  the  total  of  619  physicians  in  Sedgwick  County, 
577  had  paid  their  dues  as  of  March  30.  This  leaves 
7%  not  paid.  In  view  of  current  economics,  this 
percentage  is  fairly  acceptable. 

Our  county  society’s  paging  system  has  been 
modified  to  allow  the  hospitals,  as  well  as  the  Phy- 
sicians’ Exchange  Answering  Service,  to  page  phy- 
sicians and  to  give  a digital  or  alpha  numerical  mes- 


sage. Except  for  a few  minor  flaws,  the  new 
equipment  and  procedures  have  been  working  well. 

Our  Legislative  Committee  continues  to  meet  reg- 
ularly and  has  worked  hard  for  the  acceptance  of 
our  professional  liability  insurance  legislation  — 
HB  2661. 

The  MSSC  PPA,  Wichita  Preferred  Provider  As- 
sociation, is  now  fully  functional  and  in  early  op- 
eration. It  has  been  going  quite  well. 

The  past  year,  the  Sedgwick  County  Auxiliary 
Christmas  contribution  to  our  medical  careers  loan 
fund  was  more  than  $3,000.  Since  1960,  57  students 
have  received  loans  from  this  fund.  Thirty-nine  loans 
have  been  repaid,  six  are  being  paid,  three  are  de- 
ferred, and  eight  students  are  still  in  school.  The 
total  loaned  since  1960  is  $225,000;  the  current 
amount  of  outstanding  loans  is  $123,000.  The  loan 
fund  is  functioning  quite  well,  and  Sedgwick  County 
physicians  are  most  pleased  to  be  able  to  provide 
this  service. 

Clifton  C.  Schopf,  M.D.,  Councilor 
(Continued  on  page  208) 


IMPROVE  YOUR  CASH  FLOW  ! ! 

with  UNIVERSAL  BUSINESS  SYSTEMS’  full 
service  billing  program  which  includes  the  follow- 
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TOTAL  computerized  insurance  filing 
PAPERLESS  Claims  Submission  to  Medicare 
and  Blue  Shield 

COMPLETE  production  and  analysis  reporting  — 
OR  — Buy  your  own  in-house  system,  which  in- 
cludes all  the  above,  PLUS,  training  for  your  per- 
sonnel and  support  from  our  professionals. 
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Send  to:  Universal  Business 

Systems 

6 

P.O.  Box  1015 
Parsons,  KS  67357 
or  CALL  (316)421-1381 
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SCIENTIFIC  ARTICLES 


An  Implantable  Drug  Delivery  System 

RONALD  L.  ERNST,  M.D.* *;  FREDERIC  C.  CHANG,  M.D.f;  H.  E.  HYNES,  M.D4; 
S.  R.  DAKHIL,  M.D.§  and  GEORGE  J.  FARHA,  M.D.||,  Wichita 


The  need  for  long-term  venous  access  is  a constant 
challenge  in  dealing  with  today’s  oncology  patient. 
Repeated  intravenous  chemotherapeutic  infusions 
eventually  lead  to  peripheral  vein  thrombosis  and 
sclerosis.  Central  veins  such  as  the  subclavian  tol- 
erate these  agents  more  favorably.  In  1973,  Broviac 
et  aP  developed  the  permanent,  indwelling,  right 
atrial  silastic  catheter.  This  catheter  had  advantages 
of  decreased  thrombogenicity  and  infection  rates  in 
comparison  with  the  temporary  polyvinylchloride 
subclavian  vein  catheters.  Hickman  et  aP  in  1979 
made  modifications  of  the  Broviac  catheter  by  in- 
creasing the  catheter  size.  Both  the  Broviac  and 
Hickman  catheters  are  open  systems  in  that  the  prox- 
imal end  of  the  catheter  exits  on  the  chest  wall. 
These  open  systems  are  accessible  to  contamination, 
require  daily  care,  and  restrict  certain  patient  activ- 
ities. 

One  of  the  most  recent  modifications  of  the  in- 
dwelling right  atrial  catheter  is  the  implantable  drug 
delivery  system  (IDDS).  This  unit  is  similar  to  the 
above  described  open  systems  in  that  a silastic  right 
atrial  catheter  via  the  subclavian  or  cephalic  vein  is 
used.  It  differs  by  having  its  proximal  end  connected 
to  an  injection  reservoir  which  is  implanted  sub- 
cutaneously on  the  chest  wall,  making  it  a closed 
system.  This  prospective  study  was  designed  to  as- 
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sess  the  efficacy,  complications,  and  patient  ac- 
ceptance of  this  new  implantable  system  in  its  initial 
trial  in  our  community  hospital. 

Methods 

Between  November  1983  and  April  1985,  the 
IDDS  was  inserted  in  100  oncology  patients.  All 
procedures  were  supervised  by  one  of  the  two  senior 
authors.  The  systems  were  used  primarily  for  intra- 
venous drugs,  fluids,  and  blood  component  therapy. 
They  were  not  used  on  a routine  basis  for  the  sam- 
pling of  blood  for  laboratory  determinations. 

The  patients  studied  were  68  females  and  32  males 
whose  ages  ranged  from  26  to  88  years.  The  ad- 
mission diagnosis  for  these  patients  included:  lym- 
phoma (9),  leukemia  (1),  Waldenstrom’s  macro- 
globinemia  (1),  multiple  myeloma  (3),  and  solid 
tumor  (86).  The  IDDS  exclusively  used  was  the 
Port-A-Cath  (Pharmacia  Laboratories,  Piscataway 
NJ). 

Preoperative  laboratory  values  of  albumin,  hemo- 
globin, platelet  count,  and  white  blood  cell  count 
were  recorded  as  well  as  diagnosis  and  subjective 
nutritional  status  at  the  time  of  insertion.  The  initial 
ten  catheter  placements  were  done  under  general 
anesthesia;  the  remaining  90  were  performed  under 
local  anesthesia.  All  systems  were  placed  under  the 
guidance  of  fluoroscopy.  Ninety  systems  were  placed 
percutaneously  as  described  by  Bothe  et  al?  Ten 
were  placed  via  cephalic  vein  cutdowns  after  an 
unsuccessful  attempt  at  the  percutaneous  approach. 
The  system  was  placed  on  the  right  in  50  patients 
and  on  the  left  in  50  patients.  The  reservoir  was 
implanted  in  an  inframammary  position  in  the  initial 
six  patients,  with  the  remaining  94  placed  in  the 
upper  anterior  chest  wall.  Postoperative  chest  x-rays 
were  obtained  to  rule  out  pneumothorax  and  to  doc- 
ument catheter  tip  location  (superior  vena  cava  vs 
right  atrium). 
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A monthly  questionnaire  was  completed  by  the 
oncology  nurse  who  accessed  the  IDDS.  The  fol- 
lowing data  were  recorded:  signs  and  symptoms  of 
reservoir  site  infection  and  the  ease  with  which  the 
reservoir  was  entered  and  flushed.  Each  patient  was 
asked  specifically  if  he/she  noted  any  facial  or  upper 
extremity  swelling  or  pain  which  would  be  sugges- 
tive of  subclavian  vein  thrombosis. 

At  the  end  of  three  months,  patients  completed 
a questionnaire  assessing  (1)  their  preference  for  the 
IDDS  over  peripheral  intravenous  drug  administra- 
tion; (2)  their  satisfaction  with  the  location  of  the 
reservoir  site;  (3)  interference  with  daily  activities; 
(4)  if  applicable,  their  preference  over  the  Hickman 
catheter;  (5)  pain  on  usage  of  the  IDDS;  and  (6) 
whether  or  not  they  would  have  an  IDDS  placed  a 
second  time. 

Extremity  venograms  were  to  be  performed  in  all 
patients  suspected  of  central  vein  thrombosis  and 
an  elective  ipsilateral  extremity  venogram  was  per- 
formed at  three  months  to  rule  out  asymptomatic 
subclavian  thrombosis. 

Results 

At  the  time  of  this  report  the  catheter  patency  rate 
was  100%  for  a cumulative  total  of  23,487  days 
with  a mean  of  235  days  (range  3-618  days).  A total 
of  16  complications  (16%)  were  identified  in  16 
separate  patients.  These  were  divided  into  three 
areas:  technical,  infectious,  and  central  venous 
thrombosis. 

There  were  five  technical  complications  identi- 
fied (5%).  These  included  catheter-reservoir  dis- 
engagement (1),  reservoir  dislodgement  (1),  cath- 
eter thrombosis  (2),  and  needle-reservoir 
disengagement(l).  The  catheter-reservoir  disen- 
gagement occurred  on  the  second  postoperative  day 
and  was  documented  by  chest  x-ray  after  noting 
swelling  around  the  reservoir  following  infusion  of 
intravenous  fluid.  The  patient  was  returned  to  the 
operating  room  where  reengagement  was  easily  per- 
formed. At  the  time  of  operation  the  catheter  was 
found  not  to  be  transected;  therefore  it  was  assumed 
improper  connection  of  the  system  was  the  etiology. 
One  patient  with  dislodgement  of  the  reservoir  from 
the  underlying  fascia  was  also  returned  to  the  op- 
erating room  for  proper  fixation.  There  were  two 
incidences  of  catheter  thrombosis,  both  secondary 
to  nursing  error  by  allowing  the  continuous  intra- 
venous fluid  administration  to  run  dry.  They  were 
both  opened  successfully  with  urokinase  and  re- 
mained functional  after  three  months.  The  needle- 
reservoir  disengagement  resulted  in  the  subcuta- 


neous infusion  of  packed  red  blood  cells.  The  he- 
matoma resolved  spontaneously. 

There  were  six  infectious  complications  identified 
(6%).  These  included  two  superficial  infections,  one 
of  which  resolved  with  oral  antibiotics  and  the  other 
required  removal  of  the  system.  Systemic  sepsis  was 
identified  in  four  patients  by  positive  blood  cultures. 
Sepsis  was  resolved  in  three  patients  with  intrave- 
nous antibiotics  and  removal  of  the  IDDS . The  fourth 
patient  had  extensive  metastasis  from  her  primary 
tumor  and  it  was  decided  not  to  remove  the  IDDS 
prior  to  her  subsequent  death. 

Of  the  initial  34  patients  alive  after  three  months, 
27  consented  to  an  elective  ipsilateral  upper  extrem- 
ity venogram.  Either  partial  or  complete  central  vein 
thrombosis  was  identified  in  five  of  the  27  (18%). 
All  34  patients  were  clinically  asymptomatic  for 
signs  of  central  vein  thrombosis.  Three  of  the  five 
patients  with  thrombosis  were  treated  with  warfarin 
sodium  therapy,  and  no  clinical  evidence  of  pul- 
monary embolism  was  identified  in  any  of  the  five 
patients.  The  catheter  tip  location  (two  superior  vena 
cava  vs  three  right  atrium)  was  not  felt  to  be  a 
significant  cause  of  the  thrombosis.  The  remainder 
of  the  100  patients  have  been  followed  closely  and 
are  without  clinical  evidence  of  central  vein  throm- 
bosis. Elective  venography  was  not  performed  in 
the  remaining  66  patients  because  of  financial  con- 
siderations. 

No  significant  conclusions  could  be  made  by  as- 
sessing the  patients’  preoperative  laboratory  values, 
subjective  nutritional  status,  and  diagnosis  in  regard 
to  morbidity  and  mortality  from  the  IDDS  place- 
ment. 

As  of  August  1985,  49  patients  were  undergoing 
regular  use  of  their  system;  three  were  listed  as 
terminal  with  no  further  administration  of  chemo- 
therapy planned,  and  48  patients  had  died.  All  deaths 
were  attributed  to  their  disease  with  the  exception 
of  the  one  death  secondary  to  the  IDDS  related 
sepsis. 

The  monthly  questionnaire  completed  by  the  on- 
cology nurse  revealed  tenderness  to  palpation  in 
seven  of  the  reservoir  sites  the  first  month,  with 
only  one  having  tenderness  at  the  end  of  three 
months.  The  one  patient  who  died  secondary  to 
sepsis  did  have  a palpable  abscess  around  the  res- 
ervoir noted  the  second  postoperative  week.  All  res- 
ervoirs were  accessed  at  least  monthly  for  either 
routine  (lushing  or  chemotherapy  infusion  with  only 
three  regarded  as  difficult  to  enter  at  the  end  of  three 
months.  Two  of  these  patients  were  obese  which 
made  the  reservoir  difficult  to  palpate,  'fhe  third 
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patient  was  thin,  but  the  reservoir  was  mobile  in  its 
subcutaneous  pocket  which  made  it  a difficult  tar- 
get. All  reservoirs  flushed  easily  once  accessed. 
There  were  no  recorded  extremity  or  facial  swell- 
ings after  the  placement  of  the  IDDS . 

A catheter  acceptance  questionnaire  was  com- 
pleted by  48  patients  three  months  after  the  IDDS 
implantation.  Forty-six  preferred  the  IDDS  over  pe- 
ripheral drug  administration,  46  were  satisfied  with 
the  reservoir  location,  two  stated  it  interfered  with 
daily  activity,  46  had  no  discomfort  with  accessing 
the  reservoir,  and  45  stated  they  would  have  an 
IDDS  placed  a second  time  if  needed.  Four  patients 
had  had  Hickman  catheters  in  the  past;  three  pre- 
ferred the  IDDS  over  the  Hickman  catheter. 
Comments 

The  IDDS  is  one  of  the  latest  modifications  of 
the  indwelling  right  atrial  catheter.  This  system  has 
been  gaining  popularity  in  our  community  hospital 
and  this  prospective  study  was  undertaken  to  follow 
the  first  100  consecutively  placed  catheters. 

The  overall  morbidity  was  16%.  All  technical 
complications  (5%)  were  easily  corrected.  It  should 
be  noted  there  were  no  cases  of  pneumothorax  fol- 
lowing the  90  percutaneous  insertions  of  this  sys- 
tem. The  infection  rate  was  six  of  100  (6%),  in 
comparison  with  the  report  by  Begala  et  al‘^  who 
showed  an  overall  incidence  of  18.9%  in  dealing 
with  Broviac  and  Hickman  catheters  during  a four 
month  period  (10%  sepsis,  8.9%  local  infection). 
This  lower  infection  rate  is  most  likely  secondary 
to  the  fact  that  the  IDDS  is  a closed  system  with 
the  reservoir  implanted  subcutaneously  and  also  to 
the  fact  that  no  patient  self-care  is  required. 

Central  venous  thrombosis  is  a known  compli- 
cation of  central  vein  catheters.  Multiple  factors 
have  been  implicated,  such  as  thrombus  formation 
on  the  fibrin  sheath  surrounding  a catheter,  damage 
to  the  endothelium  at  the  site  of  entrance  into  the 
vein  or  initiation  by  the  tip,  thrombosis  due  to  cath- 
eter infection,  or  chemical  irritation  from  infused 
solution.  Catheter  composition  has  also  been  shown 
to  play  a role  in  thrombogenicity  with  silastic  being 
less  thrombogenic  than  other  varieties  of  catheters, 
especially  polyvinylchloride.^  No  cases  of  symp- 
tomatic central  venous  occlusion  were  encountered. 
Of  the  27  elective  ipsilateral  venograms  performed, 
five  (18%)  demonstrated  central  venous  thrombosis 
of  the  subclavian  vein.  This  rate  is  much  higher 
than  the  4%  incidence  suggested  by  Ross  et  al.^ 
These  five  catheters  were  not  removed  and  have 
remained  functional . Three  of  the  five  patients  were 
anticoagulated  and  all  five  remained  completely 


asymptomatic  without  evidence  of  pulmonary  em- 
bolism or  extremity  edema.  It  should  be  noted  that 
thromboembolism  has  been  reported  as  a compli- 
cation of  central  venous  thrombosis.*^ 

The  reservoir  was  readily  accessible  in  the  ma- 
jority of  patients.  Difficulty  with  puncturing  the  res- 
ervoir was  often  secondary  to  having  too  much  over- 
lying  subcutaneous  fat  in  obese  patients.  This  was 
partially  resolved  by  defatting  the  area  over  the  res- 
ervoir at  the  time  of  insertion  and  also  by  specific 
attention  to  make  sure  the  reservoir  was  properly 
fixed  to  the  underlying  fascia.  Overall  patient  ac- 
ceptability was  95%.  We  believe  this  is  because  the 
patient  is  not  required  to  perform  any  catheter  self- 
care  and  does  not  have  the  constant  reminder  of  his/ 
her  disease  process. 

Conclusion 

The  implantable  drug  delivery  system  was  found 
to  be  a successful  means  for  repeated,  long-term 
venous  access  in  these  initial  100  patients.  Infection 
rate  at  this  time  appears  to  be  less  than  for  the  open, 
indwelling  right  atrial  catheter  system  {i.e.  Hickman 
catheter)  and  the  patient  acceptance  is  high.  How- 
ever, prolonged  subclavian  vein  catheterization  is 
not  without  complications  and  subclavian  vein 
thrombosis  is  a definite  concern,  even  with  the  use 
of  silastic  catheters.  We  believe  the  implantable  drug 
delivery  system  is  a reasonable  option  for  venous 
access  for  oncology  patients  and  does  have  definite 
advantages  over  the  open  right  atrial  catheter  sys- 
tems. 
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Cytomegalovirus  Infections:  A Review 
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Cytomegalovirus  (CMV)  was  first  observed  be- 
tween 1900  and  1910  when  pathologists  noted  the 
presence  of  large  swollen  cells  in  the  liver,  kidneys, 
and  lungs  of  infants  who  had  died  of  presumed 
congenital  syphilis.  In  1921,  a team  of  scientists 
concluded  that  these  cells  were  similar  to  the  inclu- 
sion-bearing large  cells  associated  with  certain  viral 
infections,  and  first  used  the  term  “cytomegaly.” 
It  was  not  until  the  mid  1950s  however,  that  iso- 
lation of  CMV  was  first  accomplished  in  human 
fibroblast  tissue  cultures. 

CMV  belongs  to  the  herpes  virus  group.  The  virus 
is  composed  of  double-stranded  DNA  and  produces 
large  intranuclear  (9-15  nm)  and  smaller  cyto- 
plasmic (2-4  nm)  inclusions  in  infected  cells.  Such 
infected  cells  characteristically  become  large  and 
swollen.  There  are  several  different  antigenic  types 
of  CMV.  CMV  infections  may  be  fulminant  and 
rapidly  progress  to  death,  or  be  asymptomatic  and 
remain  latent  for  many  years. 

Congenital  Infections 

Cytomegalovirus  is  the  most  common  congenital 
infection  in  humans.  Worldwide,  this  infection  oc- 
curs in  an  estimated  0.5-2. 5%  of  all  newborns.  The 
incidence  is  higher  in  the  developing  countries  of 
the  world  and  in  the  lower  socioeconomic  sectors 
of  developed  nations. 

When  transmission  occurs  in  utero,  maternal  CMV 
invades  the  placenta  first.  Viremia  of  the  fetus  fol- 
lows with  potential  widespread  organ  involvement. 
Approximately  80-90%  of  newborns  with  CMV  in- 
fections are  asymptomatic  at  birth.  An  estimated 
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5%  have  typical  cytomegalovirus  inclusion  disease 
and  5%  have  atypical  involvement  or  severe  dis- 
ease. 

Infants  with  mild  or  asymptomatic  CMV  infec- 
tions at  birth  may  fail  to  develop  as  rapidly  as  nor- 
mal infants.  Often,  slight  psychomotor  retardation 
is  noted  as  the  child  matures,  along  with  some  de- 
gree of  mental  impairment.  Five  to  20%  of  these 
infants  will  develop  late  sensorineural  hearing  loss 
and  clinically  apparent  mental  and  psychomotor  re- 
tardation. 

Cytomegalovirus  inclusion  disease  (CID)  is  man- 
ifested by  the  features  listed  in  Table  I.  Laboratory 
evaluation  reveals  elevated  liver  function  tests,  lym- 
phocytosis with  atypical  lymphocytes,  anemia,  and 
thrombocytopenia.  These  infants  have  complement- 
fixing and  immunofluorescent  IgM  anti-CMV  an- 
tibodies in  cord  serum. 

Severely  affected  infants  suffer  from  the  char- 
acteristic manifestations  of  CID,  but  in  a more  dev- 
astating form.  They  may  also  have  pneumonia,  my- 
ocarditis, hemolytic  anemia,  and  blindness. 
Encephalitis,  hydrocephaly,  spastic  quadriplegia, 
and  vegetative  states  may  result.  Occasionally,  mas- 
sive necrosis  of  the  brain  occurs,  and  mortality  may 
reach  30%  in  severely  affected  infants.  Nearly  all 
survivors  of  severe  congenital  CMV  infections  have 


TABLE  I 

FEATURES  OF  CYTOMEGALOVIRUS 
INCLUSION  DISEASE 


Low  birth  weight 

Failure  to  thrive 

Hepatosplenomegaly 

Petechiae 

Chorioretinitis 

Microcephaly 

Sensorineural  hearing  loss 

Psychoniotor  and  mental  retardation 
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mental,  psychomotor,  hearing,  and  visual  impair- 
ments. 

Perinatal  and  Postnatal  Infections 

In  the  United  States,  5-25%  of  infants  by  the  age 
of  24  months  have  complement-fixing  antibodies  to 
CMV.  Exposure  to  CMV  in  the  birth  canal  or  through 
infected  breast  milk  is  common.  The  majority  of 
infants  infected  with  CMV  during  the  perinatal  and 
postnatal  periods  are  asymptomatic.  Those  who  do 
suffer  from  clinically  apparent  infections  tend  to 
gain  weight  slowly  and  have  adenopathy,  hepato- 
splenomegaly,  rash,  and  bronchitis.  Laboratory 
evaluation  reveals  lymphocytosis  with  atypical  lym- 
phocytes and  mild  elevations  in  liver  function  tests. 
These  infants  may  excrete  virus  for  several  months 
to  years  after  the  clinical  manifestations  of  infection 
have  subsided. 

Infections  in  Adults 

Cytomegalovirus  is  ubiquitous,  and  infects  most 
humans  at  some  point  during  their  lives.  Studies 
conducted  in  the  United  States  have  found  that  ap- 
proximately 50%  of  the  population  shows  positive 
CMV  serology  by  age  35  years.  However,  the  in- 
cidence of  infection  appears  to  be  highest  during 
adolescence  and  young  adulthood. 

Close  intimate  contact  with  persons  who  are  ex- 
creting CMV  seems  to  be  required  for  infection  to 
occur,  as  the  virus  does  not  readily  travel  by  ordi- 
nary nonsexual  person-to-person  contact.  Studies  of 
pediatric  health  care  workers  found  no  increased 
risk  of  infection  with  CMV  when  compared  to  sim- 
ilar populations  in  the  community-at-large.  Several 
studies  have  found  a direct  correlation  between  the 
number  of  sexual  contacts,  incidence  of  other  ve- 
nereal diseases,  and  the  rate  of  CMV  seroconver- 
sion. CMV  is  highly  prevalent  among  homosexual 
men  who  have  large  numbers  of  sexual  contacts. 

Cytomegalovirus  can  also  be  transmitted  through 
blood  transfusions  and  infected  organ  allografts.  The 
risk  of  transmission  is  2-3%  per  unit  of  blood.  Vi- 
able leukocytes  appear  to  be  the  essential  vehicle 
of  CMV  transmission,  and  infection  does  not  occur 
from  frozen  blood  products  in  which  white  blood 
cells  are  no  longer  viable.  Approximately  3-5%  of 
patients  undergoing  cardiopulmonary  bypass  per- 
fusion during  cardiac  surgery  develop  symptomatic 
CMV  infections,  again  apparently  due  to  the  use  of 
blood  products. 

Most  CMV  infections  in  previously  healthy  adults 
are  mild  or  asymptomatic.  Mild  symptomatic  in- 
fections are  usually  attributed  to  a “cold”  or  the 


TABLE  II 

SIGNS  AND  SYMPTOMS  OF  CMV 
MONONUCLEOSIS  SYNDROME 

Signs  and  Symptoms 

Patients  Affected 
% 

Fever  (mean  — 39°C,  mean 
duration  — 18d) 

98 

Myalgias  and  malaise 

60 

Sore  throat  and  headache 

35 

Rash 

30 

Hepatosplenomegaly 

30 

Adenopathy 

30 

“flu.”  Symptoms  experienced  during  mild  infec- 
tions include  fever,  malaise,  myalgias,  sore  throat, 
and  anorexia.  These  complaints  usually  disappear 
within  one  to  two  weeks  with  no  major  complica- 
tions resulting. 

A more  clinically  apparent  infection  known  as 
CMV  mononucleosis  syndrome  also  occurs  in  nor- 
mal hosts,  most  commonly  in  young  females  (Table 
II).  Symptoms  similar  to  mild  CMV  infections  oc- 
cur, but  are  more  severe.  An  erythematous  macu- 
lopapular-petechial  rash  similar  to  what  is  observed 
in  EBV  mononucleosis  syndrome  often  appears  after 
ampicillin  administration.  The  illness  rarely  lasts 
longer  than  six  weeks,  but  may  continue  for  up  to 
one  year  with  the  primary  symptoms  being  fever 
and  malaise. 

Early  in  the  illness  the  white  blood  cell  count  is 
normal  or  low,  but  often  rises  to  10,000  to  15,000 
with  the  total  percentage  of  lymphocytes  reaching 
50-75%.  Atypical  lymphocytes  are  present,  and  may 
reach  10-35%  of  the  total  differential  count.  Mild 
elevations  in  results  of  liver  function  tests  are  com- 
mon. The  presence  of  antinuclear  antibody,  rheu- 
matoid factor,  and  cryoimmunoglobulins  are  oc- 
casionally noted.  Results  of  monospot  and 
heterophile  antibody  testing  are  negative. 

The  CMV  mononucleosis  syndrome  may  occur 
after  transfusions  with  infected  blood  products.  The 
incubation  period  is  two  to  eight  weeks.  The  illness 
itself  lasts  for  three  to  six  weeks  with  the  primary 
manifestations  being  fever,  lymphocytosis  with 
atypical  lymphocytes,  and  mild  hepatitis. 

Cytomegalovirus  may  rarely  cause  interstitial 
pneumonia,  myocarditis,  autoimmune  hemolytic 
anemia,  or  thrombocytopenia  in  previously  healthy 
adults.  Encephalitis  or  meningitis  may  occur,  rarely 
associated  with  a Guillain-Barre-type  syndrome 
which  may  be  immunologically  mediated.  Granu- 
lomatous hepatitis,  arthritis  with  effusions,  and  ul- 
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cerations  of  the  gastrointestinal  tract  occasionally 
occur. 

Infections  in  Immunocompromised  Hosts 

Results  of  several  studies  show  an  increased  in- 
cidence of  both  primary  and  reactivated  latent  CM  V 
infections  in  patients  with  malignancy.  This  occurs 
most  commonly  in  patients  with  leukemia  or  lym- 
phoma, but  has  also  been  found  in  those  with  solid 
tumors,  particularly  in  the  advanced  stages.  Patients 
with  chronic  debilitating  disease,  acquired  immu- 
nodeficiency syndrome,  and  those  receiving  cyto- 
toxic medications  are  also  at  greater  risk  of  devel- 
oping CMV  infection. 

Although  the  majority  of  patients  are  asympto- 
matic or  exhibit  only  mild  symptoms,  symptomatic 
infections  with  CMV  in  the  compromised  host  are 
associated  with  significant  morbidity  and  mortality. 
Patients  commonly  develop  signs  and  symptoms  of 
CMV  mononucleosis  syndrome,  but  in  a more  se- 
vere form.  CMV  retinitis  has  been  observed  only 
in  immunocompromised  patients;  affected  individ- 
uals complain  of  blurred  vision,  scotoma,  and  de- 
creased visual  acuity.  Fundoscopic  examination  re- 
veals white-yellow  exudates,  punctate  and  flame- 
shaped hemorrhages,  and  retinal  edema.  This  reti- 
nitis is  commonly  progressive  and  irreversible,  may 
be  unilateral  or  bilateral,  and  usually  results  in  com- 
plete visual  loss. 

Immunocompromised  individuals  are  particularly 
susceptible  to  developing  pulmonary  manifestations 
of  CMV  infection.  Affected  patients  complain  of 
dyspnea,  nonproductive  cough,  and  fever.  A chest 
roentgenogram  commonly  reveals  diffuse  bilateral 
interstitial  infiltrates.  Bronchoscopy  with  bron- 
choalveolar  lavage  can  be  used  to  obtain  cells  bear- 
ing the  characteristic  cytopathic  changes  or  material 
containing  CMV  antigens  detectable  by  immuno- 
fluorescence. At  this  time,  however,  the  only  de- 
finitive means  of  diagnosis  is  through  open  lung 
biopsy. 

CMV  pneumonia  may  be  transient  or  may  quickly 
progress  to  respiratory  failure  and  death.  The  de- 
velopment of  hypoxemia  is  associated  with  a poor 
prognosis.  This  infection  is  frequently  associated 
with  other  opportunistic  infections. 

Cytomegalovirus  infections  are  common  in  renal 
transplant  patients  with  50-90%  of  recipients  suf- 
fering from  either  a primary  or  reactivated  latent 
CMV  infection  at  some  point  during  the  course  of 
the  transplant.  Primary  infections  are  associated  with 
greater  morbidity  and  mortality  than  reactivation  of 
latent  infections.  The  donor  kidney  is  suspected  as 


the  major  source  of  primary  infections  in  this  pop- 
ulation. There  is  a strong  association  between  in- 
fection with  CMV  and  graft  rejection. 

The  majority  of  CMV  infected  renal  transplant 
patients  are  asymptomatic  or  suffer  from  only  mild 
fever  and  malaise,  frequently  associated  with  evi- 
dence of  graft  dysfunction.  Symptomatic  infections 
usually  present  with  clinical  features  of  CMV  mon- 
onucleosis syndrome.  This  illness  may  rapidly  pro- 
gress and  lead  to  graft  failure  and  even  death. 

Cytomegalovirus  is  the  most  common  infectious 
agent  identified  in  bone  marrow  transplant  recipients 
and  is  responsible  for  more  deaths  than  any  other 
single  pathogen  in  this  population.  Primary  CMV 
infection  occurs  in  30%  of  recipients,  and  70%  of 
patients  suffer  from  reactivation  of  latent  CMV  in- 
fection. 

The  majority  of  CMV  infections  occur  within  the 
first  three  months  after  transplantation.  Most  pa- 
tients are  asymptomatic  or  experience  only  transient 
myalgias  or  arthralgias.  Significant  symptomatic 
disease  presents  as  the  CMV  mononucleosis  syn- 
drome and  may  rapidly  progress  to  become  a life- 
threatening  illness.  The  most  feared  manifestation 
of  CMV  infection  in  this  population  is  pneumonia, 
which  occurs  in  15%  of  recipients.  The  highest  risk 
period  is  between  the  fifth  and  thirteenth  week  after 
transplantation.  The  median  survival  is  three  weeks 
or  less  from  the  onset,  with  a case  fatality  rate  80- 
90%. 

Diagnosis 

Diagnosis  of  CMV  infection  is  based  on  the  his- 
tory, physical  examination,  supporting  laboratory 
data,  and  positive  cultures  or  serology. 

Although  the  complement  fixation  test  is  the  most 
frequently  used  serologic  method  for  diagnosis  of 
CMV  infection,  the  sensitivity  and  specificity  of  this 
test  are  poor,  due  to  antigenic  variations  among 
different  strains  of  CMV.  Also,  there  are  wide  fluc- 
tuations in  complement  fixation  titers  unrelated  to 
the  actual  infectious  process.  A more  sensitive  test 
is  the  indirect  immunofluorescent  antibody  test, 
which  measures  the  ratio  of  serum  antibody  to  CMV 
infected  tissue  culture  cells.  A rise  in  IgM  antibody 
to  CMV  can  be  detected  within  one  to  two  weeks 
after  the  onset  of  the  primary  illness.  In  reactivated 
infections,  only  IgG  antibody  is  detected,  with  a 
fourfold  increase  occurring  two  to  three  weeks  after 
reactivation. 

New  methods  such  as  the  enzyme-linked  im- 
munoassay (ELISA)  test  and  monoclonal  antibody 
tests  are  in  development  for  diagnosis  of  CMV  in- 
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TABLE  III 

SITES  WHERE  CMV  MAY  BE  OBTAINED 
EOR  CULTURE 


Upper  respiratory  tract 

Saliva 

Uterine  cervix 

Urine 

Conjunctiva 

Eeces 

Gastrointestinal  tract 

CSF 

Buffy  coat  of  blood  specimens 
Breast  milk 

Semen 

Sinuses 

fections.  Detection  of  CMV  DNA  in  urine  or  blood 
specimens  by  hybridization  with  radioactively-la- 
beled  DNA  probes  is  also  a promising  technique. 

Tissue  culture  is  the  most  sensitive  and  specific 
test  for  detecting  the  presence  of  CMV.  Samples 
may  be  obtained  from  any  of  the  sites  listed  in  Table 
III.  Specimens  should  be  placed  in  culture  media 
before  transport  to  the  virology  laboratory.  If  there 
will  be  a delay  before  sample  processing,  the  spec- 
imen should  be  stored  at  4C. 

In  the  virology  laboratory,  the  specimen  is  in- 
oculated into  human  fibroblast  tissue  culture  cells. 
CMV  causes  a characteristic  cytopathic  change  in 
the  long-thin  fibroblasts  by  producing  a thickening 
and  rounding  of  these  cells  to  form  clumps  of  large 
plump  cells.  Intranuclear  and  intracytoplasmic  in- 
clusions are  detectable  in  infected  cells  by  histologic 
or  immunofluorescent  staining.  The  mean  time  of 
observation  of  this  change  is  one  to  two  weeks,  but 
cultures  may  not  become  positive  for  up  to  four 
weeks . 

Treatment 

An  effective  medication  to  treat  CMV  infections 
has  been  the  subject  of  much  research.  Many  an- 
tiviral agents  — idoxuridine,  fluorodeoxy uridine, 
cytosine  arabinoside,  adenine  arabinoside,  acyclo- 
vir, and  interferon  — have  been  tested.  Aside  from 
scattered  case  reports  of  improvement,  there  have 
been  no  large  well-controlled  trials  of  any  of  these 
medications.  Quite  recently,  however,  preliminary 
studies  have  found  impressive  in  vivo  activity  against 
CMV  with  the  newly  developed  drug  9-[2-Hydroxy- 
1 -(hydroxymethyl)  ethoxymethyl]  guanine. 

There  is  some  evidence  that  prophylactic  treat- 
ment with  certain  antiviral  medications  in  conjunc- 
tion with  interferon  may  reduce  the  incidence  and 
severity  of  CMV  infections  in  transplantation  re- 
cipients. In  addition,  passive  immunization  with 


large  doses  of  hyperimmune  CMV  immunoglobulin 
appears  beneficial  in  certain  transplantation  popu- 
lations. Active  immunization  with  experimental  live- 
attenuated  CMV  vaccine  by  subcutaneous  injection 
does  produce  high  titers  of  CMV  specific  antibody. 
However,  problems  exist  due  to  the  number  of  an- 
tigenic strains  of  CMV  and  the  potential  danger  of 
utilizing  a live  vaccine  in  the  immunosuppressed 
transplant  patient. 

Cytomegalovirus  Related  to  Malignancy 

A large  number  of  studies  have  investigated  the 
relationship  between  CMV  and  malignancy.  CMV 
has  the  ability  to  stimulate  the  synthesis  of  DNA 
and  RNA  in  host  cells.  Also,  CMV  is  able  to  trans- 
form human  embryo  fibroblasts  into  sarcomatous 
tumors  when  transplanted  into  immunosuppressed 
mice.  Numerous  studies  have  attempted  to  dem- 
onstrate a link  between  the  presence  of  CMV  and 
the  development  of  adenocarcinoma  of  the  colon, 
carcinoma  of  the  uterine  cervix,  cancer  of  the  pros- 
tate, and  most  recently  Kaposi’s  sarcoma.  The  ma- 
jority of  the  evidence  is  epidemiological;  numerous 
other  factors  are  involved  in  the  development  of 
these  malignancies  which  are  unrelated  to  the  pres- 
ence of  CMV.  At  the  present  time  there  is  no  direct 
evidence  that  CMV  causes  cancer  in  humans. 

Summary 

CMV  is  ubiquitous,  and  infects  most  humans  at 
some  point  during  their  lives.  Most  infections  are 
mild  or  asymptomatic,  but  may  become  life-threat- 
ening in  immunocompromised  individuals.  Diag- 
nosis is  based  on  the  history,  physical  examination, 
supporting  laboratory  data,  and  positive  cultures  or 
serology.  Until  recently,  antiviral  medications  have 
been  ineffective  in  treating  CMV  infections,  but 
new  drugs  being  developed  show  great  promise. 
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1986  LEGISLATIVE  SESSION 
Summary  of  Health-Related  Legislation 


Adjournment  of  the  1986  legislative  session  brought  to  a close  possibly  the  most  pro- 
ductive biennium  in  the  history  of  Kansas  government.  The  1985  and  1986  sessions 
combined  saw  several  major  pieces  of  legislation  passed,  in  addition  to  a half  dozen 
proposed  constitutional  amendments.  Those  amendments  include  the  classification  of 
property  for  taxing  purposes,  authorization  of  pari-mutuel  wagering,  establishment  of 
a statewide  lottery,  and  authorization  of  liquor  by  the  drink. 

In  the  area  of  medical  malpractice  and  tort  reform,  two  years  of  hard  work  and 
intense  politics  came  to  an  end  with  the  passage  of  HB  2661,  the  comprehensive  medi- 
cal malpractice  reform  act.  The  major  provisions  of  the  medical  malpractice  bill 
were  a $1  million  limit  on  medical  malpractice  awards,  with  a sub-cap  of  $250,000  on 
non-economic  or  "pain  and  suffering"  awards.  More  than  20  significant  subjects  were 
addressed  in  the  malpractice  bill,  with  the  award  limitations  representing  the  cor- 
nerstone of  the  package.  The  legislature's  passage  of  HB  2661  this  year,  and  the 
passage  of  SB  110  which  dealt  with  the  collateral  source  rule  and  punitive  damages 
last  year,  represented  achievement  of  every  significant  malpractice  issue  that  KMS 
identified  in  its  two  year  reform  effort.  A detailed  summary  of  HB  2661  has  been 
mailed  to  all  KMS  members,  and  additional  information  is  available  from  the  KMS  office. 

Other  significant  health-related  issues  dealt  with  by  the  1986  legislature  included: 

Nurse  Anesthetists:  SB  179  was  enacted,  which  makes  it  mandatory  that  any  nurse  admin- 
istering anesthesia  in  Kansas  be  a certified  registered  nurse  anesthetist.  No 
changes  in  the  scope  of  practice  of  nurse  anesthetists  were  made. 

Anatomical  Gifts:  Three  bills  were  introduced  (SB  434,  SB  532,  and  HB  3157)  con- 

cerning a requirement  that  hospitals  establish  protocols  for  identifying  potential 
organ  and  tissue  donors.  Only  one--HB  3157--was  enacted.  The  new  law  requires 
hospitals  to  establish  a protocol  for  requesting  anatomical  gifts  of  patients  in 
appropriate  circumstances. 


Abortions : Several  bills  were  introduced  concerning  abortions.  None  of  the  measures 

passed,  including  SB  577,  which  would  have  required  parental  consent;  and  HB  2052, 
which  would  have  required  that  physicians  report  to  the  Secretary  of  Health  and 
Environment  on  the  number  of  abortions  performed  each  year. 


Medical  Scholarships  - Underserved  Areas:  SB  621  was  the  first  attempt  to  signifi- 

cantly amend  the  medical  scholarship  law  since  its  enactment  several  years  ago.  The 
bill  generally  provides  more  flexibility  to  medical  students  to  establish  practices  for 
the  repayment  of  their  scholarship  obligation.  For  example,  a provision  was  inserted 
in  the  law  which  allows  a young  physician  to  satisfy  his  or  her  practice  obligation 
in  a small  town  by  joining  an  existing  clinic  in  a nearby  town  and  working  in  the 
underserved  area  on  a part-time  basis.  The  bill  also  consolidates  all  the  authority 
for  the  medical  scholarship  program  with  the  University  of  Kansas  School  of  Medicine. 

Optometric  Drug  Bill:  The  legislature  did  not  pass  SB  651,  a bill  that  would  have 

allowed  optometrists  to  use  drugs  for  therapeutic  purposes,  and  to  remove  foreign 
bodies  from  the  eyes.  The  bill  was  the  subject  of  intense  lobbying  by  ophthalmologists, 
KMS,  and  the  Kansas  Optometric  Association.  The  bill  will  be  considered  again  next 
year  following  attempts  this  summer  to  get  all  concerned  parties  together  on  the  issue. 


Prescription  Writing  Privileges:  In  a last  minute  clarification  of  the  pharmacy  act, 

the  legislature  adopted  SB  779,  a bill  that  makes  it  clear  that  only  those  health 
care  providers  expressly  authorized  by  law  to  write  prescriptions  may  do  so.  The 
bill  was  passed  in  response  to  a Board  of  Pharmacy  interpretation  that  nurse  prac- 
titioners and  P.A.s  could  write  prescriptions  under  certain  circumstances,  which  was 
never  intended  by  the  legislature  in  their  authorizing  acts. 

Occupational  Therapy:  HB  2498  was  enacted,  which  provides  for  the  licensure  of  occu- 

pational therapists,  who  must  work  under  the  supervision  of  physicians.  OTs  so 
licensed  would  come  under  the  jurisdiction  of  the  Board  of  Healing  Arts. 

Respiratory  Therapy:  HB  2533  was  enacted,  which  provides  for  the  licensure  of 

respiratory  therapists,  who  must  work  under  the  supervision  of  a physician.  RTs  so 
licensed  would  come  under  the  jurisdiction  of  the  Board  of  Healing  Arts. 

Mandated  Insurance  Benefits:  HB  2737,  a controversial  bill,  was  enacted  which  amends 

current  law  to  require  all  individual  and  group  health  insurance  policies  to  provide 
coverage  for  alcoholism,  drug  abuse,  nervous  or  certain  mental  conditions. 

HMO  Legislation:  Several  pieces  of  legislation  were  introduced  that  would  have 

amended  the  state's  HMO  law.  None  of  the  bills  were  enacted,  but  additional  con- 
sideration is  expected  next  year.  The  bills  that  failed  to  pass  this  year  were:  HB 
2796  concerning  quality  of  care  certification  and  HMOs;  HB  2809  concerning  psychiatric 
coverage  and  HMOs;  HB  2810  concerning  termination  of  coverage;  and  HB  2811  concerning 
various  trade  practices. 

Lay  Midwifery:  The  annual  attempt  to  legalize  lay  midwifery,  HB  2917,  failed  to  pass 

the  legislature  in  1986. 

Reporting  Handicapped  Children:  A controversial  bill,  HB  2756,  which  would  have 

required  primary  care  physicians  to  report  the  names  of  children  who  are  handicapped 
or  exhibit  mental  illness,  did  not  pass  the  legislature. 

Disclosure  of  Financial  Interests:  HB  2991  was  a bill  that  would  have  amended  the 

healing  arts  act  to  make  it  illegal  for  a physician  to  refer  a patient  to  an  organi- 
zation (presumably  a pharmacy,  HMO,  lab,  etc.)  in  which  the  physician  had  a signifi- 
cant financial  interest.  The  bill  died  in  committee. 

Alzheimer's  Disease:  Several  bills  were  introduced  relating  to  Alzheimer's  Disease. 

Only  one  passed--SB  690--which  requires  the  Secretary  of  Aging  to  establish  an  infor- 
mation and  referral  network,  utilizing  a toll  free  telephone  system  to  assist  persons 
with  Alzheimer's  Disease. 

Mandatory  Seat  Belts:  One  of  the  session's  more  controversial  bills— HB  3160--mandates 

the  use  of  seat  belts  in  all  passenger  cars  and  trucks  after  July  1,  1986.  A person 
may  be  exempted  from  the  requirement  if  he  or  she  obtains  a written  statement  from  a 
physician  that  such  person  is  unable  to  wear  a safety  belt  system  for  medical 
reasons.  Unfortunately,  the  new  law  does  not  specify  what  an  appropriate  medical 
reason  might  be.  Presumably,  the  law  will  honor  any  medical  reason,  if  in  the 
judgment  of  the  patient's  physician,  wearing  a seat  belt  would  not  be  appropriate. 

Handicapped  Parking:  The  state's  handicapped  parking  law  was  substantially  amended 

by  SB  429  this  session.  Among  other  things,  the  new  definition  of  those  persons  eli- 
gible to  receive  a handicapped  parking  permit  means  "any  individual  with  a severe 
visual  or  physical  impairment  including  partial  paralysis,  lower  limb  amputation, 
chronic  heart  condition,  emphysema,  arthritis,  rheumatism  or  other  debilitating  con- 
dition that  limits  such  person's  walking  ability  and  results  in  an  inability  to  tra- 
vel, unassisted  more  than  200  feet,  without  the  use  of  a wheelchair,  crutch,  walker, 
prosthetic,  orthotic  or  other  assistive  device."  The  State  Division  of  Motor 
Vehicles  will  be  issuing  appropriate  forms  for  persons  applying  for  handicapped  per- 
mits. The  forms  must  be  signed  by  a physician.  There  are  significant  penalties  for 
a physician  who  willfully  and  falsely  certifies  a person  as  being  handicapped  in 
order  to  obtain  a permit.  For  additional  information  on  any  of  the  bills  considered 

For  additional  information  on  any  of  the  bills  considered  by  the  legislature,  or 
copies  of  those  bills,  please  contact  the  KMS  office  at  1-800-332-0156. 


RURAL  KANSAS  HAS  A 
HEALTH  PROBLEM 


ATTEND 
SEPTEMBER  13 
IN  MANHATTAN 


A recent  Kansas  Crop  & Livestock  Survey  found  that  one  in  18 
farmers  plan  to  quit  farming  this  year.  A crisis  in  agri- 
culture is  fundamentally  a people  problem,  not  just  an  econo- 
mic one.  Real  people  are  losing  their  land  and  livelihood  in 
record  numbers,  and  the  upheaval  is  straining  life  in  rural 
communities . 

To  help  broaden  the  understanding  of  the  growing  concerns  in 
this  area,  the  KMS  and  KHA  have  teamed  up  to  plan  a seminar 
for  health  care  providers  (physicians,  nurses,  and  hospital 
personnel).  The  program  has  been  designed  to  respond  to  the 
farm  crisis  and  its  effect  on  health  status  and  health  care 
delivery.  Plan  to  attend  the  program  by  completing  the 
registration  coupon  below.  The  seminar  will  award  6 hours 
CME  Category  I credit  and  the  fee  is  $35.  Please  note  that 
Kansas  State  plays  Northern  Iowa  that  evening  in  Manhattan. 

The  program  will  explore  the  history  of  the  crisis,  its 
current  ramifications,  and  future  projections.  There  will  be 
a discussion  of  various  resources  for  farm  families,  and 
representatives  from  two  hospitals  will  share  their  experience 
in  setting  up  and  implementing  programs  and  services  to  assist 
rural  families  affected  by  the  farm  crisis. 

Faculty  will  include  KMS  members  Kermit  G.  Wedel,  M.D.,  Susan 
F.  Engelken,  M.D.,  and  Donald  D.  Goering,  M.D. 

The  seminar  will  be  held  at  the  HOLIDAY  INN,  530  Richards 
Drive,  Manhattan  KS. 


REGISTRATION  FORM:  THE  FARM  CRISIS:  NEW  CHALLENGES  IN  HEALTH  CARE  DELIVERY 

September  13,  1986  Holiday  Inn,  Manhattan  KS 


Name 


Address 


Please  check  one  registration  fee:  ( ) $35  KHA  or  KMS  member 

( ) $45  nonmember 


Return  to  KMS,  1300  Topeka  Avenue,  Topeka  KS  66612 


COBRA  STRIKES  AGAIN! 


IMPAIRED  PHYSICIANS 
PROGRAM 


In  This  Issue... 

- Legislative  Wrapup 

- Health  Conference  - Sept.  13 

- COBRA  on  "Substandard  Care" 

- Impaired  Physicians'  Program 

changes 

- Medical  emergency  cooling 

assistance  (Medicaid) 

- Workers'  Comp  audits 

- Mandatory  Medicare  Assignment 

- Cost  containment  and 

patient  advocacy 

- HCFA:  Only  MDs  & DOs  are 

physicians 

- Universal  claim  form 

- AIDS  reportable  at  death 

- Health  Research  Institute 

report 

- H-O-G  for  your  patients 


MEDICAL  EMERGENCY 
COOLING  ASSISTANCE 


WORKERS'  COMPENSATION 
PAYROLL  AUDITS 


The  Comprehensive  Omnibus  Budget  Reconciliation  Act  approved 
by  Congress  last  March  among  other  things  could  aggravate  an 
already  explosive  medical  liability  situation.  The  provision 
would  require  Medicare's  PROs  to  deny  payment  for  care  that 
does  not  meet  "professionally  recognized  standards."  HCFA's 
lawyers  are  in  the  process  of  drafting  language  that  PROs 
could  use  to  notify  patients  of  payment  denials  related  to 
"substandard"  care. 

Under  new  legislation  effective  July  1,  1986,  the  Kansas  Med- 
ical Society  will  be  allowed  to  identify,  investigate,  and 
rehabilitate  alcohol  and  drug  impaired  physicians  with  com- 
plete confidentiality.  The  new  measure  is  a method  for  moni- 
toring impaired  physicians  while  at  the  same  time  assuring 
their  anonymity,  an  important  motivation  to  encourage  MDs  to 
seek  help. 

Under  the  new  provision,  the  Kansas  Board  of  Healing  Arts 
would  learn  the  identity  of  physicians  only  under  a narrow 
range  of  circumstances,  such  as  when  a patient's  wellbeing  is 
threatened  and/or  when  the  impaired  physician  refuses  to  seek 
treatment. 

Still  to  be  worked  out  between  the  KMS  and  the  Board  are  the 
details  of  the  standards  for  programs,  contract  for  treat- 
ment, guidelines  outlining  conditions  under  which  physician 
identity  must  be  turned  over  to  the  licensing  panel,  and 
other  arrangements.  The  new  measure  came  about  as  the  result 
of  the  severe  attacks  last  year  for  the  Board's  lack  of  ini- 
tiative in  dealing  with  impaired  physicians. 

August  29  is  the  deadline  for  your  Medicaid  patients  to  apply 
for  financial  assistance  to  defray  part  of  the  cost  of 
cooling  their  dwelling  this  summer.  SRS  offers  this  limited 
assistance  as  one  component  of  the  federally  funded  Low 
Income  Energy  Assistance  Program  (LIEAP).  A second  cooling 
assistance  program  is  also  available  but  is  not  based  upon 
medical  conditions.  Under  LIEAP,  either  a doctor  or  a 
registered  nurse  must  indicate  on  the  application  that  the 
existing  medical  condition  of  the  patient  "MAY  BE  AGGRAVATED 
BY  THE  HEAT."  Once  completed  and  signed,  the  application 
should  be  given  to  the  patient  who  is  responsible  for  sub- 
mitting it  to  the  local  SRS  office.  Application  forms  should 
be  requested  by  patients  from  their  local  SRS  office. 

Medical  offices  with  further  questions  concerning  the  program 
should  contact  Kathy  Valentine,  Office  of  Income  Maintenance, 
913-296-3349. 

In  the  next  few  weeks,  field  payroll  auditors  of  Casualty 
Reciprocal  Exchange  will  call  on  those  of  you  who  have  Workers' 
Compensation  policies  with  them.  Your  help  in  having  the 
necessary  records  ready  for  the  audit  will  be  especially 
appreciated.  The  more  quickly  audits  can  be  completed,  the 
sooner  the  Dodson  Insurance  Group  can  determine  and  distribute 
the  earned  savings.  If  you  have  been  asked  to  provide  a vol- 
untary report  instead,  you  can  speed  up  the  payment  of  savings 
by  returning  the  requested  information  as  soon  as  possible. 


NOTE : Additional  items  on  page  223,  224. 


PRESIDENT’S  MESSAGE 


Cooperative  involvement  is  the  critical  factor  in 
political  effectiveness.  We  physicians  have  dem- 
onstrated to  ourselves  and  to  all  Kansans  that  we 
can  make  a difference! 

The  recent  passage  by  the  legislature  of  HB  2661 
and  its  subsequent  signing  by  Governor  Carlin  was 
a significant  achievement  in  malpractice  tort  reform 
for  Kansas.  This  was  accomplished  through  the 
combined  efforts  of  many  people,  including  the  KMS 
staff,  member  physicians,  Auxilians  and  other  sup- 
portive people,  in  addition  to  the  legislators  them- 
selves who  were  realistic  and  supportive. 

The  real  impact  of  this  legislation,  however,  at 
least  as  it  relates  to  KMS  members,  is  that  it  proves 
what  can  happen  when  we  all  get  involved.  More 
physicians  gave  more  support  to  the  legislative  pro- 
cess in  Kansas  this  year  than  in  any  prior  year,  and 
I personally  have  heard  more  positive  comments 
about  active  political  involvement  than  ever  before. 

But  while  the  beginning  can  be  any  time,  there 
is  never  a stopping  point.  This  is  an  election  year, 
with  primary  elections  scheduled  for  early  August. 
We  all  have  our  favorite  candidates  for  various  po- 
sitions, and  that’s  the  way  it  should  be.  I ask  all 
Kansas  physicians  to  get  actively  involved!  Know 
your  legislator  . . . know  the  candidates  ...  be 
supportive.  This  activity  can  encompass  many  are- 
nas — coffee  klatches,  fund  raisers,  small  home 
receptions,  major  campaign  functions. 


The  real  bottom  line  is  that  we  as  physicians  need 
to  be  part  of  the  political  process.  Know  your  can- 
didates and  be  supportive.  We  know  now  what 
the  results  can  be.  We  know  our  strength. 
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EDITORIAL  COMMENT 


Coming  of  Age 


The  1986  Annual  Meeting  produced  one  resolution 
of  interest  to  us  — #86-5  — urging  eligible  mem- 
bers of  the  Kansas  Medical  Society  to  join  the  Amer- 
ican Association  of  Retired  Persons  (AARP)  and  to 
participate  in  its  activities.  Since  we  long  ago  qual- 
ified for  membership  by  its  basic  requirement  of 
surviving  to  age  50  and,  in  fact,  have  been  a member 
for  a number  of  years,  we  have  a view  looking  out 
from  within  while  intentionally  retaining  a sense  of 
looking  in  from  without. 

Admittedly,  our  initial  interest  lay  (as  it  probably 
does  with  many  members)  in  crass  financial  factors: 
the  organization  sponsors  a number  of  programs  — 
investment,  insurance,  travel  benefits,  and  so  on  — 
which  are  aimed  at  the  economic  limitations  inev- 
itably attached  to  aging.  But  we  find  it  goes  well 
beyond  this  purpose,  its  more  potent  effect  being 
the  formation  of  a reasonably  solid  mass  for  ob- 
taining legislative  benefits  as  well. 

Aging  tends  to  be  insidious  and  we  can’t  say 
we’ve  had  some  special  revelation  of  its  presence 
(other  than  an  annoyance  with  the  huckster  efforts 
to  convince  us  ancients  that  we  are  really  kids).  But 
the  calendar  aspect  is  undeniable,  and  an  annual 
accumulation  of  inescapable  evidence  has  made  the 
message  clear.  We  were,  however,  passingly  sur- 
prised to  find  that  the  organization  set  the  admittance 
age  at  50  — a little  premature  it  seemed  to  us  then, 
and  still  does.  (We  have  never  paid  too  much  at- 
tention to  some  of  the  standard  points  that  are  sup- 
posed to  herald  crises.)  Moreover,  one  doesn’t  have 
to  be  retired.  Since  being  safely  in  by  both  meas- 
ures, we  have  felt  some  concern  that  there  may  be 
many  reaping  the  benefits  under  somewhat  false 
colors.  The  natural  response  to  this  quibbling  is,  of 
course,  that  there  are  people  just  over  the  age  line, 
not  working  at  all  or  only  partially,  who  are  worthy. 


And  heretofore,  there  has  been  very  little  in  the  way 
of  concerted  voices  raised  in  behalf  of  the  group. 

In  our  characteristically  obtuse  way,  we  think  this 
unification  is  one  of  the  most  compelling  reasons 
for  urging  membership  on  all  eligible  persons,  es- 
pecially physicians  — and  even  unto  those  geriatric 
adolescents  at  the  half-century  mark.  As  a group, 
physicians  have  a better  view  of  all  the  processes 
and  effects  of  aging  and  consequently  the  capacity 
(and  obligation)  to  apply  their  expert  knowledge  to 
the  efforts.  In  our  estimation,  the  AARP  has  not 
always  been  as  understanding  of  the  role  of  phy- 
sicians, individually  or  collectively,  as  we  felt  war- 
ranted. To  some  extent,  this  may  have  been  media 
or  legislative  rhetoric.  In  any  event,  and  as  has 
become  apparent  in  many  other  segments  of  society, 
it  is  a clear  signal  to  the  profession  not  just  that 
greater  attention  should  be  given  to  the  health  and 
total  well-being  of  the  aging  group  (this  has  already 
been  in  effect  within  the  profession  for  some  time), 
but  that  such  groups  as  this  must  be  educated  not 
only  to  the  medical  factors  involved  but  in  those 
accomplishments  already  achieved  and  not  always 
apparent  in  an  area  where  the  problems  increase 
exponentially.  These  are  messages  that  cannot  help 
but  be  more  effective  from  within. 

From  this,  then,  emerges  the  strongest  reason  for 
the  presence  of  the  younger  individuals,  regardless 
of  special  background,  retired  or  not,  but  especially 
physicians.  As  the  elderly  population  increases  in 
size,  it  will  certainly  bring  in  more  individuals  who 
are  less  able  to  speak  for  themselves  in  their  needs. 
Younger  — and  knowledgeable  — members  are 
necessary  in  a compassionate  advocacy  of  these, 
including  physicians  motivated  in  part  by  a subjec- 
tive awareness  of  time’s  relentless  nature  and  their 
own  vulnerability.  — D.E.G. 
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MEDICINA  ET  LEX 


The  Physician  as  a Creditor 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

To  THE  uninitiated,  the  United  States  Bankruptcy 
Code  and  the  entire  bankruptcy  process  is  a mystery . 
Yet  individuals  and  businesses  are  taking  advantage 
of  the  bankruptcy  process  with  increasing  fre- 
quency. It  is  rare  to  find  an  individual  who  does  not 
either  know  someone  personally,  or  who  has  not 
had  some  professional  contact  with  a debtor  who 
has  filed  for  bankruptcy.  Despite  the  rapidly  chang- 
ing law  in  this  area,  there  are  a few  standard  rules 
and  procedures  that  make  the  general  process  easily 
understood.  These  generalities  may  prove  helpful 
to  a potential  creditor  in  a bankruptcy  proceeding. 

There  are  three  types  of  bankruptcies.  The  first 
— referred  to  as  a Chapter  7 — is  a liquidation 
proceeding.  The  debtor  files  schedules  of  his/her 
property  and  debts.  A trustee  is  appointed  who  liq- 
uidates the  debtor’s  assets  and  distributes  the  excess 
on  a pro  rata  share  to  creditors . Certain  assets  which 
are  necessary  for  everyday  existence  and  a “fresh 
start,’’  are  exempt  from  this  process.  Exemptions 
are  set  by  a statute  and  the  Kansas  Constitution. 
Individuals  and  businesses  may  file  a Chapter  7 
proceeding . 

A Chapter  13  is  a wage-earner  plan.  To  be  eli- 
gible, the  debtor  must  have  a regular  source  of  in- 
come and  a certain  amount  of  indebtedness.  In 
Chapter  13,  the  debtor  files  a plan  stating  the  amount 
s/he  is  able  to  pay  each  month  to  creditors.  The 
money  is  paid  to  a trustee  who  distributes  it  to  cred- 
itors according  to  the  debtor’s  plan.  A creditor  may 


*KMS  Legal  Counsel 

Editor’ s Note:  This  is  the  tenth  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603; 
1-800-332-0248. 


receive  more  under  a Chapter  13,  but  never  less 
than  if  that  same  debtor  had  filed  a Chapter  7.  Plans 
typically  run  three  to  five  years. 

Business  reorganizations  are  governed  by  Chap- 
ter 11  of  the  Bankruptcy  Code.  A Chapter  11  is 
similar  to  a Chapter  1 3 because  the  debtor  attempts 
to  pay  debts  pursuant  to  a plan. 

As  a creditor,  the  physician  is  listed  on  the  sched- 
ule of  debts  filed  by  the  debtor  and  receives  notice 
of  the  bankruptcy  filing.  The  physician  may  then 
file  a proof  of  claim,  which  enables  him/her  to  par- 
take in  any  payment  plan  or  pro  rata  distribution  of 
assets.  The  proof  of  claim  should  include  proper 
documentation  of  the  debt,  such  as  the  patient’s  bill, 
and  must  be  filed  by  the  deadline  stated  in  the  notice. 
However,  caution  should  be  exercised  in  filing  a 
proof  of  claim:  If  the  patient  has  a medical  mal- 
practice claim  against  the  physician  which  sihe  as- 
serts as  a defetise  to  the  indebtedness,  the  filing  of 
the  proof  of  claim  could  submit  the  physician  to 
adjudicating  the  malpractice  issue  in  federal  rather 
than  state  court. 

Realistically,  the  bankruptcy  process  nets  rela- 
tively little  for  unsecured  creditors.  The  bulk  of  the 
net  estate  goes  to  the  payment  of  priority  debts  such 
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as  taxes,  wages,  and  governmental  obligations.  The 
majority  of  the  debtor’s  assets  are  usually  held  as 
security  for  a debt.  These  assets  are  returned  to  the 
creditor,  thus  decreasing  the  amount  of  assets  avail- 
able for  liquidation  or  distribution.  The  obligation 
owed  to  the  physician  for  medical  services  is  un- 
secured, and  therefore  last  in  line  for  payment. 

Although  the  bankruptcy  code  is  complex,  the 
procedure  is  relatively  simple  for  the  unsecured 
creditor.  Such  creditor,  to  partake  in  the  estate’s 
assets  and  when  no  extenuating  circumstances  are 
present,  must  file  a proof  of  claim.  Then  the  creditor 
must  simply  wait  for  the  trustee  to  make  distribu- 


Coundl  District  Reports 

{Continued  from  page  197) 

DISTRICT  12 

In  December,  the  Pratt-based  Ninnescah  Medical 
Society  elected  officers  to  serve  two-year  terms: 
Carl  Ambler,  M.D.,  President;  Carl  Rosen,  M.D., 
Vice  President;  and  Fred  Wolff,  M.D.,  Secretary 
Treasurer. 

Society  members  and  spouses  continue  to  meet 
quarterly  for  dinner.  The  spouses  have  decided  to 


activate  a local  chapter  of  the  Auxiliary,  and  the 
Ninnescah  Society  and  Auxiliary  plan  to  secure  a 
guest  speaker  for  each  quarterly  meeting.  These 
speakers  will  be  asked  to  address  economic,  legal, 
and  political  topics  related  to  our  professional  en- 
deavors. 

Many  of  our  members  — perhaps  the  majority 
— were  somewhat  disturbed  by  the  passage  of  the 
Unified  Membership  Resolution  at  the  1985  House 
of  Delegates  meeting.  Many  of  us  felt  that  we  were 
not  adequately  forewarned  that  such  a decision  was 
going  to  be  made  and  that  we  had  no  opportunity 
to  instruct  our  delegates.  Many  members  feel  that 
the  grass  roots  membership  should  have  had  the 
opportunity  to  vote  on  this  issue  — perhaps  in  the 
form  of  a plebiscite. 

With  the  concurrence  of  the  Tri-County  Society, 
which  is  also  a part  of  our  district,  the  Ninnescah 
Society  elected  Theil  Bloom,  M.D. , to  be  our  Coun- 
cilor for  the  three-year  period  beginning  in  May 
1986. 

Carl  D.  Ambler,  M.D.,  Councilor 


DISTRICT  13 

The  physicians  of  District  #13  met  on  October 
24  with  KMS  President  Clair  Conard,  M.D. 

There  has  been  much  ambivalence  among  the 
district  members  about  the  matter  of  unified  mem- 
bership. It  is  not  yet  known  how  many  of  our  mem- 


Annual  Meeting  Grants 

The  Kansas  Medical  Society  is  grateful  for  the  grants  and  contributions  received  from: 

Adria  Laboratories 
Dublin,  Ohio 

Marion  Laboratories,  Inc. 
Kansas  City,  Missouri 

Alexander  Grant  & Company 
Wichita,  Kansas 

The  Medical  Protective  Company 
Fort  Wayne,  Indiana 

Blue  Cross-Blue  Shield 
Topeka,  Kansas 

Prentice  Hall,  Inc. 
Englewood,  New  Jersey 

Duffens  Optical 
Topeka,  Kansas 

Smith  Kline  & French  Laboratories 
Philadelphia,  Pennsylvania 

Greb  X-Ray  Company 
Lenexa,  Kansas 

The  Upjohn  Company 
Kansas  City,  Missouri 
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bers  have  dropped  out  and  how  many  have  delayed 
payment  of  dues  because  of  economic  pressures, 
but  the  impact  of  professional  liability  insurance 
premiums  has  created  a financial  deterrence  to  mem- 
bership. 

Victor  M.  Eddy,  M.D.,  Councilor 

DISTRICT  15 

District  #15  is  not  active. 

Edwin  D.  Rathbun,  M.D.,  Councilor 

DISTRICT  16 

The  Northwest  Kansas  Medical  Society  has  lost 
members  and  the  area  has  lost  physicians  during  the 
past  year  due  to  retirement  (some  early  because  of 
malpractice  insurance  premiums  that  make  a re- 
duced practice  impractical)  and  moves  from  the  area 
to  other  practice  locations  (partially  due  to  the  de- 
pressed rural  economy  which  is  severely  affecting 
our  area  at  present) . Our  current  active  membership 
is  25,  down  from  31  last  year.  Our  emeritus  mem- 
bership has  increased  from  five  to  seven,  and  four 
physicians  have  recently  moved  away.  We  have  two 
or  three  new  physicians  in  our  area  and  hope  to 
record  them  as  active  members  this  year. 

To  date,  no  hospitals  in  Northwest  Kansas  have 
closed;  however,  many  voice  concern  for  the  future. 
The  primary  difficulty  for  these  hospitals  seems  to 
be  the  lack  of  practicing  physicians.  The  “physician 
surplus”  has  not  materialized  in  this  area  and  — as 
has  been  traditional  with  rural  practice  — will  prob- 
ably never  be  one  of  our  medical  problems. 

John  R.  Neuenschwander,  Sr.,  M.D., 
Councilor 


DISTRICT  17 

No  report 

Don  R.  Tillotson,  M.D.,  Councilor 


DISTRICT  18 

This  year  our  membership  has  experienced  much 
dissension  caused  primarily  by  the  effort  to  force 
unification.  As  of  April  1,  34  (36%)  of  94  district 
members  have  not  paid  their  dues.  This  would  ap- 
pear to  support  the  Councilor’s  vote  (one  of  only 
five)  against  unification. 

Six  physicians  in  the  district  have  retired,  pri- 
marily because  of  escalation  of  professional  liability 
insurance  premiums.  This  has  led  to  some  changes 
in  service  to  patients.  Eourth  party  health  providers 
are  more  and  more  entering  the  marketplace  and 
causing  changes  in  patient  attitudes. 


District  18  has  lost  its  alternate  councilor  and  may 
lose  its  councilor  to  the  unification  issue.  It  is  our 
opinion  that  we  should  invest  time  and  money  where 
results  are  delivered,  not  just  promised  for  an  un- 
specified future  time. 

David  A.  Leitch,  M.D.,  Councilor 


DISTRICT  19 

The  Southeast  Kansas  Medical  Society  — District 
19  — has  held  monthly  meetings  at  the  Independ- 
ence Country  Club  in  Independence.  In  addition  to 
the  business  meetings,  educational  programs  have 
been  coordinated  by  the  University  of  Kansas  Health 
Education  Center  for  the  Southeast  Region,  located 
in  Chanute. 

Due  to  Dr.  Haskins’  relocation  to  Wichita,  Tell 
B.  Copening,  M.D.,  was  elected  to  complete  this 
unexpired  term  of  office  as  Councilor  for  District 
#19. 

Robert  J.  Haskins,  M.D.,  Councilor 


Political  action 
begins  with 
voter  registration  . . . 

ARE  YOU 
REGISTERED 
TO  VOTE? 
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Proceedings 

(Continued  from  page  191) 

express  my  gratitude  to  Jerry  Slaughter  and  the  KMS 
staff.  Thanks  also  to  Dr.  Conard  and  the  many  phy- 
sicians and  auxilians  who  participated  in  a variety 
of  ways  to  accomplish  this  task. 

As  Jerry  Slaughter  told  you  in  his  report  to  the 
House,  the  bill  essentially  was  passed  with  no  sub- 
stantive change.  He  has  given  you  a detailed  version 
of  the  bill  in  the  House  of  Delegates. 

Because  we’ve  had  a successful  year,  however, 
we  cannot  rest  on  our  laurels;  as  a matter  of  fact, 
this  is  once  more  just  the  beginning.  We  have  many 
more  which  will  require  additional  effort  and  ex- 
pertise this  year. 

First  and  foremost  undoubtedly  will  be  the  chal- 
lenge of  the  constitutionality  of  the  recently  passed 
malpractice  legislation.  Physician  interest  and  pub- 
lic opinion  both  are  high,  and  we  cannot  relax  but 
have  to  push  ahead  just  like  last  year. 

We  need  to  maintain  the  contacts  we’ve  estab- 
lished with  the  legislators;  we  need  to  thank  them 
and  yes,  we  need  to  contribute  to  their  campaigns 
in  this,  an  election  year. 

We  need  to  concentrate  this  coming  year  on  sev- 
eral more  areas  and  if  nothing  else  “fine  tune’’  some 
of  them. 

Unified  membership  is  now  a matter  of  record 
but  we  need  to  push  ahead  for  even  more  unity  of 
purpose  and  design.  We  need  to  prove  to  the  re- 
maining members  the  ultimate  benefits  of  unifica- 
tion. 

Another  area  which  will  involve  the  KMS  directly 
or  indirectly  is  total  tort  reform  in  which  case  we 
need  to  take  an  active  part  where  indicated;  an  in- 
terim study  undoubtedly  will  take  place  this  next 
year. 

As  discussed  in  the  House,  the  relationship  of 
KMS  to  KFMC  needs  additional  work;  this  un- 
questionably will  entail  additional  meetings  and  dia- 
logue to  work  out  the  “rough  spots.’’ 

The  area  of  alphabet  soup  with  all  the  questions 
and  challenges  relating  to  PPOs,  HMOs,  IP  As,  and 
similar  organizations  is  an  area  as  yet  not  completely 
defined  as  it  relates  to  KMS  but  needs  attention  as 
well  as  direction. 

Medical  reimbursement  in  its  various  forms  is 
still  another  area  of  concern  to  be  addressed.  In- 
creased physician  population  with  consequent  in- 
creased competition  and  diminution  in  income  pre- 
sents still  another  problem  area.  What  can  be  done 


about  the  board  of  regent’s  insistence  on  200  med- 
ical students  annually? 

Care  of  the  indigent  as  well  as  care  of  our  aging 
Kansas  population  is  slowly  emerging  as  a hidden 
giant  in  the  problems  of  Kansas  medicine. 

This  list  does  not  represent  all  of  the  anticipated 
agenda  for  the  next  year,  but  does  indicate  another 
busy  and  important  year  in  the  ongoing  saga  of  the 
Kansas  Medical  Society. 

The  described  items  are  more  than  enough  to  keep 
us  occupied  this  coming  year.  As  I begin  my  year 
as  your  president,  I ask  for  your  patience,  your  help 
and  your  cooperation.  I don’t  wish  to  sound  mel- 
odramatic, but  we  simply  have  in  front  of  us  another 
year  of  challenges,  some  large,  some  small,  chal- 
lenges that  continue  to  require  dedication  and  a con- 
certed effort  by  everyone.  With  God’s  help  and 
yours,  we’ll  have  a good  year. 


Results  of  the  Council  District  elections  were  an- 
nounced as  follows: 

District  #6:  Robert  D.  Parman,  M.D.,  Topeka 
District  #7:  John  P.  Brockhouse,  M.D. , Emporia 
District  #9:  David  H.  Clark,  M.D.,  Salina 
District  #10:  Richard  A.  Siemens,  M.D.,  Lyons 
District  #12:  L.  Theil  Bloom,  M.D.,  Kingman 
District  #18:  David  A.  Leitch,  M.D.,  Garnett 
Drs.  Stone  and  Rathbone  were  recognized  as  the 
newly  elected  Speaker  and  Vice  Speaker.  Following 
several  announcements,  the  meeting  was  adjourned 
at  10:15  A.M. 


Resolutions 


An  asterisk  following  the  resolution  number  in- 
dicates a change  in  the  Constitution  and  By-Laws. 

RESOLUTION  NO.  86-1 
Expiration  of  1981  Resolutions 

KMS  By-Laws  — 5.444 

“Official  policies  established  through  resolutions 
at  the  House  of  Delegates  shall  be  in  effect  for  a 
period  of  five  (5)  years,  at  which  time  that  policy 
position  will  be  reviewed  by  the  Executive  Com- 
mittee and  will  expire  subject  to  the  approval  by 
the  House  of  Delegates  unless  superseded  or  con- 
tinued by  another  resolution.’’ 

Resolved,  That  the  following  1981  resolutions  be 
re-adopted: 

5.  Gerontology  Professorship  at  University  of 
Kansas  School  of  Medicine 
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□vuSTICK 

Urine  hLH  Kit 


THE  FIRST  PRACTICAL  PREDICTOR  TO  AID  IN  THE  TIMING  OF  OVULATION 


□vuSTICK 


SENSITIVE 


Easily  detects  20  mlU/ml  of  hLH— the  kit  includes  calibrators  that  distinguish 
basal,  transitory,  and  preovulatory  surge  levels  of  hLH 


ACCURATE 

SPECIFIC 

EASY-TO-DO 

FAST 

CONVENIENT 


In  clinical  evaluations,  OvuSTICK  results  were  consistent  with  RIA  findings  for 
97%  of  the  follicular  and  midcycle  specimens  tested 

Use  of  monoclonal  antibodies  assures  low  cross-reactivity  to  hFSH 

No  sophisticated  instruments  or  highly  trained  laboratory  personnel  are  required 

Results  are  ready  in  less  than  90  minutes 
Uses  urine  specimens,  not  serum 


The  GOETZE-NIEMER  CO. 

1701  Brooklyn.  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-7337  (KS) 


12.  Home  Deliveries 

13.  Responsibilities  of  the  Health  Care  Team  in 
Maternity  Care 

14.  Periodic  Cancer  Screening  for  Women 
3 1 . Motorcycle  Helmet  Law 

Resolved,  That  the  following  1981  resolutions 
expire: 

1.  Impaired  Physicians 

3.  Medical  Student  and  Resident  Membership 

6.  Standard  Immunization  Record  Form 

7.  Physician’s  Assistant  Training 

8.  Nursing  Education 

9.  Advanced  Registered  Nurse  Practitioner  Reg- 
ulations 

10.  Health  Planning  — KMS  Active  Involvement 

1 5 . Recommendations  of  the  Graduate  Medical  Ed- 
ucation National  Advisory  Council 

18.  Automobile  Safety  Restraint  Devices  for  Chil- 
dren 

19.  Professional  Standards  Review  Organization 

20.  Health  Planning  Act 

22.  Advanced  Trained  Nurses 

23.  Patient  Complaint  Referral 


24.  Multiple  Drug  Therapies  in  the  Elderly  Patient 

25.  Excessive  Regulation  and  Duplicative  Inspec- 
tions of  Nursing  Homes 

26.  Inservice  Training  for  Nursing  Home  Personnel 

27.  Cost  Awareness 

28.  Cost  Effective  Medical  Care 

29.  Education  for  all  Handicapped  Children  Act  of 
1975  — PL  94-142 

32.  Wesley  H.  Sowers 

34.  Mrs.  Jean  Crouch 

36.  Commendation  to  University  of  Kansas  Med- 
ical Center  College  of  Health  Sciences  and 
Hospital,  Kansas  City,  Kansas 

37.  Commendation  to  William  C.  Swisher,  M.D. 

38.  Change  in  Reimbursement  to  Hospitals  for 
Medicaid  Patients 

39.  1981  Commendation 


RESOLUTION  NO.  86-2* 

Academic  Members 

Resolved,  That  Section  1 .622  of  the  By-Laws  be 
deleted. 
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1.622  Academic  Members:  Physicians  whose 
activities  are  predominantly  teaching,  admin- 
istration, or  research  in  approved  medical 
schools.  Those  with  a teaching  classification 
below  the  level  of  assistant  professor  shall  pay 
fifty  per  cent  (50%)  of  the  regular  dues  and 
assessments. 


RESOLUTION  NO.  86-3* 

AMA  Delegates  and  Alternate  Delegates 

Resolved,  That  Section  6.33  be  changed  as  fol- 
lows: 

6.33  AMA  Delegates:  Delegates  to  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation shall  be  elected  for  two-year  terms  of 
office.  The  term  of  the  delegate-elect  shall  be- 
gin January  1 the  year  succeeding  election. 
6.331  AMA  Alternate  Delegate:  There  shall  be 
one  alternate  delegate  for  each  delegate.  The 
President  shall  serve  as  one  alternate  delegate. 
One  of  the  alternate  delegates  shall  be  ap- 
pointed by  the  President,  subject  to  Executive 
Committee  approval,  to  serve  a term  of  one 
year,  beginning  January  1 . The  remaining  al- 
ternate delegates  shall  be  elected  at  the  annual 
meeting  to  two-year  terms  of  office,  beginning 
January  1 the  year  succeeding  election. 


RESOLUTION  NO.  86-4 
Membership  Fees 

Not  adopted. 


RESOLUTION  NO.  86-5 
Physician  Outreach 

Whereas,  Health  care  costs  are  a major  concern 
to  the  public;  and 

Whereas,  Physicians  have  first-hand  knowledge 
and  understanding  of  socio-economics  of  medicine; 
therefore  be  it 

Resolved,  That  physicians  actively  participate  in 
the  various  civic  and  lay  organizations  for  which 
they  are  eligible;  and  be  it  further 

Resolved,  That  all  physicians  age  50  and  over  be 
encouraged  to  become  members  of  the  American 
Association  of  Retired  Persons;  and  be  it  further 

Resolved,  That  physician  spouses  and  family 
members  likewise  be  encouraged  to  join  and  ac- 
tively participate  in  such  organizations. 


RESOLUTION  NO.  86-6 

DRGs 

Whereas,  Medicare  reimbursement  for  hospital 
care  based  on  Diagnostic  Related  Groupings  (DRGs) 
is  arbitrary,  without  regard  to  individual  patients’ 
response  to  treatment;  and 

Whereas,  The  federal  DRG  payment  system  as 
it  is  currently  administered  has  the  potential  for  a 
negative  effect  on  the  quality  of  patient  care;  there- 
fore be  it 

Resolved,  That  the  Kansas  Medical  Society  reg- 
ister its  concern  with  the  inequities  in  the  current 
DRG  system;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be  for- 
warded to  the  following  individuals:  Members  of 
the  Kansas  Congressional  Delegation,  Secretary  of 
Health  and  Human  Services,  and  the  President  of 
the  AMA. 


RESOLUTION  NO.  86-7 
Home  Health  Care 

Whereas,  Proliferation  of  home  health  agencies 
has  reached  alarming  proportions;  and 

Whereas,  Indications  are  that  unwarranted  over- 
utilization of  services  exists;  and 

Whereas,  Physicians  are  concerned  with  health 
care  costs  and  quality  of  health  care;  and 

Whereas,  Only  those  patient  services  are  appro- 
priate that  are  prescribed  by  the  patient’s  physician; 
therefore  be  it 

Resolved,  That  physicians  write  only  such  initial 
orders  for  home  health  care  services  as  are  medically 
indicated;  and  be  it  further 

Resolved,  That  physicians  carefully  review  all 
renewal  orders  and  authorize  services  only  for  pa- 
tients with  whom  the  physician  is  professionally 
involved  in  providing  care;  and  be  it  further 
Resolved,  That  physicians  report  to  appropriate 
payment  agencies  and  regulatory  authorities  cases 
of  abusive  practices  by  home  health  agencies. 


RESOLUTION  NO.  86-8 
Residency  Program 

Withdrawn 


VOTE  August  5 
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WITH  A MEDICAL  SERVICE  BUREAU, 
YOU’RE  PAYING  FOR  AN  lOEA 
WHOSE  TIME  HAS  PASl 


The  accounting  and  information  flow  of  a medical  office  has 
advanced  well  beyond  the  days  of  ledger  books  with  quill  and 
ink.  And  now,  Datamerica  has  advanced  procedures  beyond 
the  efforts  of  medical  service  bureaus  as  well. 

The  Dattunerica  Clinic  Financial  Management  System 
(CFMS)  controls  receivables,  prepares  insurance  claims  (as 
an  option,  it  can  process  claims  electronically),  maintains 
account  histories  and  handles  patient  scheduling  and 
reminders  for  clinics  and  hospital  based  physicians.  And  the 
CFMS  can  be  customized  to  fit  as  closely  as  possible  to  a 
physician’s  own  unique  requirements. 

Unlike  service  bureaus,  CFMS  allows  instant  access  to  all 
information,  producing  updated  reports  whenever  needed. 

What’s  more,  it  can  do  all  of  this  for  less  than  1/2  the  cost 
of  what  most  service  bureaus  charge  on  a monthly  basis. 

For  more  detailed  information  on  how  the  Datamerica 


Clinical  Financial  Management  System  can  take  your  office 
procedures  out  of  the  past  and  into  the  future,  complete  and 
return  the  coupon  below. 


coRPORarion 


11201  W.  59th  Terrace 
Shawnee,  Kansas  66203 
913/268-3003 


I am  interested  in  more 
information  about  the  Datamerica 
Clinic  Financial  Management 
System  (CFMS). 


Name 
Firm  _ 


1 1201  W.  59th  Terrace 
Shawnee,  Kansas  06205 


913'*268  3003 


Number  of  Physicians 

Address 

City 

Zip 


State 


Phone 


RESOLUTION  NO.  86-9* 

Edwards  County  Medical  Society  — Council  Dis- 
trict 15 

Resolved,  That  Section  8.414  of  the  By-Laws  be 
amended  by  deleting  “Edwards  County’’;  and  be  it 
further 

Resolved,  That  Section  8.415  of  the  By-Laws  be 
amended  by  inserting  “Edwards  County.’’ 


RESOLUTION  NO.  86-10 
Physician  Responsibility  and  Cost  Containment 

Whereas,  Cost  containment  issues  dominate  the 
considerations  of  equity  and  excellence  in  national 
health  policy;  and 

Whereas,  An  individual  hospital’s  survival  de- 
pends on  its  capability  to  respond  to  prospective 
payment  incentives  by  transmitting  these  incentives 
to  the  medical  staff;  and 

Whereas,  Hospitals  and  physician  marketing 
groups  attempt  to  change  physicians’  patterns  by 
attractive  structuring  of  financial  incentives;  there- 
fore be  it 

Resolved,  That  as  new  reimbursement  and  health 
care  financing  plans  evolve,  physicians  should  be 
reminded  that  their  first  responsibility  is  that  of  pa- 
tient advocate  and  while  conscious  of  costs,  the 
delivery  of  quality  medical  care  is  the  physician’s 
foremost  consideration. 


RESOLUTION  NO.  86-11 

KMS  & KHA  Development  of  Statewide  Health 
Care  Financing  Organization 

Not  adopted;  referred  to  the  Hospital  Medical 
Staff  Section  for  study. 


RESOLUTION  NO.  86-12 
Indigent/Uncompensated  Care 

Whereas,  Kansas  hospitals  and  physicians  pro- 
vide millions  of  dollars  annually  in  indigent/uncom- 
pensated care;  and 

Whereas,  Only  38  per  cent  of  the  Kansas  pop- 
ulation below  the  poverty  line  is  currently  covered 
by  Medicaid;  and 

Whereas,  Nationally,  there  are  an  estimated  32.7 
million  people  uninsured  by  either  private  or  public 
programs;  and 

Whereas,  One-third  of  the  uninsured  are  in 
households  earning  more  than  200  per  cent  of  the 


poverty  level  ($20,000  or  more  per  year);  therefore 
be  it 

Resolved,  That  the  Kansas  Medical  Society  work 
closely  with  the  Kansas  Hospital  Association  to 
identify  and  promote  possible  solutions  to  the  prob- 
lem of  indigent/uncompensated  care. 


RESOLUTION  NO.  86-13 
Massachusetts  Legislative  Action 

Resolved,  That  the  Kansas  Medical  Society  sup- 
port the  American  Medical  Association  in  its  vig- 
orous opposition  to  the  Massachusetts  legislation 
which  mandates  that,  as  a condition  of  licensure, 
physicians  who  treat  Medicare  beneficiaries  agree 
to  charge  or  collect  from  Medicare  beneficiaries  no 
more  than  the  Medicare  allowed  amount;  and  be  it 
further 

Resolved,  That  the  KMS  strongly  affirm  the  pol- 
icy that  medical  licensure  should  be  determined  by 
educational  qualifications,  professional  compe- 
tence, ethics,  and  other  appropriate  factors  neces- 
sary to  assure  professional  character  and  fitness  to 
practice;  and  be  it  further 

Resolved,  That  the  KMS  oppose  any  law  that 
compels  either  acceptance  of  Medicare  assignment 
or  acceptance  of  the  Medicare  allowed  amount  as 
payment  in  full  as  a condition  of  state  licensure. 


RESOLUTION  NO.  86-14 

PRO  Involvement  in  Quality  Review  and  Phy- 
sician Sanctions 

Not  adopted;  combined  with  Resolutions  86-16 
& 86-23  and  referred  to  the  KMS  Hospital  Medical 
Staff  Section  for  study. 


RESOLUTION  NO.  86-15 
Retrospective  Denial  of  Payment 

Resolved,  That  the  Kansas  Medical  Society  urge 
the  Health  Care  Financing  Administration  (HCFA) 
to  halt  the  retrospective  denial  of  payment  until  all 
interested  parties  have  an  opportunity  to  speak  to  . 
the  issue  and  HCFA  develops  new  guidelines  that 
will  be  equitable  to  all  interested  parties;  and  be  it 
further  | 

Resolved,  That  KMS  support  legislation  pending  W 
in  Congress  that  would  provide  hearing  rights  for  | 
physicians  and  beneficiaries  in  cases  of  retrospective  ^ 
denial  in  order  to  assure  equitable  treatment;  and  be  | 
it  further  I 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Resolved,  That  the  KMS  request  the  American 
Medical  Association  to  consider  the  constitution- 
ality of  retrospective  payment  denial. 


RESOLUTION  NO.  86-16 

Kansas  Foundation  for  Medical  Care  — En- 
dorsement & Data  Reporting 

Not  adopted;  combined  with  Resolutions  86-14 
& 86-23  and  referred  to  the  KMS  Hospital  Medical 
Staff  Section  for  study. 


RESOLUTION  NO.  86-17 

Medicare  Financial  Support  for  Residency 
Training 

Whereas,  It  is  projected  that  under  new  rulings 
of  third  party  reimbursement  systems,  many  teach- 
ing institutions  may  not  be  adequately  compensated 
for  the  training  of  residents;  therefore  be  it 
Resolved,  That  the  KMS  oppose  significant  re- 
duction in  the  direct  and  indirect  Medicare  pass- 
through financial  support  for  residency  training  in 
hospitals  and  that  a copy  of  this  resolution  be  sent 


to  the  Kansas  Congressional  delegation  and  to  of- 
ficers and  the  Board  of  Trustees  of  the  AMA. 


RESOLUTION  NO.  86-18 
Tobacco  Product  Sales 

(Combined  with  Resolution  No.  86-24) 


RESOLUTION  NO.  86-19 
Scholarship  Fund 

Whereas,  Financial  assistance  for  medical  ed- 
ucation through  Guaranteed  Student  Loans,  ROTC 
and  other  armed  services  loans  and  programs,  etc., 
is  becoming  exceedingly  scarce;  and 

Whereas,  Medical  education  is  becoming  avail- 
able only  to  those  who  can  afford  it,  excluding  the 
academically  eligible  but  financially  impoverished 
student;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  sup- 
port legislation  that  would  direct  money  paid  to  the 
state  by  persons  who  default  from  the  medical  schol- 
arship program  into  a scholarship  or  loan  fund  for 
medical  students. 
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RESOLUTION  NO.  86-20 
Medicare  Reimbursement 

Whereas,  Medicare  and  Blue  Cross/Blue  Shield 
of  Kansas,  through  their  policies  regarding  reim- 
bursement to  physicians  and  other  health  care  prov- 
iders have  great  influence  on  the  practice  of  medi- 
cine in  Kansas;  and 

Whereas,  Medicare  and  Blue  Cross/Blue  Shield 
of  Kansas,  through  their  magnitude  of  dealings  and 
their  high  visibility  in  the  community  have  great 
impact  on  the  public’s  perception  of  the  practice  of 
medicine  in  Kansas;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  con- 
sider it  of  utmost  importance  that  the  following  is- 
sues concerning  administration  of  the  Medicare  pro- 
gram be  addressed  by  Congress: 

1.  Emphasis  on  frugality,  to  the  detriment  of 
quality  of  care. 

2.  Failure  to  adequately  communicate  rules  and 
guidelines. 

3.  Retroactively  penalizing  physicians  by  deny- 
ing previously  approved  medical  services. 

4.  Providing  misleading  information  on  covered 
services  to  physicians  and  beneficiaries. 

5.  Inconsistent  denials  and  adjustments  of  reim- 
bursement. 

6.  Delays  in  claim  processing, 
and  be  it  further 

Resolved,  That  the  KMS  instruct  its  AMA  del- 
egation to  submit  this  resolution  to  the  AMA  House 
of  Delegates. 


RESOLUTION  NO.  86-21 
Medical  Students 

Whereas,  The  Kansas  Medical  Society  has  rec- 
ognized the  importance  of  interaction  with  Medical 
Students  by  establishing  the  Medical  Student  Sec- 
tion; and 

Whereas,  We  feel  it  is  very  important  to  expose 
the  Medical  Students  to  organized  medicine  when- 
ever it  is  possible;  and 

Whereas,  In  order  to  make  organized  medicine 
more  visible  to  the  Medical  Students,  efforts  should 
be  made  to  make  them  more  aware  of  the  Kansas 
Medical  Society;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  sup- 
port an  annual  social  event(s)  for  the  Medical  Stu- 
dents at  the  University  of  Kansas  School  of  Medi- 
cine (both  campuses). 


^ : 

RESOLUTION  NO.  86-22 
Unified  Membership 

Whereas,  The  passage  of  Resolution  85-12  (Uni- 
fied Membership)  has  had  the  effect  of  loss  of  mem- 
bership for  the  Kansas  Medical  Society  and  its  com- 
ponent societies;  and 

Whereas,  The  present  political  and  economic 
climates  require  the  utmost  cooperation  of  physi- 
cians at  the  state  level  as  well  as  the  national  level; 
therefore  be  it 

Resolved,  That  the  Council  of  the  Kansas  Medical 
Society  be  instructed  to  thoroughly  review  the  over- 
all effects  of  Resolution  85-12  on  the  Society  at  its 
next  meeting;  and  be  it  further 

Resolved,  That  the  Council  report  to  the  com- 
ponent societies  regarding  the  desirability  of  main- 
taining the  unified  status  with  the  AMA;  and  be  it 
further 

Resolved,  That,  if  in  the  opinion  of  the  council 
and  the  Executive  Committee,  there  is  reasonable 
question  concerning  the  desirability  of  maintaining 
the  unified  status,  a Fall  meeting  of  the  House  of 
Delegates  be  called  prior  to  the  end  of  1986  to  allow 
full  discussion  and  voting  on  this  issue. 


RESOLUTION  NO.  86-23 
Kansas  Foundation  for  Medical  Care 

Not  adopted;  combined  with  Resolutions  86-14 
& 86- 1 6 and  referred  to  the  KMS  Hospital  Medical 
Staff  Section  for  study. 


RESOLUTION  NO.  86-24 
Smoking  & Tobacco  Product  Sales 

Whereas,  Numerous  studies  have  found  that  to- 
bacco smoke  is  a major  contributor  to  indoor  air 
pollution;  and 

Whereas,  Reliable  studies  have  shown  that 
breathing  second-hand  smoke  is  a significant  health 
hazard  for  certain  population  groups,  including  el- 
derly people,  individuals  with  cardiovascular  dis- 
ease, and  individuals  with  impaired  respiratory 
function,  including  asthmatics  and  those  with  ob- 
structive airway  disease;  and 

Whereas,  Health  hazards  induced  by  breathing 
second-hand  smoke  include  lung  cancer,  respiratory 
infection,  decreased  exercise  tolerance,  decreased 
respiratory  function,  bronchoconstriction,  and  bron- 
chospasm;  and 

Whereas,  Nonsmokers  who  suffer  allergies,  res- 
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Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  industries,  Inc. 
Carolina,  Puerto  Rico  00630 


On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 
add  ISOPUN^ 

(verapamil  HCl/Knoll) 


To  protectyourpatients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIIi 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' ^ 

A public  service  of  this  publication. 


piratory  diseases  and  other  ill  effects  of  breathing 
second-hand  smoke  may  experience  a loss  of  job 
productivity  or  may  be  forced  to  take  periodic  sick 
leave  because  of  such  adverse  reactions;  and 
Whereas,  Numerous  studies  have  shown  that  a 
majority  of  both  nonsmokers  and  smokers  desire  to 
have  restrictions  on  smoking  in  public  places  and 
places  of  employment;  and 
Whereas,  Smoking  is  a documented  cause  of 
fires,  and  cigarette  and  cigar  bums  and  ash  stains 
on  merchandise  and  fixtures  cause  economic  losses 
to  businesses;  therefore  be  it 
Resolved,  That  the  Kansas  Medical  Society  draft 
model  legislation  prohibiting  vending  machine  sales 
of  cigarettes,  and  encourage  the  Kansas  Legislature 
to  enact  such  legislation;  and  be  it  further 
Resolved,  That  the  Kansas  Medical  Society  sup- 
port passage  of  legislation  that  prohibits  smoking 
in  public  places  and  in  places  of  employment,  in- 
cluding hospitals;  and  be  it  further 
Resolved,  That  the  KMS  support  strict  enforce- 
ment of  laws  prohibiting  the  sale  of  tobacco  prod- 
ucts to  minors. 


RESOLUTION  NO.  86-25 
Tort  Reform 

Whereas,  The  Kansas  Legislature,  in  April  1986, 


CLASSIFIED  ADVERTISEMENTS 

Classified  advertisements  are  $25  per  insertion.  Copy  is 
limited  to  six  lines.  Payment  must  accompany  copy.  Dead- 
line is  20th  of  the  month  preceding  month  of  publication. 
Box  numbers  are  available  at  no  charge.  All  advertisements 
are  accepted  subject  to  approval  by  the  Editorial  Board. 


BC/BE  PEDIATRICIAN  to  affiliate  in  a well-established 
practice  in  Kansas.  Subspecialty  interest  welcomed.  University 
location  with  drawing  area  of  70,000.  Guaranteed  salary  leading 
to  partnership.  Reply  to  Box  #1-0486,  c/o  KANSAS  MEDI- 
CINE, 1300  Topeka  Avenue,  Topeka  KS  66612. 


FAMILY  PRACTICE  FOR  SALE.  Established  physician  is 
retiring.  Income  potential  is  tops.  Town  of  6,500.  Call  316- 
672-9254  after  5 p.m.  Terms  negotiable. 


approved  legislation  that  initiates  major  tort  reform 
regarding  medical  malpractice;  and 

Whereas,  It  is  felt  that  there  will  be  a challenge 
of  the  constitutionality  of  this  legislation;  and 
Whereas,  The  costs  of  these  legal  proceedings 
will  be  high;  and 

Whereas,  This  legislation,  if  determined  to  be 
constitutional,  will  be  of  assistance  to  other  state 
medical  societies  and  the  medical  profession  as  a 
whole  in  their  efforts  to  obtain  passage  of  similar 
tort  reform  legislation;  and 

Whereas,  Kansas  physicians  have  contributed 
financially  to  accomplish  passage  of  this  legislation; 
therefore  be  it 

Resolved,  That  a request  be  made  to  the  AMA 
Board  of  Trustees  through  the  executive  committee 
of  the  Kansas  Medical  Society  that  the  AMA  fi- 
nancially support  the  legal  costs  incurred  by  KMS 
in  defending  the  constitutionality  of  the  recently 
adopted  Kansas  tort  reform  legislation. 


RESOLUTION  NO.  86-26 
Motor  Vehicular  Medical  Insurance  Coverage 

Whereas,  The  Kansas  Medical  Society  concerns 
itself  with  the  health  and  well  being  of  all  Kansans; 
and 

Whereas,  The  leading  cause  of  death  and  disa- 
bility for  Kansans  under  the  age  of  40  years  is  trauma, 
with  motor  vehicular  accidents  contributing  sub- 
stantially to  these  traumatic  events;  and 

Whereas,  Adequate  resources  to  provide  long 
term  medical  treatment  for  those  severely  injured 
in  motor  vehicle  accidents  are  often  unavailable  or 
dependent  upon  limited  state  Medicaid  funds;  and 
Whereas,  Motorists  complying  with  state  motor 
vehicle  laws  often  have  no  more  than  the  required 
$2,000  medical  coverage;  and 

Whereas,  An  increasing  number  of  persons  in- 
volved in  motor  vehicular  accidents  do  not  carry 
private  health  insurance;  and 

Whereas,  Substantial  increases  in  medical  (mo- 
tor vehicular  related  personal  injury)  insurance  cov- 
erage to  a level  50  times  that  currently  provided  for 
Kansans  would  require  an  annual  rate  increase  of 
only  $10  or  less  for  most  drivers;  and 

Whereas,  This  increased  medical  coverage  would 
benefit  a signilicant  number  of  currently  uninsured 
injured  individuals;  therefore  be  it 

(Continued  on  [Hii’e  221 ) 
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IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 


Drug  Administration  expert  panel,  is  the  time  that 
it  takes  for  the  sun  to  redden  skin  when  the  product 
is  used  divided  by  the  time  it  takes  when  the  product 
isn’t  used. 

SPF  ratings  range  from  2 (minimum  protection) 
to  15  or  more  (maximum  protection).  Low-SPF 
products  can  be  used  by  people  who  tan  quickly 
and  never  bum.  Fair-skinned  people  and  others  who 
burn  easily  should  choose  high-SPF  products.  Some 
experts  suggest  a SPF  of  15  or  more  for  individuals 
who  always  bum  and  never  develop  a protective 
tan,  and  a SPF  of  8 to  14  for  those  who  bum  easily, 
but  do  tan  gradually. 

Clothing  and  hats  are  also  effective  sunscreens. 
However,  cocoa  butter,  baby  oil,  and  mineral  oil 
are  not  sunscreens;  they  may  soften  the  skin,  but 
they  don’t  protect  you  from  the  sun. 

A natural  suntan  helps  to  protect  you  from  sun- 
burn, but  the  kind  of  tan  you  get  “out  of  a bottle’’ 
doesn’t.  So  if  you  use  an  instant  tanning  product, 
don’t  let  it  give  you  false  confidence. 

In  1984,  a new  obstacle  to  moderation  in  sun 
exposure  appeared  in  department  stores  across  the 
country  — the  opaque  swimsuit.  Although  you  can’t 
see  through  them,  they  allow  the  sun-tanning  and 
skin-damaging  ultraviolet  rays  to  pass  through.  As 
a result,  some  women  are  being  sunburned  in  places 
where  they  have  never  been  sunburned  before.  If 
the  fad  continues,  doctors  may  start  seeing  skin 
cancers  in  these  new  locations. 

Even  if  you  never  bum  at  home,  keep  the  sun  in 
mind  when  you  travel.  In  tropical  regions,  the  sun- 
light is  intense  enough  to  bum  almost  anyone.  The 
sun’s  ultraviolet  radiation  is  also  stronger  at  higher 
altitudes. 

A few  medications  can  cause  photosensitivity, 
that  is,  an  increased  sensitivity  to  ultraviolet  light. 
Doctors  and  pharmacists  should  always  warn  pa- 
tients of  this  possible  side  effect  whenever  such  a 
dmg  is  prescribed  or  dispensed,  especially  during 
the  summer  months.  Persons  who  may  be  taking 
prescription  drugs  during  the  summer  months  can 
inquire  about  this  possible  side  effect. 

Considering  the  long-term  damage  and  cancer  risk 
associated  with  extensive  exposure  to  the  sun,  is 
that  deep  tan  really  worth  it? 


For  information  concerning  the  Impaired  Phy- 
sician Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contacat  the  KMS  office  or  the  contact 
person  in  your  area.  All  information  and  iden- 
tities will  be  held  in  strictest  confidence,  and  the 
caller  need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita  ..  316/685-8231 
John  A.  Billingsley, 

Olathe 913/782-1855 

Victor  H.  Hildyard  II,  Colby...  913/462-3332 


Connie  M.  Marsh,  Halstead 316/835-3435 

James  I.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City  ....  316/276-7689 
Don  R.  Tillotson,  Ulysses 316/356-1261 


Donald  R.  Tucker,  Lawrence  ..913/354-5275 

Virginia  L.  Tucker,  Topeka ....  913/862-9360 

Ext.  215 


Nancy  J.  Welsh,  Topeka 

Jackie  Burnett,  R.N., 
Halstead 


913/354-5240 

316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 
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when  owning 
equipment  does 
not  compute. 


Comparison-shopping  on  computers?  Upgrading  your  word-processing 
system?  Check  out  the  benefits  of  leasing  these  and  other  items  through 
United  Missouri  Banc  Leasing  Corporation. 

Buying  equipment  outright  can  put  a crimp  in  your  cash  flow.  Leasing 
such  items  can  free  working  capital  for  other  needs,  and  increase  your 
borrowing  capacity. 

United  Missouri  offers  several  leasing  plans.  Call  us  at  (8l6)  556-7932 
and  we’ll  explain  the  features  of  each. 


lb 

UNITED  MISSOURI  BANC 

LEASING  CORE 


P.O.  Box  226,  Kansas  City,  Missouri  64l4l 


Do  you  want  to 
loam  more  about 
your  practice 
market? 


POPULATION 
In  Grp  Qtrs 

HOUSEHOLDS 

1 Person 

2 Person 
3-4  Person 
5+  Person 

Avg  Hshld  Size 

SPANISH  ORIGIN 


23667888 

2.4% 

8629866 
24  . 

32 


RACE:  Black 


HOUSEHOLD  INCOME 
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10-20T 

2421285 

28.1 

20-25T 

1043264 

12.1 

25-30T 

810067 

9.4 

30-35T 

616564 

7.1 

35-40T 

428204 

5.0 

540-50T 

493919 

5.7 

p-75T 

379306 

4.4 

|T+ 

171098 

2.0 

Idian 

$ 

18248 

lerage 

$ 

22475 

Ig. INCOME  196505. OM 

HOOL  YRS  COMPLETED 
op  Age  25+  14026705 


Median  Sch  Yrs 
High  Sch  Only 


6 

3.8 

2.8 

BL/COL  4497869  42i3 

LABOR  FORCE  UNEMP  PART I C 
6.6%  75.9% 

6.5%  52.5% 


HOUSING  VALUE  % 

0-30T  196304  5.1 


Any  College 

18-34 

IN  COLLEGE 

VEHICLES /HSHLD 

0 

872945 

1 

3094307 

2 

2864839 

3+ 

1797775 

RENT 

0-99 

183404 

12.7 

31.4% 

42.0% 


% 

10.1 

35.9 

33.2 

20.8 


% 

5.0 


MAP™  can  help  you  grow. . . 

Developing  or  expanding  a 
successful  medical  practice 
requires  a thorough  under- 
standing of  the  market  for  your 
services — now  and  in  the 
future.  MAP™  is  the  only 
source  of  integrated  data  on 
important  demographic,  physi- 
cian, and  hospital  characteris- 
tics of  a practice  site.  For  a low 
cost,  you  receive  individualized 
reports  for  any  location  or  area 
size  in  the  nation. 

Find  out  more  about  how 
MAP™  can  help  you.  Send  in 
the  coupon  today. 


The  AMA  Market  Area  Profile™  (MAP™)  Service 
helps  physicians  establish  and  maintain  a 
successful  medical  practice. 


Complete  this  coupon  to  receive  an  order  application 
and  more  information  about  this  valuable  service  and 
return  to:  AMA  Market  Area  Profile™  Service,  Amer- 
ican Medical  Association,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 


Physician  Name  (please  print) 


Street  Address 


City 


State 


Zip  Code 


02A0012MP7 


220  • Kansas  Medicine  • July  1986 


A SUITE  DE^! 


Hamilton  Exam  Table 
Hamilton  Exam  Stool 
Stainless  Waste  Reeeiver 
Chrome  Gooseneck  Lamp 


REGULAR  PRICE  B1475.00 

CALL  FOR  OlIR  SUPER 
SAVER  PRICE 

Colors  Available: Teak/Buck,  Pepperdust/  ^ 
Gre}\  Right  Hand  Drawers  Only.  Air  Lift 
Stool  At  A Slight  Up-Charge. 


VISIT  OUR  SHOWROOM  TO  SEE 
THIS  ALL  NEW  EXAM  TABLE! 

Ask  US  about  our  competitive  leases 
for  this  and  other  equipment. 


(913)  272-2300 


MUNNS  MEDICAL  SUPPLY 

P.O.  Box  339 
501  Gage  Blvd. 

Topeka,  KS  66601 
KANSAS  TOLL  FREE  1-800-432-2477 


Resolutions 

(Continued  from  page  217) 

Resolved,  That  the  Kansas  Medical  Society  study 
and  pursue  a course  of  action  designed  to  facilitate 
modification  of  the  current  Kansas  insurance  laws 
which  would: 

1.  Enhance  education  and  prevention  activities 
pertaining  to  motor  vehicular  trauma; 

2.  Raise  minimums  of  medical  protection  re- 
quired of  Kansas  drivers; 

3.  Establish  specific  rehabilitation  coverage  for 
the  motor  vehicular  injured;  and 

4.  Enhance  statewide  availability  of  emergency 
treatment  services. 


RESOLUTION  NO.  86-27 
Definition  of  Impairment 

Not  adopted;  referred  to  the  Impaired  Physicians 
Committee  for  study. 


RESOLUTION  NO.  86-28 

Increased  Compensation  for  Kansas  District 
Judges 

Whereas,  A high  quality  state  judicial  system  is 
a matter  of  major  importance  to  the  public  and  the 
medical  profession;  and 

Whereas,  The  foundation  of  the  judicial  system 
of  this  state  is  the  District  Court,  which  is  the  trial 
court  of  general  jurisdiction;  and 

Whereas,  Judicial  compensation  should  be  suf- 
ficient to  attract  those  persons  best  qualified  to  serve 
as  judges;  and 

Whereas,  The  present  compensation  of  Kansas 
District  Judges  has  not  kept  pace  with  present  eco- 
nomic conditions  and  salaries  of  trial  judges  in  most 
of  the  other  states;  and 

Whereas,  There  is  a growing  concern  that  we 
can  no  longer  attract  and  retain  those  best  qualified 
to  serve  as  judges;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  reg- 
ister its  support  for  a substantial  increase  in  judicial 
compensation  in  order  to  ensure  that  those  persons 
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with  the  highest  qualifications  serve  as  Kansas  Dis- 
trict Judges. 


RESOLUTION  NO.  86-29 
Computer  Software 

Not  adopted. 


RESOLUTION  NO.  86-30 

Commendation  of  Shawnee  County  Society  and 
Auxiliary 

Whereas,  The  Shawnee  County  Medical  Society 
and  the  Shawnee  County  Medical  Auxiliary  have 
acted  in  a most  exemplary  manner  in  hosting  this 
127th  Annual  Meeting  of  the  House  of  Delegates 
of  the  Kansas  Medical  Society  and  its  Auxiliary  and 
in  providing  for  the  comfort  and  pleasure  of  the 
membership  of  both  organizations;  and 

Whereas,  They  have  provided  a timely,  inform- 
ative, nonpartisan,  and  stimulating  educational  pro- 
gram; therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  here 
assembled  express  its  thanks  to  the  Shawnee  County 
Medical  Society  and  the  Shawnee  County  Medical 
Auxiliary  by  a standing  ovation;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be  for- 
warded to  the  Shawnee  County  Medical  Society  and 
the  Shawnee  County  Medical  Auxiliary. 


VOTE  August  5 


Applicants  Sought 

The  U.  S.  Public  Health  Service  is  soliciting 
applicants  for  a three-year  training  program  in 
medical  epidemiology.  Successful  candidates 
will  be  appointed  as  USPHS  Service  Fellows. 
Applications  must  be  received  by  September 
8,  1986,  to  be  considered  for  the  period  to 
begin  approximately  July  1,  1987. 

Basic  requirements  are: 

• M.D.,  Doctorate  in  an  allied  health  profes- 
sion, or  Ph.D.  in  a biomedical  or  behavioral 
science,  or  equivalent,  and  one  year  of  post- 
doctoral training  or  experience  (by  July  1, 
1987). 

• U.S.  citizenship  at  time  of  application. 

• Acceptability  to  an  accredited  university  of- 
fering an  MPH  or  equivalent,  or  more  ad- 
vanced public  health  degree  (for  the  first 
year  of  this  program). 

For  further  details  and  application  forms, 
send  a postcard  only,  with  your  printed  name 
and  home  mailing  address  to: 

PHS  Epidemiology  Training  Office 
Attn:  E.  Patterson 
NIH,  Bldg.  1,  Rm.  238 
Bethesda  MD  20892 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Kansas  Medicine,  1300  Topeka 
Avenue,  Topeka,  Kansas  66612. 
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MANDATORY  MEDICARE 
ASSIGNMENT 


QUALITY  CARE 
COST  CONTAINMENT 


HCFA:  ONLY  MDs  & DOs 
ARE  PHYSICIANS 


UNIVERSAL  CLAIM  FORM 


I AIDS  REPORTABLE 


Washington  state  physicians  would  be  forced  to  accept  Medi- 
care assignment  if  an  initiative  petition  effort  in  the  state 
is  successful.  The  referendum  is  backed  by  three  groups  that 
are  employing  the  same  staff  as  the  trial  lawyers  used  in 
their  campaign  against  tort  reform  earlier  this  year. 

The  mandatory  Medicare  assignment  law  in  Massachusetts  has 
been  upheld  by  a Boston  federal  court  judge.  Under  the  pro- 
vision, in  order  to  receive  a new  license  or  renew  an  old 
one,  the  physicians  must  first  demonstrate  that  they  do  not 
balance-bill  Medicare  patients  for  more  than  their  Government 
determined  "reasonable"  charge.  The  court  ruling  is  being 
appealed  by  AMA  and  the  Massachusetts  Medical  Society,  who 
see  the  case  as  an  important  test  of  the  ways  in  which  states 
may  involve  themselves  in  the  administration  of  Medicare. 

Whereas  hospitals  and  physician  marketing  groups  attempt  to 
change  physicians'  practice  patterns  by  attractive  struc- 
turing of  financial  incentives,  your  KMS  House  of  Delegates 
firmly  believes  that  the  physician's  first  responsibi 1 ity  is 
that  of  patient  advocate,  and  while  conscious  of  costs,  the 
delivery  of  quality  medical  care  is  the  physician's  foremost 
consideration.  Resolution  86-10,  unanimously  adopted  by  the 
KMS  House  of  Delegates  last  May,  speaks  to  this  issue. 

After  three  years,  HCFA  has  accepted  the  AMA's  general  recom- 
mendations for  definition  of  "conditions  of  participation" 
for  Medicare  and  Medicaid.  The  final  rule,  published  June  1 
in  the  Federal  Register,  specifically  states  "Doctor  of  Medi- 
cine or  Osteopathy"  in  provisions  clearly  applicable  only  to 
MDs  or  DOs.  Where  applicable,  other  health  care  professional 
are  specifically  designated--podiatrists,  chiropractors, 
optometrists,  dentists,  etc. 

The  AMA,  in  resolutions  adopted  at  the  1983  and  1986  House  of 
Delegates  meetings,  has  supported  such  specific  definition 
for  conditions  of  participation.  The  AMA  has  therefore 
worked  diligently  to  impress  upon  HCFA  the  potential  for 
adverse  consequences  on  quality  of  care  that  could  result 
from  a broader  definition. 

The  AMA  again  reminds  all  physicians  that,  effective  October 
1,  state  Medicaid  agencies  will  be  required  to  exclusively 
use  and  accept  the  AMA-developed  standard  health  insurance 
claim  form,  "Standard  Form  HCFA  1500."  This  form  is  already 
required  by  Medicare  and  various  other  insurance  programs. 
Physicians  are  urged  to  be  prepared  by  arranging  for  an  ample 
supply  of  forms  prior  to  the  dealine. 

The  Funeral  Directors  Association  reminds  Kansas  physicians 
that  under  Kansas  regulations,  they  are  obligated  to  inform 
funeral  directors  and  others  who  are  involved  in  preparation 
of  a dead  human  body  of  any  known  disease  that  might  be  com- 
municable or  in  any  way  constitute  a threat  to  those  who 
handle  the  body.  This,  of  course,  applies  to  AIDS.  When 
death  has  occurred  from  any  unusual  and  highly  communicable 
disease,  the  body  will  be  handled  and  prepared  under  strict 
quarantine  regulations. 


HEALTH  RESEARCH 
INSTITUTE  REPORT 


H-O-G  FOR  YOUR 
PATIENTS 


AMA  COMMUNICATIONS 
CONFERENCE 


CALL  FOR  PAPERS 


The  following  are  highlights  of  Health  Research  Institute's 
fourth  biennial  Health  Care  Cost  Containment  Survey,  as 
reported  in  the  July  issue  of  Health  Care  News  published  by 
the  Kansas  Employer  Coalition  on  Health,  Inc. 

• Employers'  medical  care  cost  per  employee  increased  12.1% 
between  1983  and  1984.  The  retiree  segment  increased  28.8% 
during  the  same  period. 

• Fully  insured,  carrier-administered  arrangements  declined 
steadily  from  45%  in  1979  to  14.5%  in  1985. 

• 70%  of  employers  do  not  receive  (from  carriers  and  admin- 
istrators) any  basic  reports  of  cost-containment  savings. 

• Hospital  days  and  admissions  were  down,  but  the  per-capita 
rate  of  surgeries  (up  19%)  and  physician  visits  (up  38%) 
increased  substantially  between  1982  and  1984. 

Survey  figures  reveal  that,  for  the  years  1979  through  1985, 
significant  health  care  cost  savings  were  realized  by  those 
employers  who  actively  sought  cost  containment  in  comparison 
to  those  who  did  not. 

The  report  noted  that  "It  is  difficult  to  escape  the  conclu- 
sion that  those  active  in  cost  containment  efforts  are  being 
rewarded  for  their  efforts  (to  the  extent  of  approximately 
30%  of  cost) . " 

The  Sugarfree  Center's  HEALTH-O-GRAM  (H-O-G)  is  a newsletter 
distributed  nationally  without  cost  to  diabetics  and  health 
professionals.  The  name  H-O-G  is  both  an  acronym  for  HEALTH- 
O-GRAM  and  a tribute  to  all  the  pigs  that  have  contributed 
their  pancreases  for  the  production  of  insulin  since  its 
discovery  in  1921. 

The  Sugarfree  Center  will  send  a free  copy  of  H-O-G  to  anyone 
who  requests  it.  Write  to  them  at  P.O.  Box  114,  Van  Nuys  CA 
91408,  or  call  them  at  818-994-1093.  Further  information 
about  the  Sugarfree  Center  is  also  available. 

The  many  difficult  issues  that  face  the  medical  profession 
provide  unlimited  opportunities  for  communications  activities. 
Share  your  thoughts  and  your  creative  efforts  with  your 
colleagues  at  the  second  annual  National  Communications 
Conference,  October  23-25,  1986,  Ambassador  West  Hotel, 
Chicago.  Registration  materials  will  be  available  in  the 
near  future. 

KANSAS  MEDICINE  welcomes  accounts  of  your  clinical  experience, 
research,  and  literature  searches  to  help  keep  Kansas  physi- 
cians on  the  cutting  edge  of  medical  practice.  Send  your 
manuscripts  to  KANSAS  MEDICINE,  1300  Topeka,  Topeka  KS  66612. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"“ 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  fol  lowi  ng  day 

Psychiatrist 

California 


. appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 

Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12:69]- 
697  Jul-Aug  1977  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8. 356-363,  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  /9. 576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:1 6\ -166,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchl  MR; 
J Am  GenofrSoc  27  541 -546,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl;  Clin  Pharmacol  r/re/" 2/  355-361, 

Mar  1977 


brand  of 

flurazepam  FICI/Roche  (jy 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedofion,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase:  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI, 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfie 
Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  mkning. ' ® And  you're  satisfied  by  the  exceptional! 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol.  ' 

Please  see  preceding  page  far  summary  cf  prcduct  informaticn. 

E3ALMANE 

' brand  of 
flurazepam  HCI/Roche  (E 

sleep  that  satisfies 


[ilSI 


SR  1-S<fj2009 

uNiu  OF  hedical  center 

SERIAL.S  LIBRARIAN  ^024357 

SAN  FRANCISCO  CA  94143-0S40 


The  Kansas  Medical  Society 

MEMBERSHIP 

DIRECTORY 


1986 


KANSAS  MEDICINE 


• The  Journal  Of  The  Kansas  Medical  Society  • 


Volume  87,  Number  8,  August  1986 

Contents 

Special  Issue:  1986  Membership  Directory 


Administrative  Directory  2 

AIDS  Alternate  Test  Sites  & Hotline  7 

Alphabetical  Listing  of  Membership  41 

AMA  Principles  of  Medical  Ethics  4 

Codes; 

Medical  Schools  36 

Medical  Specialties  52 

Component  Medical  Societies  18 

Genetic  Counseling  Centers  34 

Handicapped  Children  Referral  21 

Hospitals: 

General  27 

Home  Health  Agencies  31 

Poison  Control  Centers  30 

State  Institutions  30 

Veteran  & Military  30 

Impaired  Physician  Program  Directory  8 

Information  for  Authors  8 

Kansas  Medical  Society: 

Committees  14 

Councilors  & Alternates  14 

Officers  10 

Staff  12 

Legislative  Contacts  16 

Map  of  County  Medical  Societies  & Council  Districts  5 

Physician  Directory  35 

Physician  Distribution  by  Cities  53 

Related  Organizations  22 

Resident  Section  Membership  114 

Specialty  Societies  24 

Student  Section  Membership  115 

Workers’  Compensation  Audit  Hints  13 


Editorial  Board 

David  E.  Gray,  M.D.,  Editor 
M.  Martin  Halley,  M.D. 
Donald  R.  Pierce,  M.D. 
John  A.  Segerson,  M.D. 
Howard  N.  Ward,  M.D. 
Jack  D.  Walker,  M.D. 
Robert  T.  Manning,  M.D. 

Staff 

Val  Braun,  M.P.A., 
Managing  Editor 

Eleanor  Bell, 
Production  Editor 

Jeremy  Slaughter, 
Business  Manager 


94i^On>mCiiiO*l  jpA, 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Authors  are 
urged  to  carefully  check  manuscripts  and  gal- 
ley proof  for  errors  that  could  result  in  inaccu- 
rate information. 

KANSAS  MEDICINE  will  print  a max- 
imum of  ten  references;  if  more  than  ten  are 
listed,  the  author(s)  may  designate  the  ten 
most  significant  to  be  printed  and  readers  will 
be  referred  to  the  author(s)  for  the  complete 
list. 

Illustrative  material  must  be  identified  by 
referral  number  and  be  accompanied  by  a 
short  legend.  Photos  should  be  black  and 
white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the 
cost  of  B/W  engravings,  cuts,  and  tables  for 
two  units.  A unit  is  defined  as  V*  page.  The 
author(s)  will  be  billed  for  additional  units  at 
cost. 


KANSAS  MEDICINE  (ISSN  8755-0059)  is  published  monthly  by  the  Kansas  Medical  Society,  1300  Topeka  Avenue,  Topeka  KS  66612.  KMS  i 
membership  includes  a one-year  subscription  for  which  $15  is  allocated  from  each  member’s  dues.  Rates  to  others:  $40/yr  domestic;  $45/yr  ■ 
foreign.  Printed  by  The  Ovid  Bell  Press,  Inc.,  Fulton  MO.  Second  class  postage  paid  at  Topeka  KS  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  KANSAS  MEDICINE,  1300  Topeka  Avenue,  Topeka  KS  66612. 

Indexed  in  Hospital  Literature  Index  and  Index  Medicus.  Available  through  University  Microfilms.  Listed  in  CCIClinical  Practice.  Search  '• 
Resource  for  Institute  for  Medical  Information,  Inc.,  and  Medical  Search,  Inc. 

Copyright  1986  by  the  Kansas  Medical  Society.  Permission  to  reproduce  materials  published  herein  must  be  obtained  from  KANSAS 
MEDICINE  and  the  author(s).  Although  effort  is  made  to  publish  only  accurate  articles  and  legitimate  advertisements,  KANSAS  MEDICINE  j 
denies  legal  responsibility  for  statements,  opinions  or  advertisements  appearing  under  the  names  of  contributors  or  concerns.  Address  all  I 
correspondence  to:  KANSAS  MEDICINE,  1300  Topeka  Avenue,  Topeka  KS  66612. 


ESWL  is  Now  Available  in  Tulsa  for  Your  Patients 


The  Kidney  Stone  Center  at  St.  John  Medical  Center 
pulverizes  stones  WITHOUT  invasive  surgery  and  gets 
patients  back  on  their  feet  in  a matter  of  days. 


Extracorporeal  Shock  Wave  Litho- 
tripsy, or  ESWL,  has  arrived  at  the 
Kidney  Stone  Center  at  St.  John 
Medical  Center.  This  noninvasive 
method  of  treating  kidney  stones  is 
safer,  less  painful,  less  expensive 
and  allows  a quicker  return  to  normal 
lifestyle  than  other  techniques. 


KIDNEY 

STONE 

CENTER 


IP  ST.  JOHni  MEDICAL  CEIUTER 

In  Tulsa  744-2073,  In  Oklahoma  1-800-722-9007 
Outside  Oklahoma  1-800-331-9102 


We  are  anxious  to  serve  you  and 
your  patients  in  every  way  we  can. 
May  we  start  by  providing  you  with 
more  information?  Please  mail  the 
attached  form  or  call  us  toll-free  to 
receive  informative  brochures  on 
ESWL  for  yourself  and  your  patients 


Please  send  me  the  ESWL  physician 
information  brochure  and copies  of 


the  patient  information  brochure. 
Name 


Address 
City 


State 


Zip. 


Mail  to:  The  Kidney  Stone  Center  at  St.  John 
Medical  Center,  1923  South  Utica,  Tulsa, 
Oklahoma  74104,  or  call  In  Tulsa  (918)  744-2073 
or  Toll-Free:  In  Oklahoma  1-800-722-9007, 
Outside  Oklahoma  1-800-331-9102. 
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AMERICAN  MEDICAL  ASSOCIATION 


Principles  of 
MEDICAL  ETHICS 

Preamble: 

The  medical  profession  has  long  subscribed  to  a body  of  ethical 
statements  developed  primarily  for  the  benefit  of  the  patient.  As  a 
member  of  this  profession,  a physician  must  recognize  responsibility 
not  only  to  patients,  but  also  to  society,  to  other  health  professionals, 
and  to  self.  The  following  Principles  adopted  by  the  American  Medical 
Association  are  not  laws,  but  standards  of  conduct  which  define  the 
essentials  of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent  medical  service 
with  compassion  and  respect  for  human  dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  colleagues , and  strive 
to  expose  those  physicians  deficient  in  character  or  competence,  or 
who  engage  in  fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a responsibility  to 
seek  changes  in  those  requirements  which  are  contrary  to  the  best 
interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues,  and  of 
other  health  professionals,  and  shall  safeguard  patient  confidences 
within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance  scientific 
knowledge,  make  relevant  information  available  to  patients,  col- 
leagues, and  the  public,  obtain  consultation,  and  use  the  talents  of 
other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient  care,  except 
in  emergencies,  be  free  to  choose  whom  to  serve,  with  whom  to 
associate,  and  the  environment  in  which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  participate  in  activities 
contributing  to  an  improved  community. 

Adopted  by  the  A.M.A.  House  of  Delegates 
July  20-24,  1980 
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i CONTROL 
ACID  RAIN 

with  once-a-night 
h.s.th&rapy  R>r acUw 
duodeiuri  tricers 
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Now,  one  tablet  at  bedtime 

Contvls  nocturne  add 
to  rdie¥e  pain  and  heal 
duodend  ulcers 

Heals  active  duodena!  ulcers  after  4 weeks 
in  most patients^^ 


ZANTAC  300  mg  h.s.  270/320 

ZANTAC  150  mg  b.  i.  d.  292/345 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.i.d.  (92%)  than  with.ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b/LdZ 


84% 

85%o 
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ZSiOtSCM 

mnitidine  HCI/Glaxo  300 mg  tablets 


Once-daify  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg b.Ld^-^ 

Headache— sometimes  severe— has  been  reported.  Rare  effects  on  the  CNS,  cardiovas- 
cular, Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioa  vai lability  of  certain  medications  whose 
absorption  is  dependent  On  a low  gastric  pH  . 

may  be  altered  when  ZANTAC  or  other  medica-  ^ 

tions  which  decrease  gastric  acidity  are 
administered.  i 


Glaxo/<^ 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


*tt  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heat  ulcers. 
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IN  ACTIVE  DUODENAL  ULCERS 

Once~a~ni0tt  h.s.  therapy 
controls  acid  rain 


rnnitidineHCl/Glaxosoorrgtams 


Now. . . two  effective 
regimens  to  treat  active 
duodenai  uicers 


References;  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colin-Jones  DG,  Gear  R et  al:  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984;2:274- 
275.  3.  Colin-Jones  DG,  Ireland  A,  Gear  R etal:  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984;  77 
(suppi  5B):116-122. 


ZANTAC’  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC’  300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

INDICATIONS  AND  USAGE:  ZANTAC’  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodena  I ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  for  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC®  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  Ealse-positive  tests  for  urine  protein  with 
Multistix*  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sultosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  ot  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  {Salmo- 
nella, E coll)  tor  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients;  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups. 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIONS;  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC®.  The  relationship  to  ZANTAC)  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice. 

Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  ot  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  ot  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
OVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage.  The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD50  values  in  rat  and  mouse  were  83  and 
77  mg/kg,  respectively. 

DOSAGE  AND  ADMINISTRATION;  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC®,  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequency  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi- 
alysis reduces  the  level  of  circulating  ranitidine.  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED;  ZANTAC®  150  Tablets  (ranitidine  hydrochloride 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  embossed  with 
"ZANTAC  150”  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC®  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed 
with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  unit  dose 
packs  of  100  tablets  (NDC  0173-0393-47). 

Store  between  15°  and  30°C  (59°  and  86°F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 

Glaxo 

Glaxo  Inc. 

Research  Triangle  Park,  NC  27709 


©1986,  Glaxo  Inc. 
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Physicians  ajfi Hated  with  neighboring  societies. 


octor- 
Lawyer? 


Today's  physician  may  suffer  from 
occupational  confusion.  Certainly,  with 
malpractice  suits  so  frequent,  and  dare  we 
say  "popular",  it's  no  wonder  that  physicians 
today  find  themselves  half  doctor-half  lawyer. 

At  Medical  Defense  Insurance  Company, 
we  feel  that  if  you  were  trained  in  the 
healing  arts,  that's  what  should  concern  you, 
not  the  practice  of  law.  That's  why  MDl  offers 
comprehensive  protection  against 
malpractice  suits.  Should  you  receive  an 
unmerited  claim,  we'll  fight  it  for  you. 

Because  MDl  answers  only  to  physicians,  we 
have  a thorough  understanding  of  the  needs 
and  legal  defenses  of  today's  doctor. 

Call  us  and  let's  talk  about  protection  for 
your  career.  With  MDl,  you'll  probably  spend 
a lot  more  time  practicing  medicine . . . and, 
a lot  less  time  in  court. 


IVIcdical  Defense 
^ Insurance  Company 

? 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2840  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 

Call  TOLL  FREE  1-800-641-4037 


KANSAS 

HTLV-III/LAV  ANTIBODY  ALTERNATE  TEST  SITES 

Agency 

Address 

Phone  # 

Contact  Person 

SEK  Multi  County  H.D. 
Allen  County 

221  South  Jefferson 
lola,  Kansas  67749 

(316)  365-2191 

Collene  or  Carol 

Barton  County  H.D. 

1410  Polk 

Great  Bend,  Kansas  67530 

(316)  793-7879 

Marilyn  or  Pam 

SEK  Multi  County  H.D. 
Bourbon  County 

Courthouse 

Fort  Scott,  Kansas  66701 

(316)  223-4464 

Wilma  or  Shirley 

Dodge  City  Family 
Planning  Clinic 

Box  1152 

Dodge  City,  Kansas  67801 

(316)  225-1933 

Twila 

Ellis  County  H.D. 

Courthouse-Room  119 
Hays,  Kansas  67601 

(913)  625-2013 

Mary 

Grant  County  H.D. 

Courthouse- 108  S.  Glenn 
Ulysses,  Kansas  67880 

(316)  356-1545 

Sharon 

Johnson  County  H.D. -Mission 

6000  Lamar,  Room  140 
Mission,  Kansas  66202 

(913)  791-5660 

Jane 

Johnson  County  H.D. -Olathe 

205  S.  Fleming  Drive 
Olathe,  Kansas  66061 

(913)  782-9400 

Frances 

Junction  City-Geary  County  H.D. 

1 19  East  9th  Street 
Junction  City,  Kansas  66441 

(913)  762-5788 

Troy  or  Charlotte 

Labette  County  H.D. 

Box  786,  S.  Highway  59 
Parsons,  Kansas  67537 

(316)  421-4350 

Terri  or  Betty 

Lyon  County-Emporia  City  H.D 

802  Mechanic 
Emporia,  Kansas  66801 

(316)  342-4864 

Any  Nurse 

Montgomery  County  H.D. 

604  Union 

Coffeyville,  Kansas  67337 

(316)  251-4210 

Ruby 

Pawnee  County  H.D. 

Courthouse 

Lamed,  Kansas  67550 

(316)  285-6963 

Barbara 

Rawlins  County  H.D. 

Courthouse 

Atwood,  Kansas  67730 

(913)  626-3968 

Wynemah 

Reno  County  H.D. 

209  W.  2nd 

Hutchinson,  Kansas  67501 

(316)  663-6721 

Any  Nurse 

Riley  County-Manhattan  H.D. 

2030  Tecumseh  Road 
Manhattan,  Kansas  66502 

(913)  776-4779 

Kim,  Judy  or 
Kathy 

Salina-Saline  County  H.D. 

300  West  Ash 
Salina,  Kansas  67401 

(913)  827-9376 

Marilyn 

Topeka-Shawnee  County  H.D. 

1615  West  8th 
Topeka,  Kansas  66601 

(913)  233-5141 

Virginia 

Wichita-Sedgwick  County  H.D. 

1900  East  9th 
Wichita,  Kansas  67214 

(316)  268-8441 

Glenda  or  Cynthia 

Kansas  AIDS  Hotline 
1-800-232-0040 


A recorded  message  updated  continually  by 
the  Kansas  Department  of  Health  and  Environment. 
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IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 


For  information  concerning  the  Impaired  Phy- 
sician Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contacat  the  KMS  office  or  the  contact 
person  in  your  area.  All  information  and  iden- 
tities will  be  held  in  strictest  confidence,  and  the 
caller  need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita  ..  316/685-8231 


John  A.  Billingsley, 

Olathe 913/782-1855 

Victor  H.  Hildyard  II,  Colby...  913/462-3332 
Connie  M.  Marsh,  Halstead....  316/835-3435 

James  I.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City  — 316/276-7689 

Don  R.  Tillotson,  Ulysses 316/356-1261 

Donald  R.  Tucker,  Lawrence  ..  913/354-5275 


Virginia  L.  Tucker,  Topeka ....  913/862-9360 

Ext.  215 


Nancy  J.  Welsh,  Topeka 913/354-5240 

Jackie  Burnett,  R.N., 

Halstead 316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 


Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible. 

The  author  is  responsible  for  all  statements, 
including  changes  made  by  the  copy  editor. 
Manuscripts  are  received  with  the  explicit 
understanding  that  they  are  not  simultaneously 
under  consideration  by  any  other  publication.  ; 
Publication  elsewhere  will  be  subsequently  au-  . 
thorized  at  the  discretion  of  the  editor. 

The  galley  proof  is  for  correction  of  | 
ERRORS;  rewriting  of  material  must  be  done  | 
prior  to  submission.  Authors  are  urged  to  care-  : 
fully  check  manuscripts  and  galley  proof  for  | 
errors  that  could  result  in  inaccurate  informa-  j 
tion.  i 

Drugs  should  be  referred  to  by  generic  ‘ 
names;  trade  names  may  follow  in  parentheses  ;• 
if  useful.  All  units  of  measure  must  be  given  | 
in  the  metric  system.  j 

Kansas  Medicine  will  print  a maximum  of 
ten  references.  All  applicable  references 
should  be  marked  by  superscripts  in  the  text  in 
the  order  cited.  If  more  than  ten  sources  are 
cited,  the  author  should  designate  the  ten  most  ' 
significant  to  be  printed,  and  readers  will  be  , 
referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accompa- 
nied  by  a short  legend.  Photos  should  be  black 
and  white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not  dupli- 
cate, the  text.  ; 

Kansas  Medicine  will  assume  the  cost  of  ; 
B/W  engravings , cuts , and  tables  for  two  units . : 
A unit  is  defined  as  'A  page.  The  author(s)  will  j 
be  billed  for  additional  units  at  a cost. 

A reprint  order  form  with  a table  showing  ; 
estimated  cost  will  be  sent  with  the  galley  ; 
proof.  Reprints  must  be  ordered  by  the  author 
through  Kansas  Medicine,  and  will  be  billed  : 
to  the  author  following  shipment  of  the  order . 
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WITH  A MEDICAL  SERVICE  BUREAU, 
YOU’RE  PAYING  FOR  AN  IDEA 
WHOSE  TIME  HAS  PAST. 


The  accounting  and  information  flow  of  a medical  office  has 
advanced  well  beyond  the  days  of  ledger  books  with  quill  and 
ink.  And  now,  Datamerica  has  advanced  procedures  beyond 
the  efforts  of  medical  service  bureaus  as  well. 

The  Datamerica  Clinic  Financial  Management  System 
(CFMS)  controls  receivables,  prepares  insurance  claims  (as 
an  option,  it  can  process  claims  electronically),  maintains 
account  histories  and  handles  patient  scheduling  and 
reminders  for  clinics  and  hospital  based  physicians.  And  the 
CFMS  can  be  customized  to  fit  as  closely  as  possible  to  a 
physician’s  own  unique  requirements. 

Unlike  service  bureaus,  CFMS  allows  instant  access  to  all 
information,  producing  updated  reports  whenever  needed. 

Whafs  more,  it  can  do  all  of  this  for  less  than  1/2  the  cost 
of  what  most  service  bureaus  charge  on  a monthly  basis. 

For  more  detailed  information  on  how  the  Datamerica 


Clinical  Financial  Management  System  can  take  your  office 
procedures  out  of  the  past  and  into  the  future,  complete  and 
return  the  coupon  below. 


coRPORarion  11201  W.  59th  Terrace 

Shawnee,  Kansas  66203 
913/268-3003 


I 

I I am  interested  in  more 

I information  about  the  Datamerica 

■ Clinic  Financial  Management 
’ System  (CFMS). 

I Name 


11201  W,  59th  Terrace 

Shawnee,  Kansas  66203  913/268-3003 


Firm 

Number  of  Physicians 
Address 


City State  . 

Zip Phone 


L 


J 


The  Kansas  Medical  Society  — 1986-1987 

OFFICERS 


Franklin  G.  Bichlmeier 

Kansas  City 
President 


Donald  W.  Hatton 

Lawrence 
President  Elect 


Terry  L.  Poling 

Wichita 

First  Vice  President 


Alex  Scott 

Junction  City 
Second  Vice  President 
AMA  Delegate 


Clair  C.  Conard 

Garden  City 

Immediate  Past  President 


Katherine  Pennington 

Wichita 

Constitutional  Secretary 


Roger  D.  Warren 

Hanover 

Treasurer 
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w 


David  E.  Gray 

Topeka 

Editor 


G.  Rex  Stone 

Manhattan 

Speaker 


Edwin  D.  Rathbun 

Liberal 
Vice  Speaker 


Jimmie  A.  Gleason 

Topeka 

AMA  Delegate 


Lew  W.  Purinton 

Wichita 
AMA  Delegate 


Linda  D.  Warren 

Hanover 
AMA  Delegate 


Kermit  G.  Wedel 

Minneapolis 
AMA  Delegate 


F.  Calvin  Bigler 

Garden  City 
AMA  Alternate 


Warren  E.  Meyer 

Wichita 
AMA  Alternate 


Stephen  F.  Miller 

Parsons 

AMA  Alternate 
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STAFF 


Jerry  Slaughter 

Executive  Director 


Wayne  Stratton 

Legal  Counsel 


Val  Braun 

Associate  Executive  Director 


Gary  Caruthers 

Director  of  Administrative 
and  Member  Services 


Marsha  Hutchison 

Director  of  Public  Affairs 


Nancy  Bronaugh 

Secretary 


Donna  Decker 

Secretary 


Ramona  Perez 

Membership  Secretary 


Eleanor  Bell 

Production  Editor 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.Jhe  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


In  Hypertension*. . . 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renai  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  alterea),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazitfes. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BHS-DZ:L42 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions).  — 


Potassium-  Sparing 

The  unique 
red  and  white 
Dyazide®  capsule: 
\6ur  assunuice  of 
SK&F  qualin: 

DfXAZroE* 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 

— ^ 

a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


'.PSK&FCo.,  1983 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Cedor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  Influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications;  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions;  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs’  test 

• Ealse-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Eehling’s  solution  and 
Clinitest " tablets  but  not  with  Tes-Tape'"’ 
(glucose  enzymatic  test  strip,  Lilly) 

©1986,  ELI  LILLY  AND  COMPANY  (060485LR] 
Additional  inlomalion  available  to  the 
profession  on  request  from  Eli  Lilly  and 
Company.  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 


600332 


YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


Workers’  Compensation 
Insurance 


W 


MID-AMERICA  COMPUTING,  INC, 


OUR 

= - 

COMPUTER 

2T 

POWER!! 

■A 

• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

• We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  ...  You  will  be 

pleasantly  surprised. 


!□  Please  contact  me  for  a demonstation. 

1 

□ Please  send  me  a brochure. 

Name Title 

Practice  Name 

I 

j Telephone 

Address 

City State Zip. 


k MID-AMERICA 

^ COMPUTING,  INC. 

1-800-432-0326 

12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOOD  LAWN,  WICHITA,  KS  67208 
(316)  683-8521 


Helpful  Hints 
on 

Audit  Procedures 

At  the  expiration  date  of  your  policy  year,  an  audit  is 
made  by  the  insurance  company  to  determine  the 
actual  payroll  amounts,  or  other  exposures  during  the 
year.  Following  this  audit,  an  adjustment  may  be  made 
that  will  require  additional  premium  or  a return  or 
credit  will  be  ordered.  The  following  are  five  tips  to 
assist  you  in  preparing  for  an  audit.  The  following 
sources  will  help  the  auditor: 

1 . Payroll  journal  providing  monthly  totals  and  divi- 
sion of  payroll  by  type  of  work  performed. 

2.  Individual  earning  records  indicating  the  type  of 
work  performed.  Gross  payroll  should  be  totaled  by 
the  quarter. 

3.  Separate  record  of  overtime  shown  by  employee 
and  totaled  by  class  of  work  for  the  policy  term 
involved.  (Premium  for  Workers’  Compensation  is 
based  on  straight  time  pay  for  all  hours  worked  and 
does  not  include  Vi.  extra  pay  for  overtime.)  (Not 
applicable  in  Delaware,  Pennsylvania,  and  Utah.) 

4.  Certificates  of  Workers’  Compensation  Insurance 
for  all  insured  sub-contractors. 

5.  Social  Security  (Form  941)  and  State  Unemploy- 
ment Compensation  quarterly  returns. 

Our  auditors  are  instructed  to  inform  you  of  the  date 
they  intend  to  call  on  you  or  to  arrange  in  advance  for  a 
convenient  time.  To  assure  accurate  assignment  of 
your  payroll  to  the  proper  classes,  it  is  wise  for  you  to 
arrange  to  have  someone  in  your  organization  familiar 
with  employee  job  assignments  available  to  work  with 
our  auditor  during  the  course  of  the  audit. 

If  your  records  are  kept  by  an  outside  accounting 
firm,  make  certain  the  accountants  are  aware  of  the 
impending  visit  by  the  auditor  so  they  will  have  your 
records  available  when  needed.  In  the  event  the 
accountant  is  not  well  informed  regarding  the  duties  of 
various  employees,  you  may  wish  to  brief  him/her  in 
advance  of  the  auditor’s  visit. 

In  the  audit  of  your  payroll  for  final  billing  purposes, 
you  need  to  determine  that  the  payroll  of  individual 
employees  is  assigned  to  the  appropriate  rating  classi- 
fication. This  assures  that  you  will  be  paying  the  cor- 
rect premium. 

Annual  premiums  in  excess  of  a specified  amount 
qualify  for  a discount  which  varies  by  state  and  also  by 
the  amount  of  premium  needed  to  be  eligible  for  the 
discount.  Contact  your  sales  representative  if  you  have 
any  questions  about  discounts  or  classifications. 

-I- 
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The  Kansas  Medical  Society  — 1986-1987 


District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
District  10 
District  11 
District  12 
District  13 
District  14 
District  15 
District  16 
District  17 
District  18 
District  19 


COUNCILORS  AND  ALTERNATES 

Wayne  O.  Wallace,  Jr.,  Atchison;  Andres  Grisolia,  Leavenworth 

Richard  A.  Gruendel,  Kansas  City;  Louis  M.  Culp,  Kanasas  City 

James  G.  Bridgens,  Kansas  City;  Douglas  M.  Whitley,  Shawnee  Mission 

Kent  J.  Cooper,  Pittsburg;  Stephen  F.  Miller,  Parsons 

^ y Frank  C.  Lyons,  Jr.,  Manhattan;  Rex  R.  Fischer,  Manhattan 

Robert  D.  Parman,  Topeka;  Joan  Sehdev,  Topeka, 

..'.....John  P.  Brockhouse,  Emporia;  Jimmie  L.  Browning,  Cottonwood  Falls 
Newton  C.  Smith,  Arkansas  City;  Benjamin  E.  White  II,  El  Dorado 

■“' David  H.  Clark,  Salina;  Mark  G.  Bell,  Salina 

Richard  A.  Siemens,  Lyons;  Varden  J.  Loganbill,  Moundridge 

” Clifton  C.  Schopf,  Wichita;  James  A.  Loeffler,  Wichita 

L.  Theil  Bloom,  Kingman;  Joel  T.  Weigand,  Wellington 

^ ' ' ' ’ Victor  M.  Eddy,  Hays;  L.  William  Hailing,  Hays 

Wendale  E.  McAllaster,  Great  Bend;  Donald  L.  Wikoff,  Great  Bend 

Edwin  D.  Rathbun,  Liberal;  Richard  L.  Nevins,  Liberal 

John  R.  Neuenschwander,  Hoxie;  J.  Rand  Neuenschwander,  Hoxie 

Don  R.  Tillotson,  Ulysses 

’ y David  A.  Leitch,  Garnett;  Stephen  W.  Myrick,  Lawrence 

’ Tell  B.  Copening,  lola;  Kenneth  L.  Knuth,  Independence 


1986-87  KMS  Committees 


Aging 

Kenneth  L.  Derrington,  Shawnee  Mission,  Chairman 

John  L.  Nieman,  Shawnee  Mission 

Alex  Scott,  Junction  City 

Arthur  D.  Snow,  Jr.,  Shawnee  Mission 

Marvin  D.  Snowbarger,  Emporia 

Douglas  L.  Young,  Wichita 

Diane  Sanders  (J.  Alan),  Lawrence 

Continuing  Medical  Education 

Donald  W.  Hatton,  Lawrence,  Chairman 

James  J.  Bergin,  Kansas  City 

Robert  W.  Brown,  Salina 

John  Cecil  III,  Hays 

Clair  C.  Conard,  Dodge  City 

Louis  M.  Culp,  Kansas  City 

Wilmer  A.  Harms,  Halstead 

Erwin  T.  Janssen,  Topeka 

Joseph  C.  Meek,  Jr.,  Wichita 

Stephen  F.  Miller,  Parsons 

John  B.  Nelson,  Shawnee  Mission 

John  R.  Neuenschwander,  Hoxie 

Lew  W.  Purinton,  Wichita 

Ralph  R.  Reed,  Lawrence 

Ted  Warren,  Topeka 

Patricia  Meier,  UKSM-Kansas  City 


Credentialing 

D.  W.  Bell,  Shawnee  Mission,  Chairman 
William  J.  Ciskey,  Eureka 
Edwin  L.  Petrik,  Topeka 

Editorial  Board 

David  E.  Gray,  Topeka,  Chairman 
M.  Martin  Halley,  Topeka 
Robert  T.  Manning,  Wichita 
Donald  R.  Pierce,  Topeka 
John  A.  Segerson,  Topeka 
Jack  D.  Walker,  Kansas  City 
Howard  N.  Ward,  Topeka 

Governing  Council  — HMSS 

Terry  L.  Poling,  Wichita,  Chairman 

David  W.  Bouda,  Hutchinson 

Jimmie  L.  Browning,  Cottonwood  Falls 

Tell  B.  Copening,  lola 

Richard  B.  Darr,  Shawnee  Mission 

Kenneth  L.  Derrington,  Shawnee  Mission 

Donald  D.  Goering,  Coldwater 

Richard  A.  Gmendel,  Kansas  City 

George  W.  Marshall,  Salina 

Warren  E.  Meyer,  Wichita 

Richard  V.  Ohmart,  Oakley 
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Charles  S.  Reeves,  Fort  Scott 
Thomas  F.  Taylor,  Salina 
Roger  D.  Warren,  Hanover 
Kermit  G.  Wedel,  Minneapolis 
Douglas  L.  Young,  Wichita 

Healing  Arts  Board  Liaison 

Franklin  G.  Bichlmeier,  Kansas  City,  Chairman 

Clair  C.  Conard,  Dodge  City 

Edward  J.  Fitzgerald,  Wichita 

Donald  W.  Hatton,  Lawrence 

John  B.  Hiebert,  Topeka 

Gordon  E.  Maxwell,  Salina 

Terry  L.  Poling,  Wichita 

Forrest  Pommerenke,  De  Soto 

Alex  Scott,  Junction  City 

David  Waxman,  Shawnee  Mission 

Health  & Environment  Liaison 

Richard  Meidinger,  Topeka,  Chairman 
Kevin  P.  Kennally,  Sabetha 
Carol  A.  Moddrell,  Lawrence 
Edwin  L.  Petrik,  Topeka 

Impaired  Physicians 

Ivan  E.  Rhodes,  Wichita,  Chairman 

Elizabeth  Alexander,  Wichita 

John  A.  Billingsley,  Jr.,  Olathe 

Victor  H.  Hildyard  II,  Colby 

Connie  M.  Marsh,  Halstead 

James  I.  Morgan,  Wichita 

W.  Eugene  Myers,  lola 

Timothy  M.  Scanlan,  Wichita 

Alex  Scott,  Junction  City 

Richard  A.  Siemens,  Lyons 

Max  E.  Teare,  Garden  City 

Don  R.  Tillotson,  Ulysses 

Donald  R.  Tucker,  Lawrence 

Virginia  L.  Tucker,  Topeka 

Nancy  Welsh,  Topeka 

Dianne  L.  Lessin,  UKSM-Kansas  City 

Jackie  Burnett  (Dean),  Halstead 

Judicial 

Newton  C.  Smith,  Arkansas  City,  Chairman 

Joy  V.  Bliss,  Olathe 

Maurice  R.  Cashman,  Jr.,  Topeka 

Herman  W.  Hiesterman,  Quinter 

Ward  A.  McClanahan,  Wichita 

John  H.  Rempel,  Wichita 

David  Waxman,  Kansas  City 

Susan  K.  Warden,  UKSM-Kansas  City 

Legislative 

Jimmie  A.  Gleason,  Topeka,  Chairman 
Kenneth  M.  Boese,  Manhattan 
David  W.  Bouda,  Hutchinson 
Jerry  B.  Cohlmia,  Wichita 
Robert  L.  Coleman,  Shawnee  Mission 
Raymond  S.  Freeman,  Salina 
James  D.  Gardner,  Manhattan 
Robert  P.  Hudson,  Olathe 


Erwin  T.  Janssen,  Topeka 
Paul  D.  Johnson,  Leavenworth 
Tom  E.  Kendall,  Wichita 
Charles  E.  Livingston,  Salina 
James  A.  Loeffler,  Wichita 
Michael  J.  McGinnis,  Dodge  City 
Ernest  W.  Mitts,  Bonner  Springs 
John  Rand  Neuenschwander,  Hoxie 
Daniel  N.  Pauls,  Parsons 
Terry  L.  Poling,  Wichita 
Michael  J.  Randles,  Wichita 
John  D.  Robinson,  Shawnee  Mission 
Larry  Rotert,  Topeka 
Joan  Sehdev,  Topeka 
Dannie  M.  Thompson,  Kansas  City 
Roger  D.  Warren,  Hanover 
David  Waxman,  Shawnee  Mission 
Steve  Braun,  UKSM-Kansas  City 
Michael  E.  Gorton,  UKSM-Wichita 
Gopi  Vasudevan,  UKSM-Wichita 
Mary  Belle  Boyd  (Z.  Rex),  Wichita 
Carol  Loeffler  (James),  Wichita 

Maternal  Health 

Rex  R.  Fischer,  Manhattan,  Chairman 
Henry  W.  Buck,  Jr.,  Lawrence 
Carl  Christman,  Jr.,  Wichita 
Jimmie  A.  Gleason,  Topeka 
John  E.  Harvey,  Emporia 
Rosemary  Harvey,  Wichita 
Robert  G.  Heasty,  Manhattan 
Joseph  W.  Hume,  Wichita 
Charles  R.  King,  Kansas  City 
William  T.  King,  Great  Bend 
Kermit  E.  Krantz,  Kansas  City 
Catherine  P.  Linn,  Kansas  City 
George  W.  Marshall,  Salina 
Michael  R.  Morrison,  Topeka 
Joseph  E.  Rich,  Topeka 
Patricia  T.  Schloesser,  Topeka 
Steven  G.  Sebree,  Salina 
Terry  A.  Tracy,  Wichita 
Linda  D.  Warren,  Hanover 
Ronald  N.  Yeomans,  Olathe 
Jeannine  Cobb,  UKSM-Wichita 
Sue  Massoth,  UKSM-Wichita 
Julie  A.  Parsons,  UKSM-Wichita 

Professional  Liability 

Jimmie  A.  Gleason,  Topeka,  Chairman 

Robert  C.  Albers,  Hays 

Larry  R.  Anderson,  Wellington 

F.  Calvin  Bigler,  Garden  City 

Donald  B.  Bletz,  Shawnee  Mission 

K.  William  Bruner,  Jr.,  Shawnee  Mission 

Clair  C.  Conard,  Dodge  City 

Herbert  Fransen,  Newton 

Keith  W.  Gallehugh,  Shawnee  Mission 

M.  Martin  Halley,  Topeka 

James  A.  Loeffler,  Wichita 

Stephen  F.  Miller,  Parsons 


Kansas  Medicine  • August  lb86  • 15 


Donald  D.  Moeller,  Kansas  City 

Richard  Nichols,  Coffeyville 

Daniel  K.  Roberts,  Wichita 

Jay  S.  Schukman,  Great  Bend 

Tom  C.  Simpson,  Sterling 

Daniel  J.  Suiter,  Pratt 

Thomas  L.  Taylor,  Shawnee  Mission 

Gregg  D.  Wenger,  Sabetha 

John  W.  Young,  Shawnee  Mission 

David  Heilman,  UKSM-Wichita 

William  R.  Murphy,  UKSM-Kansas  City 

Wayne  T.  Stratton,  Topeka 

SRS  Liaison 

Phillip  A.  Godwin,  Lawrence,  Chairman 

Stuart  C.  Averill,  Topeka 

Leslie  E.  Becker,  Kansas  City 

David  Borel,  Topeka 

Charles  A.  Isaac,  Newton 

Herman  H.  Jones,  Jr.,  Kansas  City 

William  F.  McGuire,  Wichita 

Jack  M.  Mohler,  Abilene 

Robert  W.  Parker,  Leavenworth 

Shelby  D.  Rose,  Wichita 

Dennis  L.  Ross,  Wichita 

Wayne  E.  Spencer,  Topeka 


Dannie  M.  Thompson,  Kansas  City 
Paul  E.  Young,  Topeka 

State  Meeting  Planning 

Rex  R.  Fischer,  Manhattan,  Chairman 
John  M.  Barlow,  Manhattan 
Frank  C.  Lyons,  Jr.,  Manhattan 
Ronald  D.  Mace,  Junction  City 
Alex  Scott,  Junction  City 
Kathy  Barlow  (John),  Manhattan 
Alice  Fischer  (Rex),  Manhattan 
Andrea  Mace  (Ronald),  Junction  City 

UKSM  Liaison 

Franklin  G.  Bichlmeier,  Kansas  City,  Chairman 

F.  Calvin  Bigler,  Garden  City 

James  P.  Byrne,  Jr.,  Wichita 

D.  Kay  Clawson,  Kansas  City 

Jimmie  A.  Gleason,  Topeka 

Charles  R.  Hartman,  Kansas  City 

Donald  W.  Hatton,  Lawrence 

Tom  E.  Kendall,  Wichita 

Joseph  C.  Meek,  Jr.,  Kansas  City 

Paul  L.  O’Boynick  II,  Kansas  City 

William  J.  Reals,  Wichita 

Kermit  G.  Wedel,  Minneapolis 

Michael  L.  Puckett,  UKSM-KansasCity 


To  Contact  Your  Legislators: 


U.  S.  CONGRESSIONAL  DELEGATION 


THE  PRESIDENT 


Senators: 

Robert  Dole,  14 1 Hart  Senate  Office  Bldg.,  20510. 
(202)  224-6521 

Nancy  L.  Kassebaum,  302  Russell  Senate  Office 
Bldg.,  20510.  (202)  224-4774 
Representatives: 

1.  Pat  Roberts,  1314  Long  worth  House  Office 

Bldg.,  20515.  (202)  225-2715 

2.  Jim  Slattery,  1431  Longworth  House  Office 

Bldg.,  20515.  (202)  225-6601 

3.  Jan  Meyers,  1407  Longworth  House  Office 

Bldg.,  20515.  (202)  225-2865 

4.  Dan  Glickman,  2435  Rayburn  House  Office 

Bldg.,  20515.  (202)  225-6216 

5.  Robert  Whittaker,  332  Cannon  House  Office 

Bldg.,  20515.  (202)  225-3911 
When  writing,  the  following  form  is  appropriate: 
Senators: 

Honorable  John  Doe, 

United  States  Senate 


Address 

Dear  Senator  Doe: 


Representatives: 

Honorable  John  Doe, 
House  of  Representatives 
Address 


Dear  Mr.  Doe: 


The  White  House, 

1600  Pennsylvania  Ave.,  N.W.,  20500 
(202)  456-1414 

KANSAS  LEGISLATURE 

To  write  state  Senators  and  Representatives,  the  ; 
following  addresses  may  be  used: 


Senators: 

Honorable  John  Doe 
Senate  Chambers 
State  Capitol  Building 
Topeka,  KS  66612 

Dear  Senator  Doe: 

Phone:  (913)  296-7300 

Representatives: 
Honorable  John  Doe 
House  of  Representatives 
State  Capitol  Building 
Topeka,  KS  66612 

Dear  Representative  Doe: 
Phone:  (913)  296-7500 


THE  GOVERNOF 

State  Capitol  Bldg. 
Topeka,  KS  66612 
(913)  296-3232 
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Because  the 
sands  of  time 
don’t  stop. 


Busy  professionals  need  straight  talk  on  financial  matters  such  as 
financial  planning  for  years  ahead,  counsel  on  investments  and  information 
on  retirement  options.  Our  Personal  Financial  Planning  Division  has  experts 
who  will  discuss  your  needs  with  you,  then  suggest  a program  that  will  help 
you  get  the  most  for  your  dollar. 

The  solid  reputation  of  our  Trust  Department,  with  over  200  specialists, 
can  work  to  your  advantage.  For  instance,  proper  financial  and  estate 
planning  will  include  a review  of  your  assets  and  structuring  of  your  finances 
to  minimize  taxes  and  carry  out  your  financial  wishes. 

In  short.  United  Missouri  Bank  and  our  Personal  Financial  Planning 
Division  can  be  your  source  for  good  advice  on  important  financial  matters. 
Before  much  more  sand  slips  through  the  glass,  call  us  today. 


UNITED  MISSOURI  BANKS 

Members  FDIC 


Component  Medical  Societies 

OFFICERS  — COUNCILORS 


Allen  — George  F.  DeTar,  lola,  President;  W.  Eu- 
gene Myers,  lola,  Secretary;  Tell  B.  Copening, 
lola.  Councilor;  Kenneth  L.  Knuth,  Independ- 
ence, Alternate;  District  #19 
Anderson  — David  V.  Henderson,  Garnett,  Pres- 
ident; Mildred  J.  Stevens,  Garnett,  Secretary; 
David  A.  Leitch,  Garnett,  Councilor;  Stephen  W. 
My  rick,  Lawrence,  Alternate;  District  #18 
Atchison  — James  W.  Rider,  Atchison,  President; 
John  R.  Eplee,  Atchison,  Secretary;  Wayne  O. 
Wallace,  Atchison,  Councilor;  Andres  Grisolia, 
Leavenworth,  Alternate;  District  #1 
Barton  — Jay  S.  Schukman,  Great  Bend,  Presi- 
dent; Perry  M.  Smith,  Great  Bend,  Secretary; 
Wendale  E.  Me  Allaster,  Great  Bend,  Councilor; 
Donald  L.  Wikoff,  Great  Bend,  Alternate;  Dis- 
trict #14 

Bourbon  — John  H.  Spencer,  Ft.  Scott,  President; 
Edward  W.  Braun,  Ft.  Scott,  Secretary;  Kent  J. 
Cooper,  Pittsburg,  Councilor;  Stephen  F.  Miller, 
Parsons,  Alternate;  District  #4 
Butler-Greenwood  — James  M.  Shields,  Jr.,  El 
Dorado,  President;  Sarah  Johnston,  El  Dorado, 
Secretary;  Newton  C.  Smith,  Arkansas  City, 
Councilor;  Benjamin  E.  White  II,  El  Dorado, 
Alternate;  District  #8 

Central  Kansas  — John  N.  Dorsch,  Hays,  Presi- 
dent; Mickey  Myrick,  Hays,  Secretary;  Victor  M. 
Eddy,  Hays,  Councilor;  L.  William  Hailing, 
Hays,  Alternate;  District  #13 
Clay  — Michael  W.  Good,  Clay  Center,  President; 
R.  Kevin  Bryant,  Clay  Center,  Secretary;  Frank 
C.  Lyons,  Jr.,  Manhattan,  Councilor;  Rex  R. 
Fischer,  Manhattan,  Alternate;  District  #5 
Cloud  — Patrick  G.  Wolf,  Concordia,  President; 
Earl  G.  Cornell,  Concordia,  Secretary;  David  H. 
Clark,  Salina,  Councilor;  Mark  G.  Bell,  Salina, 
Alternate;  District  #9 

Cowley  — Leland  R.  Kaufman,  Winfield,  Presi- 
dent; John  M.  Winblad,  Winfield,  Secretary; 
Newton  C.  Smith,  Arkansas  City,  Councilor; 
Benjamin  E.  White  II,  El  Dorado,  Alternate;  Dis- 
trict #8 

Crawford-Cherokee  — Modesto  S.  Gometz,  Pitts- 
burg, President;  Frederick  A.  Tweet,  Pittsburg, 
Secretary;  Kent  J.  Cooper,  Pittsburg,  Councilor; 


Stephen  F.  Miller,  Parsons,  Alternate;  District 
#4 

Dickinson  — Jack  M.  Mohler,  Abilene,  President; 
Don  H.  Berkley,  Abilene,  Secretary;  David  H. 
Clark,  Salina,  Councilor;  Mark  G.  Bell,  Salina, 
Alternate;  District  #9 

Douglas  — G.  Charles  Loveland,  Lawrence,  Pres- 
ident; Virginia  L.  Tucker,  Topeka,  Secretary; 
David  A.  Leitch,  Garnett,  Councilor;  Stephen  W. 
Myrick,  Lawrence,  Alternate;  District  #18 
Flint  Hills  — Kendall  M.  Wright,  Emporia,  Pres- 
ident; Barbara  J.  Howell,  Emporia,  Secretary; 
John  P.  Brockhouse,  Emporia,  Councilor;  Jim- 
mie L.  Browning,  Cottonwood  Falls,  Alternate; 
District  #7 

Ford  — Anupong  Chotimongkol,  Dodge  City, 
President;  Douglas  Marples,  Dodge  City,  Sec- 
retary; Edwin  D.  Rathbun,  Liberal,  Councilor; 
Richard  L.  Nevins,  Liberal,  Alternate;  District 
#15 

Franklin  — Francisco  A.  Reyes,  Jr. , Ottawa,  Pres- 
ident; Delmont  C.  Hadley,  Ottawa,  Secretary; 
David  A.  Leitch,  Garnett,  Councilor;  Stephen  W. 
Myrick,  Lawrence,  Alternate;  District  #18 
Geary  — Ronald  D.  Mace,  Junction  City,  Presi- 
dent; Mahendra  N.  Patel,  Junction  City,  Secre- 
tary; Frank C.  Lyons,  Jr.,  Manhattan,  Councilor; 
Rex  R.  Fischer,  Manhattan,  Alternate;  District 
#5 

Harvey  — Charles  C.  Craig,  Newton,  President; 
Charles  J.  Graber,  Newton,  Secretary;  Richard 
A.  Siemens,  Lyons,  Councilor;  Varden  J.  Lo- 
ganbill,  Moundridge,  Alternate;  District  #10 
Iroquois  — Mark  W.  Dion,  Ashland,  President; 
Donald  D.  Goering,  Coldwater,  Secretary;  Edwin 
D.  Rathbun,  Liberal,  Councilor;  Richard  L.  Nev- 
ins, Liberal,  Alternate;  District  #15 
Johnson  — Lunetta  M.  Pearce,  Shawnee  Mission, 
President;  Lynn  D.  Ketchum,  Shawnee  Mission, 
Secretary;  James  G.  Bridgens,  Kansas  City,  Mo., 
Councilor;  Douglas  M.  Whitley,  Shawnee  Mis- 
sion, Alternate;  District  #3 
Labette  — Chirund  Lava,  Parsons,  President;  Larry 
J.  Carey,  Parsons,  Secretary;  Kent  J.  Cooper, 
Pittsburg,  Councilor;  Stephen  F.  Miller,  Parsons, 
Alternate;  District  #4 
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Leavenworth  — Leah  J.  Stevens,  Leavenworth, 
President;  Marsha  E.  Rogers,  Leavenworth,  Sec- 
retary; Wayne  O.  Wallace,  Jr.,  Atchison,  Coun- 
cilor; Andres  Grisolia,  Leavenworth,  Alternate; 
District  #1 

McPherson  — Samuel  D.  Claassen,  McPherson, 
President;  David  T.  Dennis,  McPherson,  Secre- 
tary; Richard  A.  Siemens,  Lyons,  Councilor; 
Varden  J.  Loganbill,  Moundridge,  Alternate; 
District  #10 

Marion  — Peter  D.  Ens,  Hillsboro,  President, 
G.  George  Ens,  Hillsboro,  Secretary;  Richard  A. 
Siemens,  Lyons,  Councilor;  Varden  J.  Loganbill, 
Moundridge,  Alternate;  District  #10 
Miami  — Robert  E.  Banks,  Paola,  President;  Jack 
G.  Rowlett,  Paola,  Secretary;  David  A.  Leitch, 
Garnett,  Councilor;  Stephen  W.  Myrick,  Law- 
rence, Alternate;  District  #18 
Mitchell  — Douglas  J.  Drake,  Beloit,  President; 
Robert  A.  Dobratz,  Beloit,  Secretary;  David  H. 
Clark,  Salina,  Councilor,  Mark  G.  Bell,  Salina, 
Alternate;  District  #9 

Ninnescah  — Carl  D.  Ambler,  Pratt,  President; 
Frederick  P.  Wolff,  Pratt,  Secretary;  L.  Theil 
Bloom,  Kingman,  Councilor;  Joel  T.  Weigand, 
Wellington,  Alternate;  District  #12 
Northeast  Kansas  — Kenneth  L.  Duensing,  Blue 
Rapids,  President;  James  J.  Lueger,  Seneca,  Sec- 
retary; Wayne  O.  Wallace,  Jr.,  Atchison,  Coun- 
cilor; Andres  Grisola,  Leavenworth,  Alternate; 
District  #1 

Northwest  Kansas  — Lloyd  O.  Long,  Goodland, 
President;  Asher  W.  Dahl,  Colby,  Secretary;  John 
R.  Neuenschwander,  Hoxie,  Councilor;  J.  Rand 
Neuenschwander,  Hoxie,  Alternate;  District  #16 
Pawnee  — Ole  R.  Cram,  Jr.,  Lamed,  President; 
Thomas  D.  Ewing,  Lamed,  Secretary;  Wendale 
E.  Me  Allaster,  Great  Bend,  Councilor;  Donald 
L.  Wikoff,  Great  Bend,  Alternate;  District  #14 
Pottawatomie  — Maura  S.  Welch,  Wamego,  Pres- 
ident; Susan  F.  Engelken,  St.  Marys,  Secretary; 
Frank  C.  Lyons,  Jr.,  Manhattan,  Councilor;  Rex 
R.  Fischer,  Manhattan,  Alternate;  District  #5 
Reno  — David  W.  Bouda,  Hutchinson,  President; 
Jerome  S.  Spitzer,  Hutchinson,  Secretary;  Rich- 
ard A.  Siemens,  Lyons,  Councilor;  Varden  J. 
Loganbill,  Moundridge,  Alternate;  District  #10 
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Republic  — William  E.  Schlotterback,  Belleville, 
President;  James  A.  Ward,  Belleville,  Secretary; 
David  H.  Clark,  Salina,  Councilor;  Mark  G.  Bell, 
Salina,  Alternate;  District  #9 
Rice  — Tom  C.  Simpson,  Sterling,  President;  James 
T.  Grimes,  Lyons,  Secretary;  Richard  A.  Sie- 
mens, Lyons,  Councilor;  Varden  J.  Loganbill, 
Moundridge,  Alternate;  District  #10 
Riley  — Rudy  T.  Haun,  Manhattan,  President; 
Thomas  M.  Shields,  Manhattan,  Secretary;  Frank 
C.  Lyons,  Jr.,  Manhattan,  Councilor;  Rex  R. 
Fischer,  Manhattan,  Alternate;  District  #5 
Saline  — Kermit  G.  Wedel,  Minneapolis,  Presi- 
dent; Marvin  R.  Gunn,  Salina,  Secretary;  David 
H.  Clark,  Salina,  Councilor;  Mark  G.  Bell,  Sa- 
lina, Alternate;  District  #9 
Sedgwick  — Richard  M.  Skibba,  Wichita,  Presi- 
dent; Martha  S.  Householder,  Wichita,  Secretary; 
Clifton  C.  Schopf,  Wichita,  Councilor;  James  A. 
Loeffler,  Wichita,  Alternate;  District  #11 
Seward  — Dennis  Knudsen,  Liberal,  President;  Ed- 
mundo  C.  Estrada,  Liberal,  Secretary;  Edwin  D. 
Rathbun,  Liberal,  Councilor;  Richard  L.  Nevins, 
Liberal,  Alternate;  District  #15 
Shawnee  — David  B.  Robinson,  Topeka,  Presi- 
dent; Dennis  C.  Petterson,  Topeka,  Secretary; 
Robert  D.  Parman,  Topeka,  Councilor;  Joan  Seh- 
dev,  Topeka,  Alternate;  District  #6 
South  Central  Tri-County  — Joel  T.  Weigand, 
Wellington,  President;  John  G.  Hoffer,  Medicine 
Lodge,  Secretary;  L.  Theil  Bloom,  Kingman, 
Councilor;  Joel  T.  Weigand,  Wellington,  Alter- 
nate; District  #12 

Southeast  Kansas  — Alexander  Mih,  Humboldt, 
President;  Larry  C.  Atwood,  Independence,  Sec- 
retary; Tell  B.  Copening,  lola.  Councilor;  Ken- 
neth L.  Knuth,  Independence,  Alternate;  District 
#19 

Southwest  Kansas  — Frank  D.  Eichhom,  Garden 
City,  President;  Bruce  D.  Melin,  Garden  City, 
Secretary;  Don  R.  Tillotson,  Ulysses,  Councilor; 
District  #17 

Wyandotte  — Stephen  K.  Bubb,  Kansas  City, 
President;  J.  Ralph  Payne,  Kansas  City,  Mo., 
Secretary;  Richard  A.  Gruendel,  Kansas  City, 
Councilor;  Louis  M.  Culp,  Kansas  City,  Alter- 
nate; District  #2 
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Now  there’s  a 24-hour,  7-days-a-week 
request  line  for  you  at  Blue  Cross  and  Blue 
Shield  of  Kansas 


I 


526-2227 


TELEORDER  is  easy,  fast  and  convenient.  Use 
TELEORDER  for  prompt  service  any  time  you  need 


• Duplicate 
Remittance 
Advices 


Payment  Recaps 


Just  call  TELEORDER,  1-800-526-2227  (Topeka 
residents  may  call  232-0442)  and  answer  the 
questions  you’ll  hear. 

Your  request  will  receive  special,  prompt 
attention,  and  the  materials  you  need  will  arrive 
within  a few  days. 

That’s  TELEORDER.  . .another  way  Blue  Cross 
and  Blue  Shield  of  Kansas  is  working  for  you. 


Blue  Cross  and  Blue  Shield 


of  Kansas 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association  An  equal  opportunity  employer 


Thank  you  for  your  lo^al  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


4 


% 


^ SKSF  CO. 


TABLETS 


J-6 138  January  1986 


Statewide  Handicapped  Children’s 

Services 


S — Screening 
Dx  — Diagnosis 
Tx  — Treatment 
R — Referral 
A — Advocacy/support 


Make  A Difference  Information  Network  R 

Department  of  Education 
Department  of  Health  & Environment 
University  of  Kansas  Affiliated  Facilities 
Early  Bird  Project 

Personal  Development  Resource  Systems 
Social  & Rehabilitation  Services 

EPSDT  S,  R 

Local  health  departments  or  SRS  State  Coordinator 

Kansas  Neurological  Institute  Dx,  R 
3107  W.  21st,  Topeka  KS  66604 
Kansas  Crippled  & Chronically  111  Children’s 
Program  S,  Dx,  Tx 
Regional  Deaf-Blind  Program  R 

University  of  Kansas  Affiliated  Facilities  Dx,  Tx,  S,  R,  A 

UKSM-Kansas  City 

Lawrence 

Parsons 

Headstart  Preschools  Tx 
Public  Schools  S,  Dx,  Tx,  R,  A 

Kansas  Ass’n.  for  Retarded  Citizens  R,  A 
Parent  to  Parent,  Kansas  City  A 
Families  Together,  Lawrence  R,  A 
Kansas  Children’s  Service  League  R,  A 
State  Institutions  Dx,  Tx,  R 
Local  SRS  offices 
Private  Facilities: 

Kansas  Association  of  Rehabilitation  Facilities 
Other  individual  listings  available  through 
Kansas  Handicapped  Services  Directory 


800-332-6262 


913-296-3981 

913-296-5377 

913-862-9360 
X 455 
913-296-2062 
913-864-4570 

913-588-5926 

913-864-4950 

800-362-0390 

800-332-0105 

800-332-6262 

913-296-3866 

913-268-8200 

913-648-2317 

913-841-7241 

913-232-0543 

913-296-3774 


316-284-2330 

913-864-4570 
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Related  Organizations  — 
Officers  and  Committees 


KMS  Auxiliary 

President  — Betty  Glover  (Richard),  Newton 
President-Elect  — Phyllis  Bigler  (F.  Calvin),  Garden 
City 

1st  Vice  President  — Carol  Loeffler  (James),  Wichita 
2nd  Vice  President  — Kay  Brada  (Donald), 
Hutchinson 

Treasurer  — Li  Ying  Lee  (Song  Ping),  Topeka 
Recording  Secretary  — Linda  Ellison  (Paul),  Salina 
Corresponding  Secretary  — Nancy  Craig  (Charles), 
Newton 

KMS  Advisory  Committee  to  the  Auxiliary 

Clair  C.  Conard,  M.D.,  Dodge  City,  Chairman 

F.  Calvin  Bigler,  M.D.,  Garden  City 

Donald  R.  Brada,  M.D.,  Hutchinson 

Paul  D.  Ellison,  M.D.,  Salina 

Richard  M.  Glover,  M.D.,  Newton 

Song  Ping  Lee,  M.D.,  Topeka 

James  A.  Loeffler,  M.D.,  Wichita 

Blue  Cross  and  Blue  Shield  of  Kansas,  Inc., 
Board  of  Directors  (Physician  Members) 

Rex  R.  Fischer,  M.D.,  Manhattan,  Chairman  OB/ 
GYN 

James  F.  Burpee,  M.D.,  Wichita  U 
James  P.  Byrne,  Jr.,  M.D.,  Wichita  TS 
Charles  C.  Craig,  M.D.,  Newton  ORS 
Mark  Greenberg,  M.D.,  Topeka  R 
Merlin  G.  Kirby,  M.D.,  Great  Bend  GS 
Gershom  Mailman,  M.D.,  Wichita  ANES 
Richard  P.  Musselman,  D.O.,  Attica  GS 
Mickey  C.  Myrick,  M.D.,  Hays  FP 
Garry  L.  Porter,  M.D.,  Wichita  P 
Bradford  S.  Prokop,  M.D.,  Topeka  OPH 
Ralph  R.  Reed,  M.D.,  Lawrence  IM 
W.  Wike  Scamman,  M.D.,  Topeka  PATH 
Kirk  W.  Wanless,  M.D.,  Topeka  OTO 
Theodore  E.  Young,  M.D.,  Topeka  PD 

Kansas  Coroners  Society 

President  — Thomas  M.  Dougherty,  M.D.,  Garnett 
Vice  President  — W.  Wike  Scamman,  M.D.,  Topeka 
Secretary-Treasurer  — William  G.  Eckert,  M.D., 
Wichita 

Drug  Utilization  Review  — KMS  Component 
J.  M.  Richardson,  M.D.,  Topeka 

KaMPAC  Board  of  Directors 

Roger  D.  Warren,  M.D.,  Hanover,  Chairman 
Deloris  W.  Bell,  M.D.,  Shawnee  Mission 


John  P.  Brockhouse,  M.D.,  Emporia 
Jack  R.  Cooper,  M.D.,  Shawnee  Mission 
John  H.  Danby,  M.D.,  Wichita 
Edward  J.  Fitzgerald,  M.D.,  Wichita 
James  A.  Loeffler,  M.D.,  Wichita 
Earl  D.  Merkel,  M.D.,  Russell 
Michael  J.  Randles,  M.D.,  Wichita 
David  B.  Robinson,  M.D.,  Topeka 
Alex  Scott,  M.D.,  Junction  City 
Thomas  F.  Taylor,  M.D.,  Salina 
Caryl  Bichlmeier  (Frank),  Shawnee  Mission 
Phyllis  Bigler  (F.  Calvin),  Garden  City 
Mary  Belle  Boyd  (Z.  Rex),  Wichita 
Betty  Moore  (Robert  F.),  Caney 
Diane  Sanders  (J.  Alan),  Lawrence 

Kansas  State  Board  of  Healing  Arts 

Edward  J.  Fitzgerald,  M.D.,  Wichita 
Frederick  J.  Good,  D.C.,  Benton 
John  B.  Hiebert,  M.D.,  Topeka 
Cameron  Knackstedt,  D.O.,  Phillipsburg 
Gordon  E.  Maxwell,  M.D.,  Salina 
Betty  Jo  McNett,  Wichita 
Forrest  A.  Pommerenke,  M.D.,  De  Soto 
Harold  J.  Sauder,  D.P.M.,  Independence 
Richard  A.  Uhlig,  D.O.,  Herington 
David  Waxman,  M.D.,  Shawnee  Mission 
John  P.  White,  D.O.,  Pittsburg 
Rex  A.  Wright,  D.C.,  Topeka 

Kansas  Foundation  for  Medical  Care,  Inc. 

President  — Louis  M.  Culp,  M.D.,  Kansas  City 
Vice  President  — Richard  M.  Glover,  M.D.,  Newton 
Secretary  — Alex  Scott,  M.D.,  Junction  City 
Treasurer  — George  R.  Learned,  M.D.,  Lawrence 
Medical  Director  — G.  Rex  Stone,  M.D.,  Manhattan 
Executive  Director  — Larry  W.  Pitman 

Kansas  Medical  Assistants  Society 

President  — Mary  Jane  Weddle,  CMA-A,  Topeka 
President-Elect  — Rose  Janda,  CM  A,  Wichita 
Vice-President  — Gloria  Lindsey,  CMA,  Wichita 
Secretary  — Mary  Ellen  Dickson,  Topeka 
Treasurer  — Shirley  Gamble,  Sylvia 

Kansas  Medical  Group  Management 
Association 

President  — Rod  Livengood,  Wichita 
Vice  President  — Dave  Canfield,  Concordia 
Secretary  — Shirley  Lee,  Winfield 
Treasurer  — Darrel  McCool,  Hutchinson 


22  • Kansas  Medicine  • August  1986 


KMS  Advisory  Committee  to  Medical 
Assistants  Society 

Jonson  Huang,  M.D.,  Topeka,  Chairman 
Mark  A.  Praeger,  M.D.,  Lawrence 
Wilbur  G.  Cauble,  M.D.,  Wichita 
Suleman  Sadiq,  M.D.,  Wichita 

KU  Admissions 

Terry  L.  Poling,  M.D.,  Wichita,  Chairman 
J.  Roderick  Bradley,  M.D.,  Greensburg 
Stephen  F.  Miller,  M.D.,  Parsons 
David  B.  Robinson,  M.D.,  Topeka 
Alex  Scott,  M.D.,  Junction  City 
Linda  D.  Warren,  M.D.,  Hanover 

Mediserve 

David  H.  Clark,  M.D.,  Salina,  Vice  President 
J.  Roderick  Bradley,  M.D.,  Greensburg 
Tell  B.  Copening,  M.D.,  lola 

MD-OD  (Ophthalmology-Optometry  Liaison) 

Francis  L.  Depenbusch,  M.D.,  Hutchinson,  Chairman 

D.  W.  Bell,  M.D.,  Shawnee  Mission 

Justin  T.  Cohen,  M.D.,  Wichita 

Frank  H.  Griffith,  M.D.,  Salina 

Theodore  Lawwill,  M.D.,  Kansas  City 

Leslie  W.  Nesmith,  M.D.,  Wichita 

Perry  N.  Schuetz,  M.D.,  Great  Bend 

Harrv  E.  Watts,  M.D.,  Hays 


Political  action 
begins  with 
voter  registration  . . . 

ARE  YOU 
REGISTERED 
TO  VOTE? 


EMERGENCY  MEDICINE 
KANSAS  CITY,  MISSOURI 

An  emergency  medicine  specialist  is  being 
sought  to  complete  existing  team  of  physicians 
providing  emergency  department  coverage  at 
prestigious  600-bed  Kansas  City  hospital.  Ex- 
cellent nursing  and  subspecialty  backup.  This 
career  opportunity  offers  an  excellent  rate  of 
compensation,  full  protection  with  occurrence 
malpractice  insurance,  flexibility  in  scheduling, 
relocation  assistance,  CME  allowance,  plus 
more.  For  additional  information  contact: 

DAN  HOWARD 

SPECTRUM  EMERGENCY  CARE,  INC. 

P.  O.  Box  27352 
St.  Louis,  MO  63141 
1-800-325-3982  (toll  free) 
314-878-2280  (in  MO) 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

54th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

OCTOBER  27,  28  and  29,  1986 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 
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Specialty  Society  Officers 


Kansas  Allergy  Society 

President  — Joel  Fromer,  Wichita 
President-Elect  — Ronald  E.  Weiner,  Lawrence 
Secretary-Treasurer  — Thomas  L.  Luzier,  Lawrence 
Delegate  to  KMS  — James  B.  Neiburger,  Shawnee 
Mission 

Kansas  Society  of  Anesthesiologists 

President  — Edward  J.  Robertson,  Shawnee  Mission 
Vice  President  — Harold  W.  Collier,  Wichita 
Secretary  — Karl  E.  Becker,  Jr.,  Wichita 
Treasurer  — Kirk  T.  Benson,  Kansas  City 
Delegate  to  KMS  — John  D.  Robinson,  Shawnee 
Mission 

Kansas  Dermatology  Society 

President  — Lee  R.  Bittenbender,  Lawrence 
Vice  President  — Wallace  N.  Weber,  Hays 
Secretary-Treasurer  — John  E.  Schlicher,  Wichita 
Delegate  to  KMS  — Wallace  N.  Weber,  Hays 

Kansas  Chapter  — American  Academy  of 
Emergency  Physicians 

President  — Mark  Holcomb,  Olathe 
Vice  President  — Richard  H.  Rosenthal,  Shawnee 
Mission 

Secretary-Treasurer  — Thomas  D.  Sills,  Shawnee 
Mission 

Delegate  to  KMS  — Thomas  D.  Sills,  Shawnee 
Mission 

Kansas  Chapter  — American  Academy  of 
Family  Physicians 

President  — Arthur  D.  Snow,  Jr.,  Shawnee  Mission 
President-Elect  — D.  Ray  Cook,  Wichita 
Vice  President  — Richard  L.  Rajewski,  Hays 
Secretary  — Deborah  G.  Haynes,  Wichita 
Delegate  to  KMS  — Donald  D.  Goering,  Coldwater 
Executive  Secretary  — Walter  D.  Bettis,  P.O.  Box 
20597,  Wichita  67208  316/651-2238 

Kansas  Society  of  Internal  Medicine 

President  — Hugo  P.  Weber,  Jr.,  Wichita 
Vice  President  — James  D.  Gardner,  Manhattan 
Treasurer  — William  D.  Hoadley,  Kansas  City 

Section  of  Nuclear  Medicine 

President  — Charles  D.  Soucek,  Kansas  City 
Vice  President  — David  F.  Preston,  Kansas  City 
Secretary-Treasurer  — Stephen  J.  Tempero,  Topeka 
Delegate  to  KMS  — Richard  Meidinger,  Topeka 


Kansas  Section,  American  College  of 
Obstetricians  and  Gynecology 

Chairman  — Jimmie  A.  Gleason,  Topeka 
Vice  Chairman  — Douglas  V.  Horbelt,  Wichita 
Secretary-Treasurer  — William  T.  King,  Great  Bend 
Delegate  to  KMS  — Jimmie  A.  Gleason,  Topeka 

Section  on  Ophthalmology 

President  — D.  W.  Bell,  Shawnee  Mission 
Vice  President  — Perry  N.  Schuetz,  Great  Bend 
Secretary-Treasurer  — Frank  H.  Griffith,  Salina 
Delegate  to  KMS  — Lowell  W.  Wilder,  Wichita 
Executive  Director  — William  E.  Thompson,  P.O. 
Box  8253,  Munger  Station,  Wichita  67208,  316/ 
638-4032 

Kansas  Orthopedic  Society 

President  — Charles  D.  Pence,  Wichita 
Secretary-Treasurer  — Donald  D.  Hobbs,  Topeka 
Delegate  to  KMS  — Richard  A.  Gruendel,  Kansas 
City 

Executive  Secretary  — Douglas  W.  Bowen,  631 
Home,  Topeka  66606,  913/233-7491 

Section  on  Otolaryngology  — Head  and 
Neck  Surgery 

President  — Gary  L.  Pease,  Hutchinson 
Vice  President  — Marshall  D.  Walker,  Wichita 
Secretary-Treasurer  — Mark  G.  Bell,  Salina 

Kansas  Society  of  Pathologists 

President  — Henry  (Pete)  Travers,  Wichita 
President-Elect  — Joe  J.  Lin,  Wichita 
/ Vice  President  — David  Borel,  Topeka 
Secretary-Treasurer  — David  C.  DeJong,  Wichita 

Kansas  Chapter  — American  Academy  of 
Pediatrics 

Chairman  — Ben  Rubin,  Jr.,  Kansas  City 
Alternate  Chairman  — Virginia  L.  Tucker,  Topeka 
Secretary-Treasurer  — Ralph  (Scott)  Weber,  Salina 

Kansas  Psychiatric  Society,  A District 
Branch  of  the  American 
Psychiatric  Association 

President  — Charles  D.  Glazzard,  Olathe 
President-Elect  — Donald  R.  Brada,  Hutchinson 
Secretary  — Ronald  L.  Martin,  Kansas  City 
Treasurer  — Kathryn  J.  Zerbe,  Topeka 
Councilors  — Eberhardt  G.  Burdzik,  Topeka 
George  W.  Getz,  Lamed 
Robert  L.  Oboum,  Topeka 
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Representative  — George  Dyck,  Newton 

Deputy  Representative  — H.  Ivor  Jones,  Shawnee 

Mission 

Delegates  to  KMS  — Stuart  C.  Averill,  Topeka 
Herbert  C.  Modlin,  Topeka 
Executive  Secretary  — Jo  Ann  Klemmer,  P.O.  Box 
829,  Topeka  66601,  913/232-5985 

Kansas  Radiological  Society,  A Chapter  of 
THE  American  College  of  Radiology 

President  — D.  Mikel  Elder,  Topeka 
Vice  President  — David  D.  Reed,  Wichita 
Secretary-Treasurer  — Ira  L.  Cox  III,  Kansas  City 

Kansas  Chapter  — American  College  of 
Surgeons 

President  — John  W.  Weigel,  Kansas  City 
Secretary-Treasurer  — Paul  H.  Kindling,  Topeka 
Delegate  to  KMS  — John  W.  Weigel,  Kansas  City 

Kansas  Urological  Society 

President  — Darrell  D.  Werth,  Hays 
President-Elect  — Fred  A.  Freeman,  Manhattan 
Secretary-Treasurer  — Larry  Rotert,  Topeka 


UNIFIED 


MEMBERSHIP 


4- 


A SUITE  DEAL! 


Hamilton  Exam  Table 
Hamilton  Exam  Stool 
Stainless  Waste  Reeeiver 
Chrome  Gooseneck  Lamp 


REGULAR  PRICE  gl475.00 

CALL  FOR  OCR  SCPER 
SAVER  PRICE 

Q)lorsAvailable:Tcak/Buclc,Pcppcrdust/  I ^ 
Grey.  IGght  Hand  Drawers  Only.  Air  Lift 
Stool  At  A Slight  Up-Charge. 


VISIT  OUR  SHOWROOM  TO  SEE 
THIS  ALL  NEW  EXAM  TABLEI 

Ask  US  about  our  competitive  leases 
for  this  and  other  equipment. 


MEDICAL 


SUPP 


(913)  272-2300 


MUNNS  MEDICAL  SUPPLY 

P.O.  Box  339 
501  Gage  Blvd. 

Topeka,  KS  66601 
KANSAS  TOLL  FREE  1-800-432-2477 
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LOOKWHOS 
USING  A CPA 

NOW 


“With  income  from 
three  sources,  my  tax 
filing  gets  complieated.” 


“We’re  setting  up  an 
estate  plan.” 


“I’m  willing  to  ehange 
business  procedures 
to  eut  my  taxes.” 


“My  elient  needs 
finaneial  advice  for  a 
divorce  settlement.” 


“My  tax  returns  are 
being  audited  and  1 
need  help.” 


“1  want  independent  advice 
for  the  clinie  and  for 
personal  finances.” 


“For  budgeting  and 
finaneial  foreeasting  at 
the  store.  ” 


“To  help  me  get  a new 
equipment  loan.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 
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Hospitals  — State  Institutions  — Poison 
Control  Centers  — Home  Health  Agencies 
Genetic  Counseling  Centers 


GENERAL  HOSPITALS  IN  KANSAS 

Abilene  — Memorial,  511  N.E.  10th  Street  67410 

— 913/263-2100 

Anthony  — Anthony  Hospital  District  #6  of  Har- 
per County,  1101  E.  Spring  Street  67003  — 316/ 
842-5111 

Arkansas  City  — Arkansas  City  Memorial,  216 
West  Birch  67005  — 316/442-2500 
Ashland  — Ashland  District,  709  Oak  67831  — 
316/635-2241 

Atchison  — Atchison,  1301  N.  Second  66002  — 
913/367-2131 

Attica  — Attica  District,  P.O.  Box  268  67009  — 
316/254-7253 

Atwood  — Rawlins  County,  P.O.  Box  47  67730 

— 913/626-3211 

Augusta  — Augusta  Medical  Complex,  P.O.  Box 
430  67010-  316/775-5421 
Baxter  Springs  — Baxter  Memorial,  P.O.  Box  151 
66713  — 316/856-2314 

Belleville  — Republic  County,  66935  — 913/527- 
2255 

Beloit  — Mitchell  County  Community,  400  West 
8th  67420  — 913/738-2266 
Bucklin  — Bucklin  District,  P.O.  Box  38  67834 

— 316/826-3211 

Burlington  — Coffey  County,  801  North  Eourth 
Street,  P.O.  Box  189  66839  — 316/364-2121 
Caldwell  — Sumner  County  District  # 1 , 601  South 
Osage  Street  67022  — 316/845-6492 
Caney  — Caney  Municipal,  P.O.  Box  325  67333 

— 316/879-2182 

Cedar  Vale  — Cedar  Vale  Regional,  P.O.  Box  398 
67024-  316/758-2266 

Chanute  — Neosho  Memorial,  629  S.  Plummer 
66720-  316/431-4000 

Clay  Center  — Clay  County,  617  Liberty  67432 

— 913/632-2144 

Coffeyville  — Coffeyville  Regional  Medical  Cen- 
ter, P.O.  Box  856  67337  — 316/251-1200 
Colby  — Citizens  Medical  Center,  100  E.  College 
Drive  67701  — 913/462-7511 
Coldwater  — Comanche  County,  Second  & Frisco 
67029  — 316/582-2144 

Columbus  — Maude  Norton  Memorial  City,  220 
N.  Pennsylvania  66725  — 316/429-2545 


Columbus  — Maude  Norton  Memorial  City,  220 
N.  Pennsylvania  66725  — 316/429-2545 
Concordia  — St.  Joseph,  1100  Highland  Drive 
66901  — 913/243-1234 

Council  Grove  — Morris  County,  P.O.  Box  275 
66846  — 316/767-5151 

Dighton  — Lane  County,  P.O.  Box  969  67839  — 
316/397-5321 

Dodge  City  — Humana  Hospital-Dodge  City,  P.O. 

Box  1478  67801  — 316/225-9050 
El  Dorado  — ■ Susan  B.  Allen  Memorial,  720  West 
Central  Ave.  67042  — 316/321-3300 
Elkhart  — Morton  County,  P.O.  Box  937  67950 

— 316/697-2141 

Ellinwood  — Ellinwood  District,  605  North  Main 
67526  — 316/564-2549 

Ellsworth  — Ellsworth  County  Veterans’  Memo- 
rial, Drawer  87  67439  — 913/472-3111 
Emporia  — Newman  Memorial  County,  12th  & 
Chestnut  66801  — 316/343-6800 
Emporia  — St.  Mary’s,  P.O.  Box  967  66801  — 
316/342-2450 

Eureka  — Greenwood  County,  100  West  Sixteenth 
Street  67045  — 316/583-7451 
Fort  Scott  — Mercy,  821  Burke  Street  66701  — 
316/223-2200 

Fredonia  — Fredonia  Regional,  P.O.  Box  579 
66736  - 316/378-2121 

Garden  City  — St.  Catherine,  608  N.  Fifth  Street 
67846  — 316/275-6111 

Gardner  — Gardner  Community  Medical  Center, 
427  W.  Main  66030  — 913/884-8711 
Garnett  — Anderson  County,  P.O.  Box  309  66032 

— 913/448-3131 

Girard  — Hospital  District  #1,  Rural  Route  #2, 
Box  5 A,  66743  — 316/724-8291 
Goodland  — Northwest  Kansas  Regional  Medical 
Center,  P.O.  Box  629  67735  — 913/899-3625 
Great  Bend  — Central  Kansas  Medical  Center, 
3515  Broadway  67530  — 316/792-2511 
Greensburg  — Kiowa  County  Memorial,  P.O.  Box 
616  67054-0616  — 316/723-3341 
Halstead  — Halstead  Hospital,  328  Poplar  67056 

— 316/835-2651 

Hanover  — Washington  County  District  # 1 , P.O. 
Box  38  66945  — 9 1 3/337-22 1 4 
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Harper  — Harper  County  District  #5,  12th  & Ma- 
ple 67058  — 316/896-7324 
Hays  — Hadley  Regional  Medical  Center,  201  East 
Seventh  Street  67601  — 913/628-8251 
Hays  — St.  Anthony,  P.O.  Box  660  67601  — 913/ 
625-7301 

Herington  — Herington  Municipal,  100  East  Helen 
67449  — 913/258-2207 

Hiawatha  — Hiawatha  Community,  300  Utah 
66434-  913/742-2131 

Hill  City  — Graham  County,  P.O.  Box  339  67642 

— 913/674-2121 

Hillsboro  — Salem,  701  South  Main  67063  — 316/ 
947-3114 

Hoisington  — Hoisington  Lutheran,  250  West  Ninth 
67544-  316/653-2114 

Holton  — Holton  City,  510  Kansas  Ave.  66436  — 
913/364-2116 

Horton  — Horton  Community,  P.O.  Box  191  66439 

— 913/486-2642 

Hoxie  — Sheridan  County,  826  Eighteenth  Street 
67740-  913/675-3281 

Hugoton  — Stevens  County,  P.O.  Box  10  67951 

— 316/544-8511 

Hutchison  — Hutchison  Hospital  Corporation,  1701 
East  23rd  Avenue  67502  — 316/665-2000 
Independence  — Mercy,  P.O.  Box  388  67301  — 
316/331-2200 

lola  — Allen  County,  101  South  First  66749  — 
316/365-3131 

Jetmore  — Hodgeman  County  Health  Center,  P.O. 

Box  367  67854  — 316/357-8361 
Johnson  — Stanton  County,  P.O.  Box  E 67855  — 
316/492-6250 

Junction  City  — Geary  Community,  P.O.  Box  490 
66441  — 913/238-4131 

Kansas  City  — Bethany  Medical  Center,  5 1 North 
12th  66102-  913/281-8400 
Kansas  City  — Providence-St.  Margaret  Health 
Center,  8929  Parallel  Parkway  66112  — 913/ 
596-4000 

Kansas  City  — University  of  Kansas  Medical  Cen- 
ter, 39th  & Rainbow  Blvd.  66103  — 913/588- 
5000 

Kingman  — Kingman  Community,  P.O.  Box  376 
67068  — 316/532-3147 

Kinsley  — Edwards  County,  P.O.  Box  99  67547 

— 316/659-3621 

Kiowa  — Kiowa  District,  810  Drumm  Street  67070 

— 316/825-4131 

La  Cross  — Rush  County  Memorial,  Eighth  & 
Locust  67548  — 913/222-2545 
Lakin  — Kearny  County,  P.O.  Box  744  67860  — 
316/355-7111 


Lamed  — St.  Joseph  Memorial,  923  Carroll  Street 
67550  - 316/285-3161 

Lawrence  — Lawrence  Memorial,  325  Maine  Street 
66044  — 913  749-6100 

Lawrence  — Watkins  Memorial,  University  of 
Kansas  66045-8830  — 913/843-4455 
Leavenworth  — Cushing  Memorial,  623  Marshall 
66048  — 913/682-8000 

Leavenworth  — Saint  John,  3500  South  4th  66048 

— 913/682-3721 

Leoti  — Wichita  County,  P.O.  Box  968  67861  — 
316/375-2233 

Liberal  — Southwest  Medical  Center,  P.O.  Box 
1340  67901  — 316/624-1651 
Lincoln  — Lincoln  County,  624  North  Second 
67455  — 913/524-4403 

Lindsborg  — Lindsborg  Community,  605  West 
Lincoln  67456  — 913/227-3308 
Lyons  — Rice  County  District  #1,619  South  Clark 
67554-  316/257-5173 

Manhattan  — Lafene  Student  Health  Center,  Kan- 
sas State  University  66506  — 913/532-6544 
Manhattan  — - Memorial,  P.O.  Box  1208  66502 

— 913/776-3300 

Manhattan  — Saint  Mary,  P.O.  Box  1047  66502 

— 913/776-3322 

Mankato  — Jewell  County,  P.O.  Box  327  66956 

— 913/378-3137 

Marion  — St.  Luke,  1012  East  Melvin  66861  — 
316/382-2177 

Marysville  — Community  Memorial,  708  N.  18th 
Street  66508  — 913/562-2311 
McPherson  — Memorial,  1000  Hospital  Drive 
67460-  316/241-2250 

Meade  — Meade  District,  510  East  Carthage  67864 

— 316/873-2141 

Medicine  Lodge  — Medicine  Lodge  Memorial,  710 
North  Walnut  67104  — 316/886-3771 
Minneapolis  — Ottawa  County,  P.O.  Box  209 
67467  — 913/392-2122 

Minneola  — Minneola  District,  212  Main  67865 

— 316/885-4264 

Moundridge  — Mercy,  P.O.  Box  180  67107  — 
316/345-6391 

Neodesha  — Wilson  County,  P.O.  Box  360  66757 

— 316/325-2611 

Ness  City  — Ness  County  District  #2,  312  Custer 
67560  — 913/798-2291 

Newton  — Axtell  Christian,  209  East  Broadway 
67114-  316/283-5200 

Newton  — Bethel  Deaconess,  P.O.  Box  868  67114 

— 316/283-2700 

Newton  — Prairie  View  Mental  Health  Center,  P.O. 
Box  467  67114  — 316/283-2400 
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Norton  — Norton  County,  P.O.  Box  250  67654 

— 913/877-3351 

Norton  — Valley  Hope  Alcoholism  Treatment  Cen- 
ter, P.O.  Box  410  67654  — 913/877-511 1 
Oakley  — Logan  County,  211  Cherry  Street  67748 

— 913/672-3211 

Oberiin  — Decatur  County,  P.O.  Box  268  67749 

— 913/475-2208 

Olathe  — The  Kansas  Institute,  555  E.  Santa  Fe 
66061  — 913/782-7000 

Olathe  — Olathe  Medical  Center,  300  S.  Rogers 
Road  66061  — 913/782-1451 
Onaga  — Community,  120  West  Eighth  Street 
66521  — 913/889-4274 

Osborne  — Osborne  County  Memorial,  424  W. 

New  Hampshire  67473  — 913/346-2121 
Oswego  — Oswego,  Route  2,  Box  10  A 67356  — 
316/795-2921 

Ottawa  — Ransom  Memorial,  13th  & S.  Main 
66067  — 913/242-3344 

Paola  — Miami  County,  501  South  Hospital  Drive 
66071  — 913/294-2327 


Parsons  — Labette  County  Medical  Center,  P.O. 
Box  767  67357  — 316/421-4880 

Phillipsburg  — Phillips  County,  P.O.  Box  607 
67661  — 913/543-5226 

Pittsburg  — Mt.  Carmel  Medical  Center,  Centen- 
nial & Rouse  66762  — 316/231-6100 

Plainville  — Plainville  Rural,  304  South  Colorado 
67663  — 913/434-4553 

Pratt  — Pratt  Regional  Medical  Central,  Third  & 
Commodore  67124  — 316/672-6476 

Quinter  — Gove  County,  5th  & Garfield  67752  — 
913/754-3341 

Ransom  — Grisell  Memorial  Hospital,  District  # 1 , 
P.O.  Box  268  67572  — 913/731-2231 

Russell  — Russell  City,  200  S.  Main  67665  — 
913/483-3131 

Sabetha  — Sabetha  Community,  14th  & Oregon 
66534-  913/284-2121 

St.  Francis  — Cheyenne  County,  P.O.  Box  547 
67756  — 913/332-2104 

St.  John  — St.  John  District,  609  East  1st  67576 
— 316/549-3255 


MediMac 


Because  the  business  of  medicine  is  as 


The  more  efficiently  you  manage  the  business  end  ofvour  practice,  the  more  time  and  energ\ 
you  have  for  patient  care.  Fortunately,  the  easiest  way  to  put  your  business  in  order  is  also 
the  best . . . MediMac. 


for  more  information 
/ call  Kathleen... 


1-800-422-6227 


MaciiKosli  is  a trademark  licensed 
to  Apple  (iompuler,  liic. 
MediMac  is  a trademark  (4 
Healthcare  Communications. 
Uord,  File  and  FXcel  are  trademarks 
of  Microsoft  t.orimralion 


■ An  incredibly  easy-to-use  system  utilizing  all  the  power  of  the  amazing  MacintoslF" 
from  Apple  Computer. 

■ Provides  complete  billing  and  insurance  processing,  recordkeeping  and  practice 
management. 

■ Integrates  with  other  quality  programs  such  as  Microsoft  Viord"^,  File™  and 
Excel™  to  give  you  powerful  word  processing,  database  and  graphics  capabilities. 

■ Can  be  mastered  in  hours,  not  days  or  weeks. 

■ All  these  features  and  more  provide  increased  productivity  and  efficiency. . and 
save  you  money  in  the  process. 

MediMac  .the  ^sy  way  to  efficient  practice  management. 

Healthcare  Comniiinications  ■ Z iS  Soiilh  <S  (ih  Street  - Suite  -ittl  ■ l.ineoln.  Nh  (iSSlt) 
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Salina  — Asbury,  P.O.  Box  1760  67402  — 913/ 
827-4411 

Salina  — St.  John’s,  P.O.  Box  1688  67402  — 913/ 
827-5591 

Satanta  — Satanta  District,  P.O.  Box  159  67870 

— 316/649-2200 

Scott  City  — Scott  County,  309  East  Third  67871 

— 316/872-5811 

Sedan  — Sedan  City,  P.O.  Box  C 67361  — 316/ 
725-3115 

Seneca  — Nemaha  Valley  Community,  604  Ne- 
maha 66538  — 913/336-6181 
Shawnee  Mission  — Humana  Hospital-Overland 
Park,  P.O.  Box  15959  66215  — 913/492-1000 
Shawnee  Mission  — Shawnee  Mission  Medical 
Center,  9100  West  74th  Street  66204-913/676- 
2000 

Smith  Center  — Smith  County  Memorial,  614 
South  Main  Street  66967  — 913/282-6661 
Spearville  — Spearville  District,  P.O.  Box  156 
67876  — 316/385-2661 

Stafford  — Stafford  District,  P.O.  Box  190  67578- 
0190-  316/234-5221 

Syracuse  — Hamilton  County,  P.O.  Box  909  67878 

— 316/384-7461 

Topeka  — Memorial  Hospital  Corporation,  600 
Madison  66607  — 913/354-5100 
Topeka  — C.  F.  Menninger  Memorial,  P.O.  Box 
829  66601  — 913/273-7500 
Topeka  — St.  Francis  Hospital  & Medical  Center, 
1700  West  7th  66606  — 913/295-8000 
Topeka  — Stormont- Vail  Regional  Medical  Cen- 
ter, 1500  West  10th  66604  — 913/354-6000 
Tribune  — Greeley  County,  506  Third  Street,  P.O. 

Box  338  67879  — 316/376-4222 
Uylsses  — Bob  Wilson  Memorial,  415  North  Main 
67880  — 316/356-1266 

WaKeeney  — Trego  County-Femke  Memorial,  320 
Thirteenth  Street  67672  — 913/743-2182 
Wamego  — Wamego  City,  711  Genn  Drive  66547 

— 913/456-2295 

Washington  — Washington  County,  304  East  Third 
Street  66968  — 913/325-2211 
Wellington  — St.  Fukes,  1323  North  A Street  67152 

— 316/326-7451 

Wellington  — Wellington  Hospital  & Clinic,  924 
S.  Washington  Ave.  67152  — 316/326-3353 
Westmoreland  — Dechairo  Hospital,  Inc. , First  & 
North  Streets  66549  — 913/457-3311 
Wichita  Riverside,  2622  West  Central  Avenue 
67203  — 316/945-9161 

Wichita  — St.  Francis  Regional  Medical  Center, 
929  N.  St.  Francis  67214  — 316/268-5000 


Wichita  — St.  Joseph  Medical  Center,  3600  East 
Harry  Street  67218  — 316/685-1111 
Wichita  — Wesley  Medical  Center,  550  North  Hill- 
side 67214  — 316/688-2468 
Winchester  — Jefferson  County  Memorial,  408 
Delaware  Street,  66097  — 913/774-4340 
Winfield  — William  Newton  Memorial,  1300  East 
5th  67156-  316/221-2300 

STATE  INSTITUTIONS 

Kansas  City  — Rainbow  Mental  Health  Facility, 
2205  W.  36th  Street  66103  — 913/384-1880 
Lamed  — Earned  State,  R.R.  #3,  Box  89,  67550 
— 316/285-2131 

Norton  — Norton  State  67654  — 913/877-3301 
Osawatomie  — Osawatomie  State,  P.O.  Box  500 
66064-  913/755-3151 

Parsons  — Parsons  State  Hospital  & Training  Cen- 
ter, P.O.  Box  738  67357  — 316/421-6550 
Topeka  — Kansas  Neurological  Institute,  3107  West 
21st  Street  66604  — 913/296-5301 
Topeka  — Topeka  State,  2700  West  6th  Street 
66606-  913/296-4222 

Winfield  — Winfield  State  Hospital  & Training 
Center,  P.O.  Box  548  67156  — 316/221-1200 

VETERANS  HOSPITALS  AND  MILITARY 
HOSPITALS 

Ft.  Leavenworth  — U.S.  Munson  Army,  Pope  and 
Biddle  Ave.  66027  — 913/684-5401 
Fort  Riley  — Irwin  Army  Community  66442  — 
913/239-7101 

Leavenworth  — Veterans  Administration  Medical 
Center,  66048  — 913/682-2000 
Topeka  — Veterans  Administration  Medical  Cen- 
ter, 2200  Gage  66622  — 913/272-3111 
Wichita  — McConnell  Air  Force  Base,  USAF  Hos- 
pital 67221  — 316/681-5927 
Wichita  — Veterans  Administration  Medical  Cen- 
ter — 5500  E.  Kellog  67218  — 316/685-2221 

POISON  CONTROL  CENTERS 

Mid-America  Poison  Control  Information  Cen- 
ter — UKSM,  Kansas  City  — 1-800-332-6633 
Antivenin  Index  Center  — 405/271-5454 


Atchison  — Atchison  Hospital  — 913/367-2131 
Dodge  City  — Trinity  Hospital  — 316/483-8133 
Emporia  — Newman  Memorial  Hospital  — 316/ 
342-7120 

Fort  Scott  — Mercy  Hospital  — Day:  316/223- 
3100;  Night;  316/223-2200 
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Great  Bend  — Central  Kansas  Medical  Center  — 
Day;  316/793-3523;  Night:  316/792-2511 
Hays  — Hadley  Memorial  Hospital  — Day:  913/ 
625-2515,  Ext.  237;  Night:  913/625-3441 
Kansas  City  — Bethany  Hospital  — 913/621-6600 
Lawrence  — Lawrence  Memorial  Hospital  — Day: 
913/843/3680  or  842-4477;  Night:  913/843-5874 
Parsons  — Labette  County  Medical  Center  — 316/ 
421-4880 

Salina  — St.  John’s  Hospital  — 913/827-5591, 
Ext.  222 

Topeka  — St.  Francis  Hospital  — 913/295-8095 
Topeka  — Stormont-Vail  Hospital  — 913/354-6100 
Wichita  — Wesley  Hospital  — 316/688-2222 

HOME  HEALTH  AGENCIES 
Abilene  67410 

Abilene  Nursing  Center,  705  N.  Brady  — 913/ 
263-2931 

Dickinson  County,  511  NE  10th  — 913/263-2100 
Anthony  67003 

Harper  County,  Court  House  — 316/842-5264 
Atwood  67730 

Rawlins  County,  607  Main  — 913/626-3968 


Baxter  Springs  66713 

Baxter  Memorial  Hospital,  10th  & Washington 
— 316/856-2314 
Beloit  67420 

North  Central  Kansas,  400  W.  8th,  Box  217  — 
913/738-5175 

Burlington  66839 

Coffey  County,  Court  House  — 316/364-8631 
Chanute  66720 

Neosho  Memorial  Hospital,  629  S.  Plummer  — 
316/431-4000 
Clay  Center  67432 

Clay  County,  P.O.  Box  182  ~ 913/632-3646 
Coffey ville  67337 

Health  Care  Services/Montgomery  County,  808 
Willow,  Box  586  — 316/251-7161 

Montgomery  County,  City  Building,  604  Union 
Street  — 316/251-4210 
Colby  67701 

Far  Northwest,  210  S.  Range,  P.O.  Box  667  — 
913/462-3335 
Columbus  66725 

Maude  Norton,  220  N.  Pennsylvania  — 316/429- 
2545 

Concordia  66901 

Cloud  County,  Courthouse,  P.O.  Box  142  — 
913/243-3588 


In  ten  years  your 
malpractice  carrier  may 
be  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 

p gat  t J trj  r.  ^ t v « y 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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Council  Grove  66846 

Morris  County,  Court  House  — 316/767-5175 
Dodge  City  67801 

Trinity,  1107  6th,  P.O.  Box  788  — 316/227- 
8133 

Downs  67437 

Downs  Nursing  Center,  1218  Kansas  — 91 3/454- 
3329 

El  Dorado  67042 

Bi-County  Health  Department,  Butler  County 
Courthouse  — 316/321-3400 

Butler-Greenwood  County,  720  W.  Central  — 
316/321-3300 
Ellsworth  67439 

Ellsworth  County  Court  House  — 913/472-4234 
Emporia  66801 

Lyon  County/Emporia  City,  402  Commercial  — 
316/342-4864 

Newman  Memorial  County  Hospital,  12th  & 
Chestnut  — 316/343-6800 

St.  Mary’s  15th  & State  — 316/342-2450 
Fort  Scott  66701 

Mercy  Hospital,  821  Burke  — 316/223-2200 
Fredonia  66736 

Wilson  County,  7th  & Madison  — 316/378-2324 
Goodland  67735 

Connie’s,  Route  2,  East  8th  — 913/899-3147 

Sherman  County,  1st  & Sherman  — 913/899- 
3625 

Great  Bend  67530 

Barton  County,  1410  Polk  — 316/793-7879 

Golden  Belt,  3600  Broadway  — 316/793-3593 

Independence  67301 

Mercy  Home  Health  Care,  Mercy  Hospital  316/ 
331-2200  Ex.  636 

Kansas  City 

Clinicare  Family  Health  Services,  Inc.,  510 
Southwest  Blvd.,  P.O.  Box  3106  66103  — 
913/262-6068 

Crossland  Rehabilitation  Agency,  6111  Leaven- 
worth 66104  — 913/334-2005 

Catholic  Social  Services,  229  S.  8th  66101  — 
913/621-1504 

Visiting  Nurse  Association,  906  N.  17th  66102 
— 913/371-3770 
Kingman  67068 

Kingman  County,  Court  House  — 316/532-2221 
Lamed  67550 

Pawnee  County,  Court  House  — 316/285-3866 
Lawrence  66044 

Douglas  County  Visiting  Nurses  Association,  336 
Missouri,  Suite  201  — 913/843-3738 


Leavenworth  66048 

Leavenworth  City-County  Health  Department, 
422  Walnut  — 913/682-0245 
Leoti  67861 

Wichita  County  Community,  P.O.  Box  3 — 316/ 
375-2289 
Liberal  67901 

Southwest  Medical  Center,  P.O.  Box  1340  — 
316/624-1651 
Lyons  67554 

Rice  County,  Courthouse  — 316/257-2359 
Manhattan  66502 

Manhattan-Riley  County,  616  Poyntz  — 913/776- 
4779 

Riley  County  Health  Homemaker  Services,  219 
S.  Seth  Childs  Road  — 913/537-0688 
Marion  66861 

Marion  County,  1014  E.  Melvin  — 316/382-2177 
Marysville  66508 

Community  Memorial  Hospital,  708  N.  18th  — 
913/562-2311 
McPherson  67460 

McPherson  County,  1 19  N.  Maple,  P.O.  Box  428 
— 316/241-1753 

Medicine  Lodge  67104 

Barber  County,  710  N.  Walnut  — 316/886-3294 
Minneapolis  67467 

Ottawa  County,  Court  House  — 913/392-2822 
Newton  67114 

Harvey  County,  8th  & Main  — 316/283-7232 
Norton  67654 

P.R.N.,  East  Holme  & North  Norton  — 913/877- 
2810 

Oberlin  67749 

Decatur  County,  504  N.  Penn  — 913/475-2222 
Oskaloosa  66066 

Jefferson  County,  Court  House  — 913/863-2447 
Oswego  67356 

Oswego  City  Hospital,  900  Barker  Drive  — 316/ 
795-2921 
Ottawa  66067 

Franklin  County,  13th  & S.  Main  — 316/242- 
1873 

Paola  66071 

Miami  County,  14  E.  Wea  — 913/294-2433 
Parsons  67357 

Labette  County,  S.  21st,  P.O.  Box  786  — 316/ 
421-4350 

Phillipsburg  67661 

Phillips  County,  Court  House  — 913/543-2179 
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Pittsburg  66762 

Crawford  County,  Centennial  & Rouse  — 316/ 
231-5411 
Pratt  67124 

Pratt  County,  127  S.  Howard  — 316/672-7436 
Sabetha  66534 

Nemaha  County,  716  S.  11th  — 913/284-2288 
Salina  67401 

Salina-Saline  County,  300  W.  Ash  — 913/827- 
9376 

Shawnee  Mission 

Always  Better  Care,  Inc.,  10111  Santa  Fe  Drive 
66212  — 913/888-4447 

Home  Health-Home  Care,  Inc.,  8900  State  Line, 
Suite  332  66206  — 913/341-8830 

Medical  Personnel  Pool  of  Kansas  City,  7600 
State  Line,  Suite  200  66208  — 913/341-2181 
Stockton  67669 

Rooks  County,  Court  House  — 913/425-7352 

Topeka 

Omni-Care  Health  Systems,  Inc. , 2930  SW  Wan- 
amaker.  Suite  9,  Topeka  66610  — 913/272- 
0432 


Topeka-Shawnee  County,  1615  W.  8th  66606  — 
913/233-8961 
Troy  66087 

Doniphan  County,  Courthouse,  P.O.  Box  201  — 
913/985-3886 
Ulysses  67880 

Bob  Wilson  Memorial,  415  N.  Main  — 316/356- 
1266 

Washington  66968 

Washington  County,  115  W.  3rd  — 913/325- 
2600 

Wellington  67152 

Sumner  County,  Court  House  — 316/326-2774 
Westmoreland  66549 

Pottawatomie  County,  320  Main  — 913/457-3719 

Wichita 

Agency  for  Home  Health  Care  of  Kansas,  3333 
E.  Central,  Suite  503  67208  — 316/681-1632 

Kansas  Masonic  Home,  401  S.  Seneca  67213  — 
316/267-0271 

Medical  Personnel  Pool,  1035  Parklane  67218  — 
316/686-3388 

Professional  Care  Associates,  3333  E.  Central, 
Suite  821  67208  — 316/681-0068 


□vuSnCK 

Urine  hLH  Kit 


THE  FIRST  PRACTICAL  PREDICTOR  TO  AID  IN  THE  TIMING  OF  OVULATION 


c 


r\ 


□vuSTICK 


SENSITIVE 

ACCURATE 

SPECIFIC 

EASY-TO-DO 

FAST 

CONVENIENT 


Easily  detects  20  mlU/ml  of  hLH— the  kit  includes  calibrators  that  distinguish 
basal,  transitory,  and  preovulatory  surge  levels  of  hLH 

In  clinical  evaluations,  OvuSTlCK  results  were  consistent  with  RIA  findings  for 
97%  of  the  follicular  and  midcycle  specimens  tested 

Use  of  monoclonal  antibodies  assures  low  cross-reactivity  to  hFSH 

No  sophisticated  instruments  or  highly  trained  laboratory  personnel  are  required 

Results  are  ready  in  less  than  90  minutes 
Uses  urine  specimens,  not  serum 


The  GOETZE-NIEMER  CO 

1701  Brooklyn,  K.C.,  MO.  816-231-1900 
1-800-892-7337  (MO)  1-800-492-733  7 (KS) 
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Wesley  Care,  550  N.  Hillside  67214-316/688- 
7272 

Wichita-Sedgwick  County,  1900  E.  9th  67214 

— 316/268-8433 
Winfield  67156 

William  Newton  Memorial  Hospital,  1300  E.  5th 

— 316/221-2300 

GENETIC  COUNSELING  CENTERS 

Colby  — Citizen’s  Medical  Center  — 913/462- 
7511,  Ext.  254,  or  Kansas  City  Center 
Garden  City  — Genetic  Outreach  Clinic  — Call 
316/688-2360  (Wichita) 

Hays  — Post  Rock  Pediatric  Clinic  — 913/628- 
6128,  Ext.  29,  or  Kansas  City  Center 
Kansas  City  — Genetic  Counseling  Center,  Divi- 
sion of  Medical  Genetics,  UKSM-KC,  39th  & 
Rainbow  Blvd.,  Kansas  City,  KS  66103  — 
913/588-6043,  R.  Neil  Schimke,  M.D.,  Di- 


rector; Debra  L.  Collins,  M.S.,  Genetic  Coun- 
selor 

Parsons  — Labette  County  Medical  Center  Genetic 
Outreach  Clinic,  Call  316/688-2360  (Wichita) 
Parsons  — Parsons  State  Hospital  & Training  Cen- 
ter— 316/421-6550,  Ext.  227,  or  Kansas  City 
Center 

Safina  — Asbury  Hospital,  P.O.  Box  1608  — 913/ 
827-9376,  or  Kansas  City  Center 
Topeka  — Genetic  Counseling  Center,  1518  SW 
8th  Street,  Topeka  66604  — 913/232-0957,  or 
Kansas  City  Center 

Wichita  — Genetic  Clinic,  Department  of  Pediat- 
rics, UKSM-Wichita,  1010  N.  Kansas,  Wich- 
ita KS  67214  — 316/261-2622 
Wichita  — Prenatal  Diagnosis  & Genetic  Clinic, 
Division  of  Perinatal  Medicine,  Wesley  Med- 
ical Center/  UKSM-Wichita,  550  N.  Hillside, 
Wichita  67214  — 316/688-2360 


Healthcare  Design  Systems,  Kmc. 

Medical  Management  and  Consulting 

Specializing  in 

• Minor  Emergency  Centers 

• Satellite  Clinics 

• Ambulatory  Surgery  Centers 

• Branch  Offices 

• Cash  Flow 

P.O.  Box  2442  Hutchinson,  KS  67501 
1 -800-255-1 382  Ext  1 32  (31 6)  662-0709 
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■‘HERPECiiSj-L  is  rn 
perioral  Jnerpes  ” 


y !r@stment  of  choice  for 
GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters. . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L'  a conservative  approach 
with  low  risk/high  benefits.”  MD.  FL 

"Used  at  prodromal  symptoms  . . . blisters 
never  forrhed  . . . remarkable.”  DH,  MA 

"(in  clinical  trials) . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS.  PA 

"AH  patients  claimed  shoiler  duration  ...  at 
prodromal  symptbi[ns  . . /.  HERPECIN-L 
averted  the  attacks.”!  MD.  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O  BOX  812-MD,,.FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Kansas,  HERPECIN-L'is  available  at  all  Osco, 
Revco  Drug  Stores  and  other  select  pharmacies. 


PHYSICIAN  DIRECTORY 


topeka  Qllergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
MEDICAL  PLAZA  • W.  10TH  & GARFIELD  • 234-2663  • TOPEKA.  KANSAS  66604 
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Medical  School  Codes 

UNITED  STATES 


0102  University  of  Alabama  School  of  Medicine,  Birmingham 

0301  University  of  Arizona  College  of  Medicine,  Tucson 

0401  University  of  Arkansas  School  of  Medicine,  Little  Rock 

0502  University  of  California  School  of  Medicine,  San  Francisco 
0506  University  of  Southern  California  School  of  Medicine,  Los  Angeles 

0511  Stanford  University  School  of  Medicine,  Palo  Alto 

0512  Loma  Linda  University  School  of  Medicine,  Loma  Linda  — Los  Angeles 

0514  University  of  California  School  of  Medicine,  Los  Angeles 

0515  University  of  California  College  of  Medicine,  Irvine 

0702  University  of  Colorado  School  of  Medicine,  Denver 
0801  Yale  University  School  of  Medicine,  New  Haven 

1001  George  Washington  University  School  of  Medicine,  Washington 

1002  Georgetown  University  School  of  Medicine,  Washington 

1003  Howard  University  College  of  Medicine,  Washington 

1102  University  of  Miami  School  of  Medicine,  Miami 

1103  University  of  Florida  College  of  Medicine,  Gainesville 

1201  Medical  College  of  Georgia,  Augusta 

1205  Emory  University  School  of  Medicine,  Atlanta 

1601  Rush  Medical  College,  Chicago 

1602  University  of  Chicago  Pritzker  School  of  Medicine,  Chicago 
1604  The  Hahnemann  Medical  College  and  Hospital,  Chicago 
1606  Northwestern  University  Medical  School,  Chicago 

1611  University  of  Illinois  College  of  Medicine,  Chicago 

1642  Chicago  Medical  School  University  of  Health  Sciences,  Chicago 

1643  Loyola  University  Stritch  School  of  Medicine,  Maywood 
1645  Southern  Illinois  School  of  Medicine,  Springfield 

1676  Chicago  College  of  Osteopathic  Medicine,  Chicago 

1720  Indiana  University  School  of  Medicine,  Indianapolis 

1803  University  of  Iowa  College  of  Medicine,  Iowa  City 
1875  College  of  Osteopathic  Medicine  and  Surgery,  Des  Moines 

1902  University  of  Kansas  School  of  Medicine,  Kansas  City 

2002  University  of  Louisville  School  of  Medicine,  Louisville 
2012  University  of  Kentucky  College  of  Medicine,  Lexington 

2101  Tulane  University  School  of  Medicine,  New  Orleans 

2105  Louisiana  State  University  School  of  Medicine,  New  Orleans 

2106  Louisiana  State  University  Medical  Center,  Shreveport  School  of  Medicine,  Shreveport 

2201  Bowdoin  Medical  School,  Brunswick- Portland 

2301  University  of  Maryland  School  of  Medicine,  Baltimore 
2307  Johns  Hopkins  University  School  of  Medicine,  Baltimore 

2401  Harvard  Medical  School,  Boston 

2405  Boston  University  School  of  Medicine,  Boston 

2407  Tufts  University  School  of  Medicine,  Boston 

2501  University  of  Michigan  Medical  School,  Ann  Arbor 
2507  Wayne  State  University  School  of  Medicine,  Detroit 
2512  Michigan  State  University  College  of  Human  Medicine,  East  Lansing 

2604  University  of  Minnesota  Medical  School,  Minneapolis 

2701  University  of  Mississippi  School  of  Medicine,  Jackson 

2802  Washington  University  School  of  Medicine,  St.  Louis 
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2803  University  of  Missouri  School  of  Medicine,  Columbia 

2820  University  Medical  College  of  Kansas  City 

2822  Ensworth  Medical  College,  St.  Joseph 

2834  St.  Louis  University  School  of  Medicine,  St.  Louis 

2843  Kansas  City  College  of  Medicine  and  Surgery 

2846  University  of  Missouri  School  of  Medicine,  Kansas  City 

2878  Kansas  City  College  of  Osteopathy  & Surgery 

2879  Kirksville  College  of  Osteopathic  Medicine,  Kirksville 

3005  University  of  Nebraska  College  of  Medicine,  Omaha 

3006  Creighton  University  School  of  Medicine,  Omaha 

3007  Nebraska  College  of  Medicine,  Lincoln 

3305  College  of  Medicine  & Dentistry  of  New  Jersey  — New  Jersey  Medical  School,  Newark 

3401  University  of  New  Mexico  School  of  Medicine,  Albuquerque 

3501  Columbia  University  College  of  Physicians  and  Surgeons,  New  York 

3503  Albany  Medical  College  of  Union  University,  Albany 

3506  State  University  of  New  York  at  Buffalo,  School  of  Medicine,  Buffalo 

3508  State  University  of  New  York  College  of  Medicine,  Brooklyn 

3509  New  York  Medical  College,  New  York 

3510  Bellevue  Hospital  Medical  College,  New  York 

3515  State  University  of  New  York  College  of  Medicine,  Syracuse 

3519  New  York  University  School  of  Medicine,  New  York 

3520  Cornell  University  Medical  College,  New  York 

3545  University  of  Rochester  School  of  Medicine  and  Dentistry,  Rochester 

3546  Albert  Einstein  College  of  Medicine  of  Yeshiva  University,  New  York 

3547  Mount  Sinai  School  of  Medicine  of  City  University  of  New  York,  New  York 

3601  University  of  North  Carolina  School  of  Medicine,  Chapel  Hill 
3605  Bowman  Gray  School  of  Medicine,  Winston-Salem 
3607  Duke  University  School  of  Medicine,  Durham 

3802  Eclectic  Medical  College,  Cincinnati 

3806  Case  Western  Reserve  University  School  of  Medicine,  Cleveland 
3819  Toledo  Medical  College,  Toledo 

3840  Ohio  State  University  College  of  Medicine,  Columbus 

3841  University  of  Cincinnati  College  of  Medicine,  Cincinnati 
3843  Medical  College  of  Ohio  at  Toledo,  Toledo 

3901  University  of  Oklahoma  School  of  Medicine,  Oklahoma  City 
3979  Oklahoma  College  of  Osteopathic  Medicine  and  Surgery,  Tulsa 

4002  University  of  Oregon  Medical  School,  Portland 

4101  University  of  Pennsylvania  School  of  Medicine,  Philadelphia 

4102  Jefferson  Medical  College  of  Thomas  Jefferson  University,  Philadelphia 
4107  Medical  College  of  Pennsylvania,  Philadelphia 

4109  Hahnemann  Medical  College  and  Hospital,  Philadelphia 

4112  University  of  Pittsburgh  School  of  Medicine,  Pittsburgh 

4113  Temple  University  School  of  Medicine,  Philadelphia 

4114  Pennsylvania  State  University,  Milton  S.  Hershey  Medical  Center,  Hershey 
4177  Philadelphia  College  of  Osteopathic  Medicine,  Philadelphia 

4201  University  of  Puerto  Rico  School  of  Medicine,  San  Juan 

4301  Brown  University  Division  of  Biological  and  Medical  Sciences,  Providence 

4501  Medical  University  of  South  Carolina  College  of  Medicine,  Charleston 

4705  Vanderbilt  University  School  of  Medicine,  Nashville 

4706  University  of  Tennessee  College  of  Medicine,  Memphis 

4707  Meharry  Medical  College  School  of  Medicine,  Nashville 

4720  East  Tennessee  State  University  School  of  Medicine,  Johnson  City 
4802  University  of  Texas  Medical  Branch,  Galveston 
4804  Baylor  College  of  Medicine,  Houston 

4812  University  of  Texas  Southwestern  Medical  School,  Dallas 

4813  University  of  Texas  Medical  School,  San  Antonio 

4814  University  of  Texas  Medical  School,  Houston 

4815  Texas  Tech  University  School  of  Medicine,  Lubbock 
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4816  Texas  A&M  University  College  of  Medicine,  College  Station 

4901  University  of  Utah  College  of  Medicine,  Salt  Lake  City  ^ 

5002  University  of  Vermont  College  of  Medicine,  Burlington 
5101  University  of  Virginia  School  of  Medicine,  Charlottesville 

5104  Medical  College  of  Virginia  Health  Sciences  Division  of  Virginia  Commonwealth  University,  Richmi 
5107  Eastern  Virginia  Medical  School,  Norfolk 

5404  University  of  Washington  School  of  Medicine,  Seattle 

5501  West  Virginia  University  School  of  Medicine,  Morgantown 

5605  University  of  Wisconsin  Medical  School,  Madison 

5606  Medical  College  of  Wisconsin,  Milwaukee 

FOREIGN  MEDICAL  SCHOOL  CODES 


CANADA 

060  Alberta 

06001  University  of  Alberta  Faculty  of  Medicine,  Edmonton 

06002  University  of  Calgary  Faculty  of  Medicine,  Calgary 

061  British  Columbia 

06101  University  of  British  Columbia  Faculty  of  Medicine,  Vancouver 

062  Manitoba 

06201  University  of  Manitoba  Faculty  of  Medicine,  Winnipeg 

065  Ontario 

06501  University  of  Toronto  Faculty  of  Medicine,  Toronto 

06505  Queen’s  University  Faculty  of  Medicine,  Kingston 

06506  University  of  Western  Ontario  Faculty  of  Medicine,  London 

067  Quebec 

06701  McGill  University  Faculty  of  Medicine,  Montreal 

OTHER  FOREIGN 

118  Afghanistan 

11801  Faculty  of  Medicine,  Kabul  University,  Kabul 

132  Argentina 

13201  Facultad  de  Ciencias  Medicas  de  la  Universidad  de  Buenos  Aires, 

Buenos  Aires 

13202  Facultad  de  Ciencias  Medicas  de  la  Universidad  Nacional  de  Cordoba, 

Cordoba 

13204  Facultad  de  Ciencias  Medicas,  Farmacia  y Ramos  Menores  de  la  Uni- 
versidad Nacional  del  Fitoral.  Rosario,  Santa  Fe 
13206  Facultad  de  Ciencias  Medicas  de  la  Universidad  Nacional  de  Cuyo, 
Mendoza,  Mendoza 

143  Australia 

14303  Faculty  of  Medicine  University  of  Sydney,  Sydney,  New  South  Wales 

154  Austria 

15407  Medizinische  Fakultat  der  Universitat  Wien,  Wien  (407-26  from  March 
13,  1938  to  June.  1945) 

165  Belgium 

16501  Faculte  de  Medecine  et  de  Pharmacie  Universite  libra  de  Bruxelles, 
Bruxelles 

16504  Universitaire  Katholique  de  Fouvain,  Faculte  de  Medecine,  Louvain 

176  Bolivia 

1 7602  Facultad  de  Ciencias  Medicas  de  la  Universidad  Mayor  Real  y Pontificia 

de  San  Francisco  Xavier  de  Chuquisaca,  Sucre 

17603  Facultad  de  Medicina  de  la  Universidad  Mayor  de  San  Simon,  Cocha- 

bamba 

187  Brazil 

18708  Universidade  Federal  de  Parana,  Faculdade  de  Medicina,  Curitiba, 
Parana 

215  Cambodia 

21501  Ecole  Royal  de  Medicine  Du  Cambode,  Phnompenh 

231  Chile 

23101  Facultad  de  Medicina  de  la  Universidad  de  Chile,  Santiago 

242  China 

242  China  (also  see  243  Effective  January  1,  1977) 

24209  St.  John’s  University  (Pennsylvania  Medical  School,  Shanghai,  Kiangsu 
(Extinct) 

24216  National  Shanghai  Medical  College,  Shanghai,  Kiangsu 


24217  West  China  Union  University  College  of  Medicine  and  Dentistry, 
Chengtu,  Szechuan 

24222  Aurora  University  Faculty  of  Medicine,  Shanghai,  Kiangsu  (Extinct) 
24239  Shansi  University  Medical  College,  Taiyuan,  Shansi 

243  China 

24338  National  Honan  University  Medical  College,  Kaifeng,  Honan  (24238 
Prior  to  1-17-1) 

24351  National  Defense  Medical  Center,  School  of  Medicine,  Shanghai,  Kiangsu 
(24251  Prior  to  1-17-1) 

244  Taiwan 

244  Taiwan  (Formosa)  effective  1-17-1 

24402  College  of  Medicine  National  Taiwan  University,  Taipai  (38502  Prior 
to  1-17-1) 

24404  Taipai  Medical  College,  Taipai  (38504  Prior  to  11-71) 

24405  China  Medical  College,  Taichung  (38505  before  1971) 

264  Colombia 

26401  Facultad  de  Medicina  de  la  Universidad  Nacional  de  Colombia  Cuidad 

Universitaria,  Bogota,  Cundinamarca 

26402  Faculdad  de  Medicina  de  la  Universidad  de  Cartagena,  Cartagena, 

Bolivar 

26404  Facultad  de  Medicina  de  la  Pontificia  Universidad  Javeriana,  Bogota, 
Cundinamarca 

26406  Facultad  de  Medicina  de  la  Universidad  de  Caldas,  Manizales,  Caldas 

26407  Facultad  de  Medicina  de  la  Universidad  del  Cauca,  Popayan,  Cauca 

275  Cuba 

27501  Facultad  de  Medicina  de  la  Universidad  de  la  Habana,  La  Habana 

27502  Esceula  de  Medicina,  Universidad  de  Oriente,  Santiago 

286  Czechoslovakia 

28601  Deutsche  Univerzita  Medizinische  Fakulta,  Praha  (15405  before  1919) 

28602  Charles  Univerzita  Fakulta  of  PedGen  Medicine,  Praha 

308  Dominican  Republic 

30801  Facultad  de  Medicina  de  la  Universidad  de  Santo  Domingo,  Ciudad, 
Trujillo 

319  Ecuador 

31901  Facultad  de  Ciencias  Medicas  de  la  Universidad  Central,  Quito 

330  Egypt  (United  Arab  Republic) 

33002  Kasr-el-AiniFaculty  of  Medicine  Cairo  University,  Cairo  (Formerly 

Fouad  First  University  Faculty  of  Medicine) 

33003  Faculty  of  Medicine  Alexandria  University,  Alexandria 

33004  Abbasis  Faculty  of  Medicine,  University  of  Fin  Shams,  Cairo 

341  El  Salvador 

34104  Facultad  de  Medicina  Universidad  Nacional  del  Salvador,  San  Salvador 

352  England 

35204  University  of  Newcastle-Upon-Tyne  Medical  School  (Before  August 

1963  Kings  College  University  in  Durham) 

35205  School  of  Medicine  University  of  Leeds,  Leeds 
35207  University  of  London  Faculty  of  Medicine,  London 

35211  Registrable  Qualifications  granted  by  English  Conjoint  Board  (Royal 
College  of  Surgeons  of  England/Royal  College  of  Physicians  of 
London) 

385  Formosa  (Taiwan) 

385  (Also  see  244  Taiwan  [Effective  1-17-1]) 

38501  Kaohsiung  (takau)  Medical  College,  Kaohsiung 

38502  College  of  Medicine  National  Taiwan  University,  Taipai 
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38503  National  Defense  Medical  Center,  Taipai 
38505  China  Medical  College,  Taichung 

396  France 

39606  Faculte  de  Medecine  de  I’Universite  de  Paris,  Paris,  Seine 

39607  Faculte  mixte  de  Medecine  et  de  Pharmacie  de  I’Universite  de  Tou- 

louse, Toulouse,  Haute-Garonne 

407  Germany 

407  Also  see  408409 — East  and  West  Germany  (Effective  1-1-71) 

40707  Medizinische  Fakultat  der  Georg-Augusf-Universitat,  Gottingen,  Nie- 
dersachsen 

40710  Medizinische  Fakultat  der  Universitat  Heidelberg,  Heidelberg,  Baden- 
Wurttemberg 

40715  Medizinische  Fakultat  der  Phillipps-Universitat,  Marburg/Lahn,  Hes- 

sen 

40716  Medizinische  Fakultat  der  Ludwig  Maximiliams-Universitat,  Munchen, 

Bayern 

40721  Medizinische  Fakultat  der  Universitat  Hamburg,  Hamburg 
40723  Medizinische  Fakultat  der  Johann- Wolfgang-Goethe-Universitat, 
Frankfurt- Am-Main,  Hessen 

40726  Medizinische  Faculte  der  Universitaet  Wien,  Wien  (15407  before  3/ 
13/1938  and  effective  6/1/45) 

40733  Medizinische  Fakultat  der  Freien  Universitat  Berlin,  Berlin 

409  Germany  West 

40902  Medizinische  Fakultaet  Rheinischen  Friedrich  Wilhelms  Universaitaet, 
Bonn  (40702  before  1971) 

40905  Medizinische  Fakultat  Albert-Ludwigs-Universitat  Freiberg  IM  Breis- 
gau 

40921  Medizinische  Fakultaet  Universitaet  Hamburg,  Hamburg  (40721  before 
1971) 

40933  Medizinische  Fakultat  Freien  Universitat,  Berlin,  Berlin  (40733  Prior 
to  1-1-71) 

418  Greece 

41801  Faculty  of  Medicine  National  University  of  Athens,  Athens 

41802  Faculty  of  Medicine  University  of  Thessaloniki,  Thessaloniki 

429  Guatemala 

42901  Facultad  de  Ciencias  Medicas,  Universidad  de  San  Carlos,  Guatemala 

451  Honduras 

45101  Facultad  de  Medicine  y Cirugia  de  la  Universidad  Nacional  Autonoma 
de  Honduras,  Tegucigalpa 

473  Hungary 

47301  Orvosi  Fakultas  Tudomanyegyetem,  Budapest 

495  India  (Goa) 

49501  University  of  Bombay,  Affiliated  Medical  Colleges  are: 

a.  Grant  Medical  College  Bombay  University,  Bombay,  Maharashtra 

b.  Seth  Gorhandas  Sunderdas  Medical  College  Bombay  University, 
Bombay,  Maharashtra 

49503  Guru  Nanak  Medical  College,  Guru  Nanak  University,  Amritsar,  Pun- 
jab 

49504  Madras  Medical  College  Madras  University,  Madras,  Madras 

49508  Christian  Medical  College  Punjab  University,  Ludhiana,  Punjab 

49509  St.  John’s  Medical  College,  Bangalore,  Mysore  (before  June  1966: 
Government  Medical  College,  Mysore  University,  Mysore) 

49511  Andhra  Medical  College  Andhra  University,  Visakhapatnam,  Andhra 

49515  Prince  of  Wales  Medical  College,  Patna  University,  Bankipore  Patna, 
Bihar 

49516  Stanley  Medical  College  Madras  University,  Madras,  Madras 

49517  Topiwala  National  Medical  College,  Bombay  University,  Bombay, 
Maharashtra 

49518  Assam  Medical  College  Gauhati  University,  Dibrugarh,  Assam 
49521  Osmania  Medical  College  Osmania  University,  Hyderabad,  Andhra 
49523  Medical  College  Baroda  University,  Baroda,  Gujarat 

49527  Christian  Medical  College,  Vellore,  Madras 

49528  Byramjee  Jeejeebhoy  Medical  College,  Poona,  Maharashtra 

49529  Government  Medical  College  Punjab  University,  Patiala,  Punjab 

49530  Sawai  Man  Singh  Medical  College  Rajasthan  University,  Jaipur,  Ra- 
jasthan 

49531  Medical  College  Kerala  University,  Trivandrum,  Kerala 

49534  Gajra  Rajo  Medical  College  Vikram  University,  Gwalior,  Madhya  Pra- 
desh 

49535  Karnatak  Medical  College  Karnatak  University,  Hubli,  Mysore 

49536  All-India  Institute  of  Medical  Sciences,  New  Delhi,  Delhi 

49537  Kasturba  Medical  College  Karnatak  University,  Manipal,  Mysore 
49541  G.S.V.  Memorial  Medical  College  Lucknow  University,  Kampur,  Ut- 
tar Pradesh 

49547  Medical  College  Jabalpur  University,  Jabalpur,  Madhya  Pradesh 

49548  M.P,  Shah  Medical  College  Gujarat  University,  Jamnagar,  Gujarat 

49549  Ghandhi  Medical  College  Vikram  University,  Bhopai,  Madhya  Pradesh 

49550  Guntur  Medical  College  Andhra  University,  Guntur,  Andhra 

49552  St.  John’s  Medical  College,  Bangalore  University,  Bangalore,  Mysore 


49554  Rajendra  Medical  College,  Ranchi,  Bihar 

49555  Sardar  Patel  Medical  College,  Bikaner,  India 

49557  Kakatiya  Medical  College,  Warangal,  Andhra  Pradesh 
49568  College  Medicine  Sciences  Banaras  Hindu  University,  Varanasi,  Uttar 
Pradesh 

49576  Municipal  Medical  College,  Gujarat  University,  Ahmedabad,  Gujarat 

49596  Lokmanya  Tilak  Mun  Medical  College,  Bombay  University,  Bombay, 
Maharashtra 

49597  Dr.  Vaishampayan  Memorial  Medical  College,  Shivaji  University, 
Shalopur,  Maharashitra 

496  India 

4961 1 Sri  Krishna  Medical  College,  Muzaffarpur,  Bihar 

506  Indonesia 

50602  Faculty  of  Medicine  Airlangga  Airlangga  University,  Surabaya 

517  Iran 

51701  Faculty  of  Medicine  University  of  Teberan,  Teheran 
51703  Faculty  of  Medicine,  Tabriz 

528  Iraq 

52801  Faculty  of  Medicine  Baghdad  University,  Baghdad 

539  Ireland 

53901  Faculty  of  Medicine  Queen’s  University  of  Belfast,  Belfast 

53902  National  University  of  Ireland,  Constitient  Colleges  are: 

a.  Faculty  of  Medicine  University  College,  Dublin 

b.  Faculty  of  Medicine  University  College,  Cork 

c.  Faculty  of  Medicine,  Galway 

53903  School  of  Physic  Trinity  College  University  of  Dublin,  Dublin 
550  Israel 

55001  The  Hebrew  University-Hadassah  Medical  School,  Jerusalem 

561  Italy 

56101  Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Bologna.  Bologna 
56115  Facolta  di  Medicina  e Chirurgia  dell'Universita  di  Perugia,  Perugia 
56119  Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Siena,  Siena 

572  Japan 

57211  Tokyo  Medical  College  (Nippon  Ikadaigaku)  Hongo,  Tokyo  (Extinct) 
57241  Faculty  of  Medicine  Shinshu  University,  Matsumoto,  Nagano 
57249  Tokyo  Medical  College,  Tokyo 

583  Korea  (South) 

58301  Severence  Medical  College  Yonsei  University,  Seoul 

58302  College  of  Medicine  Seoul  National  University,  Seoul 

58303  Korea  University  Medical  College,  Seoul 

58304  College  of  Medicine  Kyong-Puk  National  University,  Taegu 
58306  College  of  Medicine  Chun  Nam  National  University,  Kwangiu 

58309  College  of  Medicine  Pusan  National  University,  Pusan 

58310  College  of  Medicine  Catholic  University,  Seoul 

605  Lebanon 

60501  Medical  School  American  University  of  Beirut,  Beirut 

627  Malta 

62701  Faculty  of  Medicine  and  Surgery  Royal  University  of  Malta,  Valetta 

649  Mexico 

6490 1 Facultad  de  Medicina  de  la  Universidad  Nacional  Autonoma  de  Mexico, 
Mexico 

64902  Facultad  de  Medicina  de  la  Universidad  de  Nuevo  Leon,  Monterrey, 
Nuevo  Leon 

64906  Facultad  de  Medicina  de  la  Universidad  Nacional  del  Sureste,  Merida, 
Yucatan 

64914  Facultad  de  Medicina  de  la  Universidad  Autonoma  de  Guadalajara, 
Guadalajara,  Jalisco 

64933  Universidad  Autonoma  de  Cuidad  Juarez,  Ciudad  Juarez,  Chihuahua 
64936  Centro  de  Estudios  Universidad  Xochicalo  A.C.,  Cuernavaca,  Morelos 

660  Netherlands 

66061  Faculteit  der  Geneeskunde  Universiteit  Van  Amsterdam,  Amsterdam 

671  New  Zealand 

67101  Medical  School  University  of  Otago,  Dunedin 

704  Pakistan 

70401  King  Edward  Medical  College,  Lahore,  West  Pakistan 

70402  Dow  Medical  College.  Karechi,  Federal  Capital  Area 

70403  Dacca  Medical  College,  Dacca,  East  Pakistan 

70404  Nishtar  Medical  College,  Multan.  West  Pakistan 

70409  Khyber  Medical  College.  Peshawar.  North-West  Frontier  Province 

70410  Chittagong  Medical  College,  Chittagong,  East  Pakistan  (16(X)1  after 
7-1-72) 

726  Paraguay 

72601  Facultad  de  Medicina  de  la  Universidad  Nacional  de  Asuncion,  Asun- 
cion 
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737  Peru 

73701  Facultad  de  Medicina  de  San  Fernando  de  la  Universidad  Nacional 
Mayor  de  San  Marcos,  Lima 

73705  Facultad  de  Medicina  de  la  Universidad  Nacional  de  San  Agustin, 
Arequipa 

73706  Facultad  de  Medicina  “Cayetano  Heredia”  de  la  Universidad  Peruana 
de  Ciencias  Medicas  y Biologicas,  Lima 

748  Phillipines 

74801  Faculty  of  Medicine  and  Surgery  University  of  Santo  Tomas,  Manila 

74802  College  of  Medicine  University  of  the  Phillipines,  Manila 

74807  College  of  Medicine  Manila  Central  University,  Manila 

74808  Institute  of  Medicine  Far  Eastern  University,  Manila 

74809  College  of  Medicine  Southwestern  University,  Cebu  City 

74810  College  of  Medicine  University  of  the  East,  Quezon  City 

7481 1 College  of  Medicine  Cebu  Institute  of  Technology,  Cebu  City 

759  Poland 

75911  Akademia  Medyczna,  Bialy stock 

803  Scotland 

80301  Faculty  of  Medicine  University  of  Aberdeen,  Aberdeen 

80302  LIniversity  of  St.  Andrews  School  of  Medicine,  Dundee 

80303  Faculty  of  Medicine  University  of  Edinburgh,  Edinburgh 
80305  Faculty  of  Medicine  University  of  Glasgow,  Glasgow 

836  South  Africa 

83601  Medical  School  University  of  the  Witwatersrand,  Johannesburg 

847  Spain 

84701  Facultad  de  Medicina  de  la  Universidad  de  Barcelona,  Barcelona 

84703  Facultad  de  Medicina  de  la  Universidad  de  Grenada,  Grenada 

84704  Facultad  de  Medicina  de  la  Universidad  de  Madrid,  Madrid 
84706  Faculdad  de  Medicina  de  la  Universidad  de  Zaragoza,  Zaragoza 
84708  Facultad  de  Medicina  de  la  Universidad  de  Valencia,  Valencia 

84710  Facultad  de  Medicina  de  la  Universidad  de  Salamanca,  Salamanca 

84711  Facultad  de  Medicine  de  la  Universidad  Catolica  Navarra,  Pamplona 


869  Switzerland 

86901  Medizinische  Fakultat  der  Universitat  Basel,  Basel 

86902  Medizinische  Fakultat  der  Universitat  Bern,  Bern 

86905  Faculte  de  Medecine  de  TUniversite  de  Lausanne,  Lausanne 

875  Syria 

87501  Faculty  of  Medicine  Damascus  University,  Damascus 
Taiwan  (See  Formosa) 

891  Thailand 

89101  Faculty  of  Medicine  at  Chulalongkom  Hospital  University  of  Medical 
Sciences,  Bangkok 

89102  Faculty  of  Medicine  at  Sariraj  Hospital  University  of  Medical  Sciences, 
Thonburi 

89104  Faculty  of  Medicine  at  Ramathibodi  Hospital,  Mahidol  University, 
Bangkok 

902  Turkey 

90201  Tip  Fakultesi  Istanbul  Universitesi,  Istanbul 
90205  Haceteppe  University  Faculty  of  Medicine,  Ankara 

913  Union  of  Soviet  Socialist  Republics 

91302  Voronez  Medical  Institute,  Voronez 

917  United  Kingdom-England-Wales 

91707  University  of  London  Faculty  of  Medicine,  London  (35207  before 
1971) 

941  Viet-Nam  South 

94101  Faculte  mixte  de  Medicine  et  de  Pharmacie  Universite  de  Saigon,  Sai- 
gon 

957  Yugoslavia 

95702  Medicinski  Fakultet  Univerziteta  u Beogradu,  Beograd 


IS  YOUR  LISTING 
ACCURATE? 

If  there  is 
Office  so  we 

an  error  in  your  listing,  please  notify  the  Executive 
can  correct  our  records. 

Send  corrections  to: 

Ramona  Perez, 

Membership  Secretary 
The  Kansas  Medical  Society 
1300  Topeka  Avenue 
Topeka,  KS  66612 
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Alphabetical  Listing 

NOTE:  Out-of-state  members  are  listed  alphabetically  but  not  in  the  city  listings.  For  addresses  of  out-of-state  members,  call  the  KMS  office,  1-800-332-0156. 


A 

ABAY  MD,EUSTAQUIO  O,  WICHITA 
ABBAS  MD^DILAWER  H,  WICHITA 
ABBO  MD, GORDON  E,  TOPEKA 
ABBUEHL  MD,DON  R,  CHANUTE 
ACEVEDO  MD, ALFREDO,  WICHITA 
ADAMS  JR  MD, MARCUS  W,  HUTCHINSON 
ADAMS  MD,ALAN  W,  OAKLEY 
ADAMS  MD, DWIGHT,  OSAGE  CITY 
ADAMS, MARY  E,  KANSAS  CITY 
ADKISSON, WAYNE  0,  KANSAS  CITY 
AGIAR,MARY  C,  KANSAS  CITY 
AGUSTIN  MD,CONRADO  M,  WICHITA 
AHLSTRAND  MD, RICHARD  A,  WICHITA 
AHMAD  MD,ABDU  0,  EL  DORADO 
AHMED  MD,IFTEKHAR,  KANSAS  CITY, MO 
AHNEMANN , JANET  L,  KANSAS  CITY 
AHUJA, DEEPAK , KANSAS  CITY 
AILLON  MD, ALEJANDRO  J,  HALSTEAD 
AKERS  MD,GUY  I,  FORT  SCOTT 
ALBERS  MD, ROBERT  C,  HAYS 
ALBRIGHT  MD,JEROLD  D,  HUTCHINSON 
ALDERMAN , LILLIAN  C,  KANSAS  CITY 
ALDIS  MD, HENRY,  FORT  SCOTT 
ALDIS  MD, WILLIAM,  FORT  SCOTT 
ALDOROTY  MD,NEIL,  WICHITA 
ALEXANDER  MD, CHARLES  E,  KANSAS  CITY 
ALEXANDER  MD, CLYDE  W,  KANSAS  CITY 
ALEXANDER  MD , ELI 2ABETH , WICHITA 
ALFONSO  MD, MANUEL,  WICHITA 
ALGIE  MD, WILLIAM  H,  KANSAS  CITY 
ALIFANO, CONNIE  L,  KANSAS  CITY 
ALLBRITTEN  JR  MD, FRANK  F,  CUNNINGHAM 
ALLEGRE  MD,ANN,  KANSAS  CITY 
ALLEN  MD,  MONTE  L,  SALINA 
ALLEN  MD, FRANCES  A,  NEWTON 
ALLEN  MD,MARK  L,  KANSAS  CITY, MO 
ALLEN  MD,MAX  S,  SHAWNEE  MISSION 
ALLEN  MD, PHILLIP  M,  WICHITA 
ALLEN  MD,RAY  E,  LIBERAL 
ALLEN, KEITH  B,  SHAWNEE  MISSION 
ALLEY, ROBYN  R,  KANSAS  CITY 
ALMONTE  MD, PRISCILLA  C,  WICHITA 
ALMONTE  MD, RODOLFO  0,  WICHITA 
ALQUIST  MD,VERYL  D,  BAXTER  SPRINGS 
ALSOP  MD, WILLIAM  R,  SALINA 

ALTENBERND  MD,ELVIN  CONRAD,  SHAWNEE  MISSION 

AMAWI  MD, MOHAMMAD  S,  DODGE  CITY 

AMBLER  MD,CARL  D,  PRATT 

AMEND  MD, DOUGLAS  J,  EMPORIA 

AMMAR  MD,ALEX  D,  WICHITA 

AMSTUTZ  MD, SAMUEL  W,  WICHITA 

ANDERSON  MD,  EUGENE  G,  GREEN  VALLEY, AZ 

ANDERSON  MD,DALE  W,  AUGUSTA 

ANDERSON  MD, DAVID  J,  WICHITA 

ANDERSON  MD, JAMES  D,  WICHITA 

ANDERSON  MD,JODY,  SALINA 

ANDERSON  MD, LARRY  R,  WELLINGTON 

ANDERSON  MD,LYLE  B,  BLOOMINGTON , IN 

ANDERSON  MD,SEVERT  A,  CLAY  CENTER 

ANDERSON  MD, WILLIAM  A,  SHAWNEE  MISSION 

ANDERSON  MD,WINSTAN  L,  SUN  CITY  WEST,AZ 

ANDREASEN  MD,  RAYMOND  L,  COLUMBUS 

ANTHONY, THOMAS,  KANSAS  CITY 

APPELBAUM, JAMES  S,  KANSAS  CITY, MO 

APPENFELLER  MD, WILLIAM  0,  OSAWATOMIE 

APPLEGATE  JR  MD, FRANCIS  R,  HAYS 

ARAFILES  MD, ESTHER  D N,  OSKALOOSA 

ARAKAWA  MD,KASUMI,  KANSAS  CITY 

ARGOSINO  MD, RODOLFO,  WICHITA 

ARJUNAN  MD,  K N,  TOPEKA 

ARMBRUSTER  MD, ALBERT  A,  SHAWNEE  MISSION 
ARMSTRONG  MD, HAROLD  J,  PITTSBURG 
ARMSTRONG  MD, JEFFREY  A,  KANSAS  CITY 
ARNETT  MD, GWENDOLYN  R,  KANSAS  CITY 
ARNOLD, KATHLEEN  J,  WICHITA 
ARONOFF  MD, MICHAEL  E,  OLATHE 
ARONSON, RITA  K,  KANSAS  CITY 
ARPIN  MD, JEFFREY  P,  LEAVENWORTH 
ARRIGHI  MD, DAVID,  GREAT  BEND 
ARROYO  MD,ZEFERINO,  GARDEN  CITY 
ARTZ  MD, TYRONE  D,  WICHITA 
ARUNAKUL  MD,PUNYA,  TOPEKA 
ASBURY  DO  , LAWRENCE  J,  OLATHE 

ASH, LISA  M,  KANSAS  CITY 
ASHER  MD,MARC  A,  KANSAS  CITY 
ASHKAR  MD,ADNAN,  LEAVENWORTH 
ASHLEY  JR  MD,B  JOHN,  TOPEKA 
ASHLEY  MD, BYRON  J,  TOPEKA 
ASHLEY  MD, SAMUEL  G,  CHANUTE 
ATKIN,  JOHN  D III,  YATES  CENTER 
ATKINS, JEFFREY  A,  SHAWNEE  MISSION 
ATLURU  MD,NARAYANA  RAO,  TOPEKA 
ATWOOD  MD, LARRY  C,  INDEPENDENCE 
ATWOOD  MD,M  DALE,  KINSLEY 
ATWOOD  MD, MICHAEL  D. , TOPEKA 
AUCAR  MD, ALFREDO,  ARKANSAS  CITY 
AUNINS  MD,JOHN,  WICHITA 
AUSTIN  MD,JOHN  O,  GARDEN  CITY 
AUSTIN  MD, KENNETH  D,  GOODLAND 
AVERILL  MD, STUART  C,  TOPEKA 
AVES  MD, AGNES,  PARSONS 
AVES  MD,RENATO  B,  PARSONS 
• Probationary  members. 


AVILA  MD, OSCAR  A,  DODGE  CITY 
AYUTHIA  MD,ISSARA  I,  DODGE  CITY 

B 

BABER  MD, JAMES  W,  WICHITA 

BACANI  MD,OSWALDO,  FREDONIA 

BACKES  MD, DAVID  J,  WICHITA 

BACON  MD, ARTHUR  H,  LAKE  WORTH, FL 

BADEEN  II  MD, LOUIS  JOHN,  SHAWNEE  MISSION 

BAEHR  MD, RALPH  H,  TOPEKA 

BAEKE  MD,JOHN  O,  SHAWNEE  MISSION 

BAILEY, MICHAEL  J,  KANSAS  CITY 

BAIR  MD, ALBERT  E,  INDEPENDENCE 

BAIR  MD, GLENN  O,  TOPEKA 

BAKER  MD, FREDERICK  C,  TOPEKA 

BAKER  MD, HENRY  K,  CHANUTE 

BAKER  MD, PHILLIP  L,  TOPEKA 

BAKER  MD,RAY  D,  TOPEKA 

BAKER  MD, RICHARD  B,  MANHATTAN 

BAKER  MD, WILLIAM  STEVEN,  SHAWNEE  MISSION 

BAKER, JAMES  R,  SHAWNEE  MISSION 

BAKER, MICHAEL  P,  KANSAS  CITY 

BALANOFF  MD, ARNOLD  Z,  SHAWNEE  MISSION 

BALDWIN  MD, THOMAS  F,  KANSAS  CITY 

BALL  MD, RALPH  G,  MANHATTAN 

BAMMEL  MD, BRUCE,  WICHITA 

BANKS  MD, ROBERT  E,  PAOLA 

BANKS, DONALD  E,  KANSAS  CITY 

BANSAL  MD,ROOPA  O,  SHAWNEE  MISSION 

BANSAL  MD,SATISH  C,  SHAWNEE  MISSION 

BAPTIST  MD, JEREMY  E,  SHAWNEE  MISSION 

BARABAN  MD,MARC  R,  TOPEKA 

BARBA  JR  MD, ANTONIO  P,  WICHITA 

BARBA  MD, ESTRELLA  G,  WICHITA 

BARBER  MD, JAMES  L,  AUGUSTA 

BARBERA  MD, PORTER  E,  INDEPENDENCE 

BARCELO  MD, JEANNE  A,  WICHITA 

BARE  II  MD, CHARLES  E,  SHAWNEE  MISSION 

BARE, JANE  E,  KANSAS  CITY 

BARELLI  MD,PAT  A,  KANSAS  CITY, MO 

BARKER  MD, BENJAMIN  W,  WICHITA 

BARKER  MD, ELIZABETH  B,  SHAWNEE  MISSION 

BARKER  MD, JAMES  BERTON,  SHAWNEE  MISSION 

BARKER  MD, PATRICK  N,  PRATT 

BARKER  MD, PATSY,  WICHITA 

BARKER  MD, ROYAL  A,  COUNCIL  GROVE 

BARKER  MD, STANTON  L,  HUTCHINSON 

BARKER  MD, STEVEN  E,  MINNEAPOLIS 

BARKER, MONTY  R,  WICHITA 

BARLOW  MD,JOHN  M,  MANHATTAN 

BARNES  MD, DAVID  R,  KILLEEN, TX 

BARNES  MD,JOE  L,  SMITH  CENTER 

BARNES  MD, MARIAN, , 

BARNETT  JR  MD, THOMAS  E,  SHAWNEE  MISSION 

BARNETT  MD, ARNOLD  M,  WICHITA 

BARNETT  MD, JAMES  A,  EMPORIA 

BARNETT  MD, ROBERT  E,  TOPEKA 

BARNHART  MD, RONALD  J,  SHAWNEE  MISSION 

BARNHORST  MD, DONALD  A,  SHAWNEE  MISSION 

BARNS, EDWARD  L,  KANSAS  CITY 

BARR  MD, RICHARD  N,  SHAWNEE  MISSION 

BARR, ROBIN  R,  SHAWNEE  MISSION 

BARRICK  MD, BRUCE,  SHAWNEE  MISSION 

BARRY  MD, DAVID  R,  LEAVENWORTH 

BARTAL  MD,ELY,  WICHITA 

BARTLETT  MD, WAYNE  C,  WICHITA 

BASCOM  MD, GEORGE  S,  MANHATTAN 

BASER  MD,ALI  N,  APO,NY 

BASHAM  MD, JAMES  J,  FORT  SCOTT 

BASHAM, BRIAN  E,  WICHITA 

BASINGER, BRADLEY  B,  WICHITA 

BASS  II  MD,ORAL  E,  WICHITA 

BASS  JR  MD, LEWIS  N,  KANSAS  CITY 

BASSELL  MD,G  M,  WICHITA 

BATES  MD, MICHAEL  D,  WICHITA 

BATES  MD, MICHAEL  NICHOLS,  WICHITA 

BATNITZKY  MD, SOLOMON,  KANSAS  CITY 

BATTISTE  MD, CYNTHIA,  WICHITA 

BATTY  MD, LARRY  H,  SHAWNEE  MISSION 

BAUER  MD,LAFE  W,  SHAWNEE  MISSION 

BAUER  MD, MARTIN  L,  SHAWNEE  MISSION 

BAUER  MD, THOMAS  A,  HUTCHINSON 

BAUER, JOSEPH  G,  SHAWNEE  MISSION 

BAUER, LAIRD  A,  KANSAS  CITY 

BAUMAN  MD,M  LEON,  WICHITA 

BAUMANN  MD,PAUL  A,  WICHITA 

BAXTER  MD,W  REESE,  SALINA 

BAYLES  MD,HUGH  G,  FREDONIA 

BEACH  MD, RICHARD  R,  TOPEKA 

BEACH, ROBERT  L,  KANSAS  CITY 

BEAHM  MD,AN0L  W,  GREAT  BEND 

BEAHM  MD, DONALD  R,  GREAT  BEND 

BEAL  MD, RAYMOND  J,  FREDONIA 

BEALE  MD, DAVID  A,  TOPEKA 

BEAMER  MD, LARRY  R,  WICHITA 

BEARCE, SHARON  K,  KANSAS  CITY 

BEATY  MD, JAMES  R,  MAYETTA 

BEBAK  MD, DONALD  M,  WICHITA 

BECK  JR, CALVIN  E,  KANSAS  CITY, MO 

BECK  MD, CHARLES  W,  WICHITA 

BECK  MD, JOSEPH  D,  PALM  DESERT, CA 

BECKER  MD,KARL  E,  WICHITA 

BECKER  MD, LESLIE  E,  KANSAS  CITY 

BECKER  MD, NANCY  J,  KANSAS  CITY 


BECKER, BRYAN  N,  SHAWNEE  MISSION 

BEDFORD  MD,D  R,  TOPEKA 

BEEBE  MD,EDMER,  OLATHE 

BEECH  MD, RANDALL  R,  ANDOVER 

BEELMAN  MD, FLOYD  C,  TOPEKA 

BEEZLEY  MD, MICHAEL  J,  SHAWNEE  MISSION 

BEGGS  MD, DAVID  F,  GARDEN  CITY 

BEHRHORST  MD, CARROLL  D,  GUATEMALA, 

BEILMAN,GREG  J,  WICHITA 

BELDEN  MD, SANDRA  B,  WICHITA 

BELDEN,MARY  J,  SHAWNEE  MISSION 

BELL  MD,DELORIS  W,  SHAWNEE  MISSION 

BELL  MD,MARK  G,  SALINA 

BELL, GREGORY  A,  KANSAS  CITY 

SELLER  MD, WILLIS  L,  TOPEKA 

BELOT  JR  MD, MONTI  L,  LAWRENCE 

BELT  MD, ROBERT  J,  SHAWNEE  MISSION 

BELZ, MICHAEL  K,  KANSAS  CITY 

BELZER  MD, EDWARD  G,  SHAWNEE  MISSION 

BENA  MD, JAMES,  PITTSBURG 

BENAGE  MD,JOHN  F,  FORT  SCOTT 

BENNETT, S H,  KANSAS  CITY, MO 

BENSON  MD,KIRK  T,  KANSAS  CITY 

BENSON, DAVID  R,  SHAWNEE  MISSION 

BENTON  MD,JAY  S,  NEWTON 

BERGH  MD, JAMES  R,  WICHITA 

BERGIN  MD, JAMES  J,  KANSAS  CITY 

BERKEY  MD, VERNON  A,  PITTSBURG 

BERKLEY  MD,DON  H,  ABILENE 

BERKLEY  MD, NORMAN  W,  SENECA 

BERNER  MD,NEAL  E,  WAKEENEY 

BERNHARDT  MD,MARK,  WICHITA 

BERRIDGE, DEBRA  L,  KANSAS  CITY 

BETHEL  MD, CHANDLER  S,  WICHITA 

BETTIN, BRYCE  D,  KANSAS  CITY 

BETTY, JANE  M,  KANSAS  CITY 

BEUGELSDIJK  MD, HENRY  PETER,  HALSTEAD 

BHARGAVA  MD,ASHOK  KUMAR,  LA  CROSSE 

BHARGAVA  MD,SHOBHANA,  LA  CROSSE 

BIBERSTEIN,GREG  A,  WICHITA 

BICHLMEIER  MD, FRANKLIN  G,  KANSAS  CITY 

BIERLEIN  MD, KENNETH  J,  PITTSBURG 

BIERMANN  MD, HENRY  J,  WICHITA 

BIERMANN  MD, WILLIAM  J,  WICHITA 

BIGLER  MD,F  CALVIN,  GARDEN  CITY 

BIGONGIARI  MD, LAWRENCE  R,  WICHITA 

BIKALES  MD, VICTOR  WILLIAM,  SHAWNEE  MISSION 

BILLINGS  MD, THOMAS,  MCPHERSON 

BILLINGSLEY  JR  MD,JOHN  A,  OLATHE 

BILLINGSLEY  MD,THAD  H,  SHAWNEE  MISSION 

BINGAMAN  MD, ROBERT  W,  WICHITA 

BINYON  MD,KERNIE  W,  WICHITA 

BISHOP  MD, FRANCIS  E,  SHAWNEE  MISSION 

BISHOP  MD, HENRY  R,  SHAWNEE  MISSION 

BISHOP  MD, RODNEY  LEE,  LAWRENCE 

BLACK  MD, BRADFORD  T,  KANSAS  CITY 

BLACK  MD, CYRIL  V,  PRATT 

BLACK, DAVID  L,  KANSAS  CITY 

BLACKBURN  MD, ROBERT  W,  COUNCIL  GROVE 

BLACKBURN, TIMOTHY  L,  TOPEKA 

BLAKE  MD, HENRY  S,  TOPEKA 

BLAKELEY, SHARON  L,  OTTAWA 

BLANK  MD,JOHN  N,  HUTCHINSON 

BLAYLOCK  MD,HOYT  C,  WICHITA 

BLETZ  MD, DONALD  B,  SHAWNEE  MISSION 

BLIM  MD,R  DON,  KANSAS  CITY, MO 

BLISS  MD,JOY  V,  OLATHE 

BLOCK  MD, JEROME  E,  COFFEYVILLE 

BLOMOUIST, GLENDA  L H,  KANSAS  CITY 

BLOOM  MD, BARRY  THEIL,  WICHITA 

BLOOM  MD,L  THEIL,  KINGMAN 

BLOOM  MD, RODNEY  LAMONT,  WICHITA 

BLOXHAM  MD, THOMAS  J,  WICHITA 

BLUM  D.O.  , MICHAEL  A,  OLATHE 

BLUME,  GREGORY  M,  WICHITA 

BOCK, PETER  A,  WICHITA 

BODEMANN, DONALD  R,  KANSAS  CITY 

BOEHM  MD, DOUGLAS  K,  WICHITA 

BOEHM  MD, MINDY  M,  WICHITA 

BOESE  MD, KENNETH  M,  MANHATTAN 

BOGNER  MD,PAUL  F,  CLAY  CENTER 

BOGNER,KENT  A,  KANSAS  CITY 

BOLES  MD,J  MICHAEL,  SHAWNEE  MISSION 

BOLES  MD,R  DALE,  DODGE  CITY 

BOLING, JAMES  M,  SHAWNEE  MISSION 

BOLINGER  MD, ROBERT  E,  KANSAS  CITY 

BOLLIER  MD,RENE  P,  HOUSTON, TX 

BOLLMAN  MD, CHARLES  S,  JUNCTION  CITY 

BOLT  MD, MICHAEL,  NEWTON 

BOLTON  MD,MARK  E,  KANSAS  CITY 

BOND  MD, ROGER  C,  WICHITA 

BONEBRAKE  MD,C  RICHARD,  TOPEKA 

BOREL  MD, DAVID,  TOPEKA 

BORGENDALE  MD, LLEWELLYN  V,  WAMEGO 

BORNO  MD, SAMIR,  TOPEKA 

BORRA  MD, MARIO  J,  HUTCHINSON 

BOS  MD, NORMAN  C,  HUTCHINSON 

BOSILEVAC  MD,FRED  N,  KANSAS  CITY 

BOSILJEVAC  JR  MD, JOSEPH  E,  EMPORIA 

BOSSE  MD, FRANK  K,  ATCHISON 

BOSSEMEYER  II  MD, CHARLES  H,  OSAWATOMIE 

BOTTERON, GREGORY  W,  KANSAS  CITY 

BOTTERON , KELLY  N,  KANSAS  CITY 

BOUDA  MD, DAVID  W,  HUTCHINSON 

BOUDREAUX  MD,VELTIN  J,  HALSTEAD 

BOWEN  JR  MD, HARRY  J,  TOPEKA 
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BOWEN  MD, CLOVIS  W,  TOPEKA 

BOWEN  MD, JUDITH  M,  TOPEKA 

BOXBERGER  MD, GREGORY  R,  WICHITA 

BOYD  MD, SPENCER  H,  TOPEKA 

BOYD  MD,Z  REX,  WICHITA 

BOYD, HAROLD  D,  KANSAS  CITY 

BOYDEN  MD,MARY  S,  LAWRENCE 

BOYER  MD, ROBERT  E,  KINGMAN 

BOYLE  MD,HUGH  H,  WICHITA 

BRACKETT  JR  MD, CHARLES  E,  KANSAS  CITY 

BRADA  MD, DONALD  ROBERT,  HUTCHINSON 

BRADEN  MD,BILL  L,  WAMEGO 

BRADLEY  MD, FENWICK  P,  LIBERAL 

BRADLEY  MD,H  RUSSELL,  EMPORIA 

BRADLEY  MD,J  RODERICK,  GREENSBURG 

BRAHMAN  MD, HERBERT  D,  TOPEKA 

BRAKE  MD, DAVID,  WICHITA 

BRANDSTED  MD, ERNEST  C,  MCPHERSON 

BRANDT, MERRILEE  R,  KANSAS  CITY 

BRANIECKI,MARYLEE  A,  KANSAS  CITY 

BRANSON  MD, VERNON  L,  LAWRENCE 

BRAUN  III  MD, WILLIAM  T,  WICHITA 

BRAUN  MD, EDWARD  W,  FORT  SCOTT 

BRAUN  MD, KENNETH,  WICHITA 

BRAUN  MD, ROBERT  W,  TOPEKA 

BRAUN  MD, THOMAS  G,  WICHITA 

BRAUN  MD, WILLIAM  T,  PORT  ORANGE, FL 

BRAUN, STEVEN  D,  KANSAS  CITY 

BRAVERMAN  MD, DAVID  ELLIOTT,  SHAWNEE  MISSION 

BRAY  MD,AVIS  PAGE,  CONCORDIA 

BRECKBILL  MD, DAVID  L,  WICHITA 

BRENNEIS,ANN  T,  WICHITA 

BRENNER  MD, BRIAN  C,  WICHITA 

BRENT, CHRISTOPHER  R,  KANSAS  CITY 

BRETHOUR  MD, LESLIE  J,  JUNCTION  CITY 

BREWER  MD, MARSHALL  A,  ULYSSES 

BRIAN  MD, ROBERT  M,  EL  DORADO 

BRIDGENS  MD, JAMES  G,  KANSAS  CITY, MO 

BRIDWELL  MD, RUSSELL  E,  TOPEKA 

BRILLHART  MD, MAXINE  T,  KANSAS  CITY 

BRINTON  MD,E  HOLMES,  WICHITA 

BRINTON  MD, EDWARD  S,  WICHITA 

BRITO  MD,RAUL  E,  WICHITA 

BROCKHOUSE  MD,JOHN  P,  EMPORIA 

BROOKER  MD, ROBERT  M,  SANTA  BARBARA, CA 

BROOKS  MD, CHARLES  L,  KANSAS  CITY 

BROOKS  MD, WILLIAM  HENRY,  SHAWNEE  MISSION 

BROOKS, DOUGLAS  G,  SHAWNEE  MISSION 

BROSIUS  MD, FRANK  C,  WICHITA 

BROWN  JR  MD,VAL  J,  WICHITA 

BROWN  MD,ALEX  L,  CLEARWATER , FL 

BROWN  MD,C  EVERETT,  STAFFORD 

BROWN  MD, DAVID  J,  WICHITA 

BROWN  MD,FRED  E,  ST  MARYS 

BROWN  MD, MICHAEL  P,  WICHITA 

BROWN  MD, RANDALL  J,  MARYSVILLE 

BROWN  MD, ROBERT  L,  WICHITA 

BROWN  MD, ROBERT  0,  AUBURN, AL 

BROWN  MD, ROBERT  WAYNE,  SALINA 

BROWN  MD, RONALD  C,  WICHITA 

BROWN  MD, RONALD  L,  WICHITA 

BROWN  MD,VAL  J,  WICHITA 

BROWN  MD, WILLIAM  R,  SHAWNEE  MISSION 

BROWN-SANDERS  MD, CAROLINE,  LEES  SUMMIT, MO 

BROWN, JEFFERY  C,  SHAWNEE  MISSION 

BROWN, LORAINE  L,  KANSAS  CITY 

BROWN, MICHELLE  R,  WICHITA 

BROWN, ROBERT  L,  WICHITA 

BROWNING  MD, JIMMIE  L,  COTTONWOOD  FALLS 

BROWNING  MD, WILLIAM  H,  WICHITA 

BROWNRIGG  MD, RICHARD  L,  DODGE  CITY 

BROXTERMAN  MD, STEVEN  JOSEPH,  SHAWNEE  MISSION 

BRUEGGER, DANIEL  E,  SHAWNEE  MISSION 

BRUMMETT  MD, RICHARD  R,  SALINA 

BRUNER  JR  MD, KENNETH  W,  SHAWNEE  MISSION 

BRUNFELDT  MD,JOAN  KRAUS,  LAWRENCE 

BRUNGARDT  MD, BERNARD  A,  SALINA 

BRUNING  MD, DANIEL  LEE,  SHAWNEE  MISSION 

BRUNING  MD, ROGER  MARION,  SHAWNEE  MISSION 

BRUNO  MD, JAMES  W,  GARDEN  CITY 

BRYAN  MD, EMERY  C,  ERIE 

BRYANT  MD,R  KEVIN,  CLAY  CENTER 

BUBB  MD, STEPHEN  K,  SHAWNEE  MISSION 

BUBECK  MD, RALPH  W,  WICHITA 

BUCK  JR  MD,BEN  H,  WICHITA 

BUCK  JR  MD, HENRY  W,  LAWRENCE 

BUCK  JR, WILLIAM  D,  SHAWNEE  MISSION 

BUCKINGHAM, ULISA  D,  KANSAS  CITY 

BUCKMAN  MD, MARTIN  SPALDING,  SHAWNEE  MISSION 

BUDETTI  MD, JOSEPH  A,  N MIAMI  BEACH, FL 

BUESING  MD, OLIVER  R,  LEAVENWORTH 

BUHR, BRUCE  R,  SHAWNEE  MISSION 

BULA  MD, RALPH  E,  HAYS 

BULLER, DAVID  L,  WICHITA 

BUNKER  JR  MD, HERBERT  L,  JUNCTION  CITY 

BURGER  MD,J  DALE,  HUTCHINSON 

BURGER  MD,PAUL  B,  SHAWNEE  MISSION 

BURGER  MD, WILLIAM  E,  BASEHOR 

BURGESON  MD, FRANK  G,  EMPORIA 

BURGESS  MD, ARTHUR  P,  OSWEGO 

BURKE  MD, JAMES  J,  FORT  SCOTT 

BURKE  MD, JOSEPH  V,  ATCHISON 

BURKE  MD, MICHAEL  A,  KANSAS  CITY 

BURKE, MICHAEL  J,  KANSAS  CITY 

BURKET  JR  MD, GEORGE  E,  KINGMAN 

BURKMAN  MD, REUBEN  J,  CHANUTE 

BURNETT  MD,A  DEAN,  HALSTEAD 

BURNETT  MD,JOHN  A,  SHAWNEE  MISSION 
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BURNEY  II  MD, WILLIAM  W,  WICHITA 
BURNEY  MD, WILLIAM  W,  WICHITA 
BURPEE  MD, JAMES  F,  WICHITA 
BUSTOS  MD, JONAS  G,  HERINGTON 
BUTCHER  MD, THOMAS  P,  EMPORIA 
BUTH  MD, DENNIS  K,  WICHITA 
BUTIN  MD,J  WALKER,  WICHITA 
BUTLER  MD, DORIS  C,  WICHITA 
BUTT  MD, MUHAMMAD,  CONCORDIA 
BYERS  MD,JONELL,  SALINA 
BYERS  MD, MARTHA  S,  SHAWNEE  MISSION 
BYRNE  MD, JAMES  PERRY,  WICHITA 

c 

CABALLERO  MD,RENATO  M,  WICHITA 
CABRERA  MD, ALBERTO,  MCPHERSON 
CACHIA  MD, RICHARD  M,  TOPEKA 
CAEDO  MD,CARMELITA  D,  LIBERAL 
CALBECK  MD,JOHN,  GARDEN  CITY 
CALDERON  MD, JAIME,  KANSAS  CITY 
CALIENDO  JR  MD, DANIEL  J,  WICHITA 
CALKINS  MD,JOHN  W,  KANSAS  CITY 
CALKINS  MD, LARRY  L,  SHAWNEE  MISSION 
CAMERON  MD, WILLIAM  J,  KANSAS  CITY 
CAMERON , JULIE  F,  KANSAS  CITY 
CAMPBELL  MD, EDWARD  G,  EMPORIA 
CAMPBELL  MD, FRANCES  S,  NEWTON 
CAMPBELL  MD, GARLAND  L,  ARKANSAS  CITY 
CAMPBELL  MD, LINDA  HINSCH,  KANSAS  CITY 
CAMPBELL  MD, WILLIAM  H,  COFFEYVILLE 
CAMPION  MD,MARY  K,  WICHITA 
CANNADAY  MD,JOHN  J,  WICHITA 
CANNATA  MD,GENE,  GREENSBURG 
CANNON  MD, DONALD  C,  WICHITA 
CANNON  MD, MICHAEL  W,  WICHITA 
CAPITAINE  MD,RAUL  D,  TOPEKA 
CAPPER  MD, STANLEY  L,  WICHITA 
CARDUFF  MD,JAY  J,  DALLAS, TX 
CAREY  MD, LARRY  J,  PARSONS 
CARLILE  MD, WILLIAM  E,  SHAWNEE  MISSION 
CARLSON  MD,EARL  V,  HAYS 
CARLSON  MD,MARK  V,  WICHITA 
CARLSON  MD, TERRY  S,  WICHITA 
CARNEY, LISA  ANN,  KANSAS  CITY, MO 
CARPENTER  MD,PAUL  R,  KANSAS  CITY 
CARPER  MD,IVAN  H,  NEWTON 
CARPER  MD,OWEN  E,  NEWTON 
CARREAU  MD, ERNEST  P,  CEDAREDGE,CO 
CARRIAGA,MARISA  T,  SHAWNEE  MISSION 
CARRO  MD,F  AURELIO,  WINFIELD 
CARRO,TONY  L,  WINFIELD 
CARTER  MD,MACK  A,  WICHITA 
CARTMELL  MD,G  FRANK,  WICHITA 
CARTY, RUSSEL  W,  SHAWNEE  MISSION 
CASEY  MD, JAMES,  HUTCHINSON 
CASHMAN  JR  MD, MAURICE  R,  TOPEKA 
CASIDY, JERRY  A,  SHAWNEE  MISSION 
CASTEEL  MD, CHARLES  K,  SHAWNEE  MISSION 
CASTEEN,JOHN  A,  KANSAS  CITY 
CASTELLANI  MD,SAM,  WICHITA 
CASTERLINE , JOHN  B,  WICHITA 
CATHCART-RAKE  MD, WILLIAM  F,  SALINA 
CATHEY  MD, ROBERT  H,  MANHATTAN 
CATO,TERI  A,  WICHITA 

CATTANEO  MD, ERNEST  A,  SHAWNEE  MISSION 
CAUBLE  MD, WILBUR  G,  WICHITA 
CAUGHLIN  MD, GERALD  MICHAEL,  WICHITA 
CAVANAUGH  MD, CLAIR  J,  GREAT  BEND 
CAVANAUGH, TIMOTHY  B,  SHAWNEE  MISSION 
CAWLEY  MD,LEO  P,  WICHITA 
CECIL  III  MD,JOHN,  HAYS 

CEDERLIND  MD, CRANSTON  JAY,  SHAWNEE  MISSION 

CENAC  MD,MARK  T,  LEAVENWORTH 

CERVENY  MD, CARLA  J,  KANSAS  CITY 

CHAFFEE  MD,DEAN  C,  ABILENE 

CHALABI , PHILLIP  M,  SHAWNEE  MISSION 

CHALIAN  MD, ALEXANDER  R,  KANSAS  CITY 

CHAMBERLIN  JR  MD, CECIL  R,  TOPEKA 

CHANEY  MD, ERNIE  J,  WICHITA 

CHANG  MD,C  H JOSEPH,  KANSAS  CITY 

CHANG  MD, FREDERIC  C,  WICHITA 

CHAPMAN  MD, JAMES  H,  KANSAS  CITY, MO 

CHARD  MD, FREDERICK  H,  WICHITA 

CHATMAN  MD,IRA  DOUGLAS,  WICHITA 

CHAVEZ  MD, STEVE,  WICHITA 

CHEDIAK  MD, ELIAS,  LAWRENCE 

CHEN  MD,CHU-CHI,  TOPEKA 

CHEN  MD,TAK-MING,  TOPEKA 

CHENG, MEI  Y,  KANSAS  CITY 

CHERAY, JAMES  A,  SHAWNEE  MISSION 

CHERRY  JR  MD, ARTHUR  C,  TOPEKA 

CHERVEN  MD, PHILIP  L,  HUTCHINSON 

CHI  MD,IL-SUNG,  WICHITA 

CHIN  MD,TOM  D,  KANSAS  CITY 

CHIN,CRAIGHTON,  KANSAS  CITY 

CHO  MD, CHENG  T,  KANSAS  CITY 

CHO  MD, SECHIN,  WICHITA 

CHONKO  MD, ARNOLD  M,  KANSAS  CITY 

CHOPRA  MD, RAMAN,  WICHITA 

CHOTIMONGKOL  MD,ANUPONG,  DODGE  CITY 

CHOW  MD, STANLEY  Y,  FORT  SCOTT 

CHOY  MD, JAMES  K L,  SUN  CITY,AZ 

CHRISTENSEN  MD, MARION  D,  KIOWA 

CHRISTENSEN  MD, SHANE  R,  KANSAS  CITY, MO 

CHRISTMAN  JR  MD,CARL,  WICHITA 

CHRONISTER  MD,BERT,  NEODESHA 

CHUNG  MD,JOHN  J,  SHARON  SPRINGS 

CHUNG, CLARA  K,  KANSAS  CITY 

CISKEY  MD, WILLIAM  J,  EUREKA 


CLAASSEN  MD, MILTON  A,  NEWTON 
CLAASSEN  MD, SAMUEL  D,  MCPHERSON 
CLAIBORNE  MD, RICHARD  A,  WICHITA 
CLARK  MD, COURTNEY,  WICHITA 
CLARK  MD, CRAIG  N,  TOPEKA 
CLARK  MD, DAVID  H,  SALINA 
CLARK  MD, LAURENCE  A,  WAMEGO 
CLARK  MD,RAY  A,  LAKE  CHAS , LA 
CLARK, CHUCK,  SHAWNEE  MISSION 
CLARK, GORDON  B,  KANSAS  CITY 
CLARK, PERRY  L,  KANSAS  CITY 
CLASEN  MD,MARK  E,  WICHITA 
CLAWSON  MD,D  KAY,  KANSAS  CITY 
CLAY, MICHAEL  J,  WICHITA 

CLENDENIN  MD, ROBERT  KEELE,  SHAWNEE  MISSION 

CLIFTON  MD,H  DAVID,  WICHITA 

CLINE  MD, BYRON  W,  WICHITA 

COADY,MARY  ANN,  KANSAS  CITY 

COALE  MD, LLOYD  H,  KANSAS  CITY 

COATS  MD, BARBARA  S,  WICHITA 

COBB  MD, LESLIE  H,  MULVANE 

COBB,JEANNINE  M,  WICHITA 

COCHRAN  III  DO, CASEY  G,  WICHITA 

COCHRAN  MD, KEVIN  S,  KANSAS  CITY 

COCHRAN  MD,PAUL  W,  TOPEKA 

COE  MD, RICHARD  O,  SHAWNEE  MISSION 

COFFEY  MD,ROY  B,  SALINA 

COHEN  MD, JUSTIN  THOMAS,  WICHITA 

COHEN  MD, LOUIS,  TOPEKA 

COHEN  MD, ROBERT  A,  SHAWNEE  MISSION 

COHLMIA  MD, JERRY  B,  WICHITA 

COHN  MD, STEVEN  G,  KANSAS  CITY 

COHN,L  ELIZABETH,  KANSAS  CITY 

COHNBERG  MD,ROSELLEN  E,  CEDAR  VALE 

COKELEY  MD,JOHN  M,  TOPEKA 

COKER  JR  MD, GRADY  N,  HUTCHINSON 

COKER  MD,W  LAURENCE,  TOPEKA 

COLDSMITH  MD, DONALD  C,  EMPORIA 

COLE  MD,WARD  M,  WELLINGTON 

COLEMAN  MD, ROBERT  L,  SHAWNEE  MISSION 

COLEMAN  MD, THOMAS  J,  WICHITA 

COLIP  MD,F  MERLYNN,  NORTON 

COLLIER  MD, HAROLD  W,  WICHITA 

COLLIER  MD, WILLIAM  J,  MCPHERSON 

COLLINS  MD,DEAN  T,  TOPEKA 

COLLINS  MD, EDWARD  JOSEPH,  TOPEKA 

COLLINS  MD, FRANCIS  T,  TOPEKA 

COLLINS  MD, SHARON  A,  GARDEN  CITY 

COLLINS, DAVID  E,  KANSAS  CITY 

COLLINS, JEFFREY  S,  KANSAS  CITY, MO 

COLYER, JEFFREY  W,  HAYS 

COMBS  MD, PETER  S,  LEAVENWORTH 

CONARD  MD, CLAIR  C,  DODGE  CITY 

CONCANNON, CRAIG  A,  WICHITA 

CONCEPCION  JR  MD, EUGENIO  S,  WICHITA 

CONGRESS  MD, HOWARD  J,  KANSAS  CITY, MO 

CONNELLY  MD, MAURICE  R,  SALINA 

CONNER  MD, BRIAN,  SALINA 

CONRARDY  MD, PETER  A,  WICHITA 

CONROY  MD, ROBERT  W,  TOPEKA 

COOK  MD, DONALD  RAY,  WICHITA 

COOK  MD,G  EDWARD,  WICHITA 

COOK  MD, JAMES  D,  KANSAS  CITY 

COOK,KAROLYN  M,  WICHITA 

COOK, THEODORE  R,  WICHITA 

COOLEY  MD, DAVID  A,  SHAWNEE  MISSION 

COOLEY  MD, DENNIS  M,  TOPEKA 

COOMER  MD, TYLER  E,  PITTSBURG 

COONFIELD  MD, JAMES  W,  KANSAS  CITY 

COONROD, SCOTT  A,  SHAWNEE  MISSION 

COOPER  MD, ARTHUR  E,  NORTON 

COOPER  MD,JACK  R,  SHAWNEE  MISSION 

COOPER  MD,KENT  J,  PITTSBURG 

COOPER  MD,LEO  F,  DREXEL,MO 

COOPER  MD,M  KENT,  WICHITA 

COOPER, CATHY  N,  KANSAS  CITY 

COPELAND  MD,JACK  L,  PITTSBURG 

COPENING  MD,TELL  B,  lOLA 

COPPLE  JR  MD,HAL  E,  TOPEKA 

CORBIN  MD, MURRAY  D,  SHAWNEE  MISSION 

CORBOY  MD,JANE  E,  KANSAS  CITY 

CORDER  MD, ROBERT  L,  ST  JOSEPH, MO 

CORNELL  MD,EARL  G,  CONCORDIA 

CORONADO  MD, EDWARD  H,  WICHITA 

COSSETTE  MD,JERROLD  E,  SALINA 

COSSMAN  MD,F  PRICE,  WICHITA 

COTTON  MD, ROBERT  T,  TOPEKA 

COULTER  D.O.  MD,THAYNE  A,  CLYDE 

COULTER  MD, HENRY  F,  SHAWNEE  MISSION 

COULTER  MD, THOMAS  B,  SHAWNEE  MISSION 

COWLES  MD, GORDON  T,  WICHITA 

COWLEY  JR  MD, BENJAMIN  D,  KANSAS  CITY 

COX  III  MD,IRA  L,  KANSAS  CITY 

COX  JR  MD,IRA,  SHAWNEE  MISSION 

COX  MD,GLENDON  G,  KANSAS  CITY 

COX, MARCIA  M,  KANSAS  CITY 

COX, MICHAEL  R,  KANSAS  CITY 

COZAD, SCOTT  C,  LIBERTY, MO 

CRAIG  MD, CHARLES  C,  NEWTON 

CRAIG  MD, THOMAS  A,  JUNCTION  CITY 

CRAM  JR  MD,OLE  R,  LARNED 

CRAM  MD, ERNEST  R,  ST  FRANCIS 

CRAMER  MD,GUY  W,  PARSONS 

CRAMPTON,KARMEL  L,  KANSAS  CITY 

CRANE  MD, CHARLES  H,  MANHATTAN 

CRANE  MD, DAVID  D,  WICHITA 

CRARY  MD,JOHN  E,  TOPEKA 

CRAVENS  MD, WILLIAM  P,  WICHITA 

CREEK  D.O.  ,ALAN  D,  SHAWNEE  MISSION 

CROCKETT  MD, CHARLES  A,  KANSAS  CITY 
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CRONIN  MD, DONALD  J,  WICHITA 
CROUCH  MD, STEVEN  W,  TOPEKA 
CROUCH  MD, WILLIAM  H,  TOPEKA 
CROW  MD, ERNEST  W,  WICHITA 
CROWLEY  MD, EDWARD  X,  WICHITA 
CULP  MD, LOUIS  M,  KANSAS  CITY 
CULTRON  MD, FRANK  T,  SALINA 
CULVER  MD, WARREN  T,  LAWRENCE 
CUMMINGS  MD, RICHARD  J,  WICHITA 
CURTIS  MD, JEFFERY  L,  CHAPEL  HILL,NC 
CUTLER  MD,PAUL  R,  KANSAS  CITY, MO 
CZAPANSKY, DESIREE  K,  WICHITA 

D 

D'SOUZA  MD, BISMARCK  C,  SALINA 

DADKHAH, NADER,  KANSAS  CITY 

DAHL  MD, ASHER  W,  COLBY 

DAIZ  MD, ANTONIO  S,  PARSONS 

DAKHIL  MD, SHAKER  R,  WICHITA 

DALUM  MD, PETER  JOSEPH,  CLAY  CENTER 

DANBY  MD,JOHN  H,  WICHITA 

DANIELS  MD, ROBERT  M,  VALLEY  CENTER 

DANIELS, PATRICIA  W,  SHAWNEE  MISSION 

DANSDILL, DAVID  J,  WICHITA 

DARK  MD, DIANA  S,  KANSAS  CITY, MO 

DARR  MD, RICHARD  B,  SHAWNEE  MISSION 

DARRAH  MD,JOY  N,  WICHITA 

DAVIA  MD, JAMES  E,  SHAWNEE  MISSION 

DAVIDSON  MD, HARRY  T,  WICHITA 

DAVIDSON  MD,LANING  R,  WICHITA 

DAVIS  MD, CHESTER  R,  TOPEKA 

DAVIS  MD, CHRISTOPHER  G,  KANSAS  CITY 

DAVIS  MD, DANIEL  R,  WICHITA 

DAVIS  MD, DAVID  H,  LARNED 

DAVIS  MD, DAVID  R,  EMPORIA 

DAVIS  MD,PAUL  H,  WICHITA 

DAVIS  MD, RICHARD  E,  SHAWNEE  MISSION 

DAVIS  MD, RONALD  B,  WICHITA 

DAVIS, BRADLEY  E,  SHAWNEE  MISSION 

DAVISON  MD,JOE  D,  WICHITA 

DAY  MD, HOWARD,  WICHITA 

DAY  MD, HUGHES  W,  SHAWNEE  MISSION 

DE  BARKER  MD,JAN  B,  WICHITA 

DE  HART  MD, ARTHUR  DONIVA,  WICHITA 

DE  JONG, JOHN  THEODORE,  KANSAS  CITY, MO 

DE  SOUZA  MD, DERRICK  J,  LEAVENWORTH 

DE  VRIES  MD, PIETER  A,  KANSAS  CITY 

DE  WITT, BARBARA  L,  KANSAS  CITY 

DEAY, CHARLES  J,  SHAWNEE  MISSION 

DECHAIRO  MD, THOMAS,  WESTMORELAND 

DECKER  MD, DONALD  D,  HALSTEAD 

DEDON  MD,JON  F,  KANSAS  CITY 

DEGNER, JAMES  C,  WICHITA 

OEITZ  MD, MICHAEL  R,  SHAWNEE  MISSION 

DEITZ , RICHARD  M,  SHAWNEE  MISSION 

DEJONG  MD, DAVID  C,  WICHITA 

DELGADO  MD, SERGIO,  TOPEKA 

DELGADO  MD, SERGIO  VICTOR,  TOPEKA 

DELLETT  MD, KENNETH  B,  EL  DORADO 

DELMORE  MD, JAMES  E,  WICHITA 

DELP  MD,MAHLON  H,  SHAWNEE  MISSION 

DELPHIA  MD, ROBERT  E,  OLATHE 

DELWORTH ,MARK  G,  KANSAS  CITY 

DEMOSS  MD, ELEANOR  P,  WICHITA 

DEMOTT  MD, WAYNE  R,  KANSAS  CITY 

DENISON  MD, TERRY  R,  SHAWNEE  MISSION 

DENNIS  MD, DAVID  T,  MCPHERSON 

DEPENBUSCH  MD, FRANCIS  L,  HUTCHINSON 

DEPEW, CLIFFORD  S,  WICHITA 

DERRINGTON  MD, KENNETH  L,  SHAWNEE  MISSION 

DESOIGNIE  MD, RAFAEL  R,  TOPEKA 

DETAR  MD, GEORGE  F,  lOLA 

DETAR  NEWBERT,LE  ANNE,  BONNER  SPRINGS 

DETURK  MD, DWAYNE  L,  WICHITA 

DEVINS  MD, GEORGE  S,  KANSAS  CITY, MO 

DIALLO  MD, GASTON  I,  KANSAS  CITY 

DIAZ  MD, DOLORES  M,  HOUSTON, TX 

DIAZ  MD, SALVADOR  F,  HOUSTON, TX 

DIAZ, MARIA  L,  KANSAS  CITY 

DICK  JR  MD, HENRY  J,  EMPORIA 

DICK  MD, WILLIS  G,  lOLA 

DICK, CAMERON  K,  KANSAS  CITY 

DICKINSON  MD, CHARLES  R,  COFFEYVILLE 

DIEDERICH  MD, DENNIS  A,  KANSAS  CITY 

DIEHL  MD, ANTONI  M,  KANSAS  CITY, MO 

DIENER  MD, CLAYTON  H,  HESSTON 

DILL  MD, RODNEY,  ATWOOD 

DILLARD, SANDY  R,  WICHITA 

DILLON  MD, STEVEN  C,  PRATT 

DILLON  MD, WILLIAM  L,  PARSONS 

DINGES, DAVID  L,  KANSAS  CITY, MO 

DIRKSEN  MD,HANS  C,  WICHITA 

DIXON  MD, RAYMOND  W,  COFFEYVILLE 

DO,  SON  T,  KANSAS  CITY 

DOAN  MD,TRINAH,  WICHITA 

DOBRATZ  MD, ROBERT  A,  BELOIT 

DOCKHORN  MD, ROBERT  J,  SHAWNEE  MISSION 

DOEBLIN  MD,P  LAURENCE,  WICHITA 

DOERRY, KAREN  E,  MANHATTAN 

DOHERTY  MD, WILLIAM  R,  SHAWNEE  MISSION 

DOLAN  JR  MD, PHILIP  JARVIS,  WICHITA 

DONATELLE  MD, EDWARD  P,  WICHITA 

DONLEY  MD, JAMES  L,  WICHITA 

DONNELL  MD, JAMES  M,  WICHITA 

DORNHOFFER, JOHN  L,  KANSAS  CITY 

DORSCH  MD,JOHN  N,  HAYS 


* Probationary  members. 


DOUBEK  MD, HERBERT  D,  BELLEVILLE 

DOUBEK , DEBBIE  L,  SHAWNEE  MISSION 

DOUGHERTY  MD, THOMAS  M,  GARNETT 

DOUGHERTY, WILLIAM  S,  KANSAS  CITY 

DOUTHIT  MD, DOUGLAS  DAVID,  WICHITA 

DOWELL  MD, JAMES  C,  SALINA 

DOWNARD, JAMES  M,  WICHITA 

DOWNS  MD, NANCY  J,  KANSAS  CITY 

DOZIER  MD,FRED  S,  HERINGTON 

DRAEMEL  MD,H  RICHARD,  SALINA 

DRAKE  MD, CYNTHIA  K,  SHAWNEE  MISSION 

DRAKE  MD, DOUGLAS  J,  BELOIT 

DRAKE  MD, RALPH  L,  WICHITA 

DRAZEK  MD, GEORGE,  WICHITA 

DRAZEK  MD,JANE  K,  WICHITA 

DREES  MD, BETTY  M,  SHAWNEE  MISSION 

DREHER  MD, HENRY  S,  SALINA 

DREILING  MD, ROGER  J,  SHAWNEE  MISSION 

DREVETS  MD, CURTIS  C,  WICHITA 

DUCKETT  II  MD, THOMAS  G,  SHAWNEE  MISSION 

DUCKETT  MD, THOMAS  G,  HIAWATHA 

DUENSING  D.O.  , KENNETH  L,  BLUE  RAPIDS 

DUGAN, DAVID  L,  WICHITA 

DUICK  MD, GREGORY,  WICHITA 

DUJOVNE  MD, CARLOS  A,  KANSAS  CITY 

DULIN  MD,JOSE  I,  KANSAS  CITY 

DUNAGIN  MD,JACK  A,  TOPEKA 

DUNCAN  MD,KIRK  A,  KANSAS  CITY 

DUNFIELD,JAY  A,  KANSAS  CITY 

DUNIVEN  MD, PHILIP  L,  TOPEKA 

DUNLAP  MD, PATRICK  S,  FORT  SCOTT 

DUNLAP  MD, RICHARD  L,  LAWRENCE 

DUNN  MD, DANIEL  R,  SCOTT  CITY 

DUNN  MD, MARVIN  I,  KANSAS  CITY 

DUNSHEE  MD, CARLYLE  M,  FORT  SCOTT 

DUNSHEE  MD, CHERYL  A,  FORT  SCOTT 

DURANO  MD, ANTONIO  C,  WICHITA 

DURKEE  MD, WILLIAM  R,  MANHATTAN 

DURST  JR  MD, ROBERT  D,  TOPEKA 

DWYER, JOHN  E,  KANSAS  CITY 

DYCK  MD,ERIC  LEE,  HAYS 

DYCK  MD, GEORGE,  NEWTON 

DYER  MD, VERNON  E,  WICHITA 

DYER, DAVID  S,  KANSAS  CITY 

DYSART  MD,JACK  C,  STERLING 

E 

EARL  DO, JEFFREY  J,  KANSAS  CITY 

EASTES  MD,GARY  DEAN,  HALSTEAD 

EATON  MD, EDWARD  L,  TOPEKA 

EATON  MD,GLEN  E,  SALINA 

EATON  MD, LESLIE  F,  SALINA 

EATON  MD,WYLEY  E,  TOPEKA 

ECK,MARCI  J,  WICHITA 

ECKART  MD,DE  MERLE  E,  HUTCHINSON 

ECKERT  MD, WILLIAM  G,  WICHITA 

EDDY  MD, VICTOR  M,  HAYS 

EDMONDS, MARTA  J,  SHAWNEE  MISSION 

EDROZO  MD,M  LUZ  LUNA,  PARSONS 

EDWARDS  MD, DAVID  J,  EMPORIA 

EDWARDS  MD,MANIS  C,  WICHITA 

EDWARDS, KIMBERLY  K,  SHAWNEE  MISSION 

EDWARDS, SHELLEY  J,  KANSAS  CITY 

EGBERT  MD,ANNE  MARSH,  WICHITA 

EGE  DAVID  L,  KANSAS  CITY 

EGEA,  FERNANDO  M,  KANSAS  CITY 

EGELHOF  MD, RICHARD  H,  WICHITA 

EHLY, CHRISTOPHER  J,  KANSAS  CITY, MO 

EICHHORN  MD, FRANK  D,  GARDEN  CITY 

EISEMANN, ALLAN  D,  SHAWNEE  MISSION 

EISENHUT, RANDY  E,  OLATHE 

EKENGREN,HUGH  I,  SHAWNEE  MISSION 

ELANGOVAN ,SUDHA,  WICHITA 

ELCOCK, DAVID  G,  SHAWNEE  MISSION 

ELDER  MD,D  MIKEL,  TOPEKA 

ELLIS  MD, BOBBY  J,  EMPORIA 

ELLIS  MD, HARVEY  D,  WICHITA 

ELLIS  MD,S  CHRISTOPHER,  OLATHE 

ELLIS, LAVELLE  A,  WICHITA 

ELLISON  MD,PAUL  D,  SALINA 

EMAMI  MD, ABBAS,  KANSAS  CITY 

EMIG,MARK  D,  KANSAS  CITY, MO 

EMMOTT  MD, DAVID  F,  SHAWNEE  MISSION 

EMPSON  MD, CHARLES  L,  INDEPENDENCE 

ENDERS  MD,WRAY,  SHAWNEE  MISSION 

ENGELKEN  MD, SUSAN  F,  ST  MARYS 

ENGEN,PHIL  L,  KANSAS  CITY 

ENNS  MD, EUGENE  K,  NEWTON 

ENNS  MD, JAMES  H,  LAKE  HAVASU  CTY,AZ 

ENNS, STEPHEN  J,  KANSAS  CITY 

ENOCH  MD, HOLLAND,  WICHITA 

ENS  MD, GERHARD  GEORGE,  HILLSBORO 

ENS  MD, PETER  D,  HILLSBORO 

EPLEE  MD,JOHN  R,  ATCHISON 

ERBACHER  D.O.  , GEORGE  E,  ATWOOD 

ERICKSON  MD, CLARENCE  W,  PITTSBURG 

ERKEN  MD, RONALD  V,  WICHITA 

ERNST  MD,R  L,  WICHITA 

ERNST  MD,TARI  MAE,  WICHITA 

ESCH  MD,JOHN  G,  W YELLOWSTONE , MT 

ESRIG  D.O.  , HAROLD  L,  SHAWNEE  MISSION 

ESTEP  MD, THOMAS  H,  WICHITA 

ESTES  MD, NORMAN  C,  KANSAS  CITY 

ESTRADA  MD,EDMUNDO  C,  LIBERAL 

ESTRADA  MD,LINA,  LIBERAL 

ETZENHOUSER  III  MD, RUSSELL  D,  SHAWNEE  MISSION 
EUGENIO  MD, HENRY  M,  CHERRYVALE 
EVANS  JR  MD, WILLIAM  E,  SHAWNEE  MISSION 
EVANS  MD, CAROL  ANN,  SHAWNEE  MISSION 


EVANS  MD, FARRIS  D,  WICHITA 
EVANS  MD, GRANT  E,  WICHITA 
EVANS  MD,JOHN  F,  WICHITA 
EVANS  MD, ROGER  WILLIAMS,  WICHITA 
EVANS  MD, WILLIAM  R,  GREAT  BEND 
EWING  MD, THOMAS  D,  LARNED 
EYSTER  MD, ROBERT  L,  WICHITA 

F 

FAILING, TRENT  L,  OLATHE 

FAIRCHILD  MD,JOHN  A,  MANHATTAN 

FALTER  MD, RICHARD  T,  HUTCHINSON 

FANNING  MD, JANET  L,  AUGUSTA 

FANNING  MD,KYLE  W,  AUGUSTA 

FANSHIER,SHAWNETTE  L,  KANSAS  CITY, MO 

FARAG  MD,AZMI  E,  WICHITA 

FARHA  MD, GEORGE  J,  WICHITA 

FARHA  MD,S  JIM,  WICHITA 

FARLEY  MD, JAMES  A,  WICHITA 

FARMER  III  D.O.  ,F  J,  STAFFORD 

FAROOKI  MD,ZIA  O,  TOPEKA 

FARRIS  MD, RONNIE  S,  EMPORIA 

FAST  MD, ROBERT  E,  ATCHISON 

FAST  MD,W  SPENCER,  ATCHISON 

FAST, GARY  A,  WICHITA 

FEAGAN  MD, JERRY,  TOPEKA 

FEAREY  MD,ALAN  J,  WICHITA 

FEIGHNY  MD, ROBERT  E,  SALINA 

FELDMEYER  MD, SEELEY  T,  MEADE 

FELTS, ARTHUR  D,  SHAWNEE  MISSION 

FENDER  JR  MD, THOMAS  H,  WICHITA 

FENT  MD,LEE  S,  NEWTON 

FENTON  MD, ROBERT  M,  GARDEN  CITY 

FERGUSON  MD, ROBERT  LEON,  SHAWNEE  MISSION 

FERGUSON, BEVERLY  J,  KANSAS  CITY 

FERNANDEZ  MD, HECTOR  O,  HOISINGTON 

FERNANDEZ  MD,LUIS  A,  TOPEKA 

FERNANDEZ  MD, MIGUEL  A,  TOPEKA 

FERNIE  MD, ROBERT  W,  BOULDER, CO 

FERREE  MD, RICHARD  ALLAN,  MCPHERSON 

FERRELL  MD, DONALD  P,  WICHITA 

FERRIS  MD, BRUCE  G,  WICHITA 

FEUILLE  JR  MD, EDMOND  G,  WICHITA 

FIELD  MD, RICHARD  A,  TOPEKA 

FIELDS  D.O.  , STEPHEN,  WICHITA 

FIELDS  MD, GALEN  W,  MCPHERSON 

FIESER  MD,CARL  W,  GREAT  BEND 

FILLEY  MD, VERNON  W,  PRATT 

FILLMAN  MD, ELDON  M,  TOPEKA 

FINK  MD, ABRAHAM  A,  PLANTATION , FL 

FINLEY  MD, BRENT  E,  KANSAS  CITY 

FINLEY  MD, DENNIS  R,  WICHITA 

FISCHER  MD,REX  R,  MANHATTAN 

FISHER  MD, JAMES  B,  WICHITA 

FISHER  MD,RAY  F,  WICHITA 

FISHER  MD, RONALD  M,  LAKEWOOD, NJ 

FITZGERALD  MD, EDWARD  J,  WICHITA 

FITZIG  MD, SANFORD,  WICHITA 

FITZPATRICK, PAMELA  S,  KANSAS  CITY 

FLANDERS  MD,H  ALDEN,  EDINBURGH, TX 

PLANNER  MD, FRANK  R,  HOISINGTON 

FLEMING  MD, FORNEY  W,  WICHITA 

FLESKE  MD, LEONARD  T,  GREAT  BEND 

FLOERSCH  MD, HUBERT  M,  KANSAS  CITY 

FLOWERS  JR  MD,CLELL  B,  WICHITA 

FLUTER, GEORGE  G,  KANSAS  CITY 

FLUTY, STEVEN  R,  SHAWNEE  MISSION 

FORD  MD, CHARLES  R,  WICHITA 

FORD  MD,FRED  L,  TOPEKA 

FORDYCE  MD, NORMAN,  SHAWNEE  MISSION 

FORET  MD,JOHN  D,  KANSAS  CITY 

FORSTER  JR  MD, LOUIS  G,  WICHITA 

FORTUNE  MD, CEDRIC  B,  OLATHE 

FOSS  MD, DANIEL  C,  HUTCHINSON 

FOSTER  MD,D  BERNARD,  TOPEKA 

FOSTER  MD, FRANCES  J,  KANSAS  CITY 

FOWLER  MD, ROBERT  J,  WICHITA 

FOWLER  MD, WAYNE  L,  (CONCORDIA 

FOX  MD, DEANNA  K,  KANSAS  CITY 

FRANCIS  MD, ANTHONY  E,  SALINA 

FRANCIS  MD, NORTON  L,  WICHITA 

FRANCISCO  MD, CLARENCE  L,  SHAWNEE  MISSION 

FRANCISCO  MD,DAN  A,  WICHITA 

FRANCISCO  MD,EDGARDO,  HORTON 

FRANCISCO  MD, LINDA  L,  WICHITA 

FRANCISCO  MD,W  DAVID,  SHAWNEE  MISSION 

FRANK~GEIER,MARY  S,  SHAWNEE  MISSION 

FRANKEL  MD, SCOTT  J,  SHAWNEE  MISSION 

FRANKLIN  JR  MD, BENJAMIN  A,  TOPEKA 

FRANKLIN, MICHAEL  D,  KANSAS  CITY 

FRANSEN  MD, HERBERT,  NEWTON 

FRANSEN  MD,PAUL  H,  NEWTON 

FRECHETTE, ALAN  R,  KANSAS  CITY, MO 

FREDERICK  MD,M  F,  HUGOTON 

FREDRICKSON  MD, DUANE  E,  LINDSBORG 

FREDRICKSON , DOREN  D,  KANSAS  CITY 

FREEBORN  JR  MD, WARREN  S,  CLYDE 

FREEMAN  MD,F  GILES,  PRATT 

FREEMAN  MD,FRED  A,  MANHATTAN 

FREEMAN  MD, MALCOLM  C,  PITTSBURG 

FREEMAN  MD, RAYMOND  S,  SALINA 

FRENCH  MD, JAMES  E,  WICHITA 

FRENCH  MD, JEROME  E,  WICHITA 

FRIESEN  MD,DALE,  LAWRENCE 

FRIESEN  MD, DOUGLAS  A,  HUTCHINSON 

FRIESEN  MD, ORLANDO  J,  BUHLER 

FRIESEN  MD, STANLEY  R,  KANSAS  CITY 

FRIESEN, SUSAN  G,  KANSAS  CITY 

FRITZ  MD, GEORGE  B,  KEWADIN,NI 
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FRITZEMEIER  MD, WILLIAM  H,  WICHITA 
FROMER  MD,JOEL,  WICHITA 
FROMM  MD, ARTHUR  H,  WICHITA 
FROST  JR, WILLIAM  R,  KANSAS  CITi: 

FROST, ELIZABETH  L,  WICHITA 
FRY  MD, LUTHER  L,  GARDEN  CITY 
FUGATE, CARL  L,  WICHITA 
FULTON  MD,JOHN  K,  WICHITA 
FUNK  MD, EDWARD  D,  LAWRENCE 

G 

GABRIEL  JR  MD,JUAN  B,  EMPORIA 

GABRIELLI  JR, WILLIAM  F,  KANSAS  CITY 

GAGE  MD,BETSE  M,  SHAWNEE  MISSION 

GALBUT  MD,ALAN  S,  SHAWNEE  MISSION 

GALICHIA  MD, JOSEPH  P,  WICHITA 

GALLEHUGH  MD, KEITH  W,  SHAWNEE  MISSION 

GALVAN  MD, ALONSO,  WICHITA 

GANDHI  MD,SHANTIKUMAR  K,  TOPEKA 

GANN  MD,E  LAMONTE,  EMPORIA 

GANS  MD, FREDERICK  A,  SALINA 

GANZARAIN  MD, RAMON  C,  TOPEKA 

GARCIA  MD, FRANCISCO,  SHAWNEE  MISSION 

GARCIA  MD, GOULD  C,  EMPORIA 

GARCIA  MD, GUILLERMO  O,  DODGE  CITY 

GARCIA'FERRER,CIRA  M,  SHAWNEE  MISSION 

GARD  MD, RAYMOND  F,  WICHITA 

GARDINER, ROBERT  C,  SHAWNEE  MISSION 

GARDNER  MD, JAMES  D,  MANHATTAN 

GARRETT, DALE  G,  KANSAS  CITY 

GATENO  MD, JOSEPH,  GREAT  BEND 

GATSCHET, TIMOTHY  P,  SEDGWICK 

GAUGHAN  MD, MICHAEL  J,  SHAWNEE  MISSION 

GAUME  MD, JAMES  G,  PALOS  VERDES, CA 

GAY  MD,JOHN  D,  TOPEKA 

GEARY  MD, ALICE  L,  WICHITA 

GEHRT  MD,EARL  B,  CHANUTE 

GEIER, DAVID  L,  KANSAS  CITY 

GEITZ  MD, JAMES  M,  EMPORIA 

GELVIN  MD,E  RAYMOND,  CONCORDIA 

GENCH  MD, RAYMOND  L,  CARMEL, CA 

GENDEL  MD, JOSEPH  E,  TOPEKA 

GENILO  MD,AMANCIO  C,  WICHITA 

GENILO  MD, CELESTE  A,  WICHITA 

GENTRY  MD, JAMES  H,  DENVER, CO 

GENTRY  MD,KALE  C,  SHAWNEE  MISSION 

GEORGE  MD,EARL  F,  WICHITA 

GEORGE  MD,M  DON,  SARANAC  LAKE, NY 

GEORGE, PAULA  Y,  KANSAS  CITY 

GERBER  MD, ALLEN  D,  WICHITA 

GERBER  MD, HARRY  A,  KANSAS  CITY 

GERJARUSAK  MD,PRAPAS,  KANSAS  CITY 

GERNON, CROSBY,  KANSAS  CITY, MO 

GERROND, LINDA  L,  SHAWNEE  MISSION 

GERWICK  MD, CHARLES  L,  KANSAS  CITY 

GESSLEK  MD, DONALD  J,  HOUSTON, TX 

GETTLER  MD,DEAN  T,  FORT  SCOTT 

GIBBS  MD, EUGENE,  COFFEYVILLE 

GIERBOLINI  MD,JOSE  I,  TOPEKA 

GIESSEL  MD, MICHAEL  D,  TOPEKA 

GILBERT  II  MD,JOHN  H,  GARDEN  CITY 

GILBERT  MD,J  HOWARD,  SENECA 

GILBERT  MD, ROBERTA  M,  SHAWNEE  MISSION 

GILHOUSEN  MD, FREDERIC  M,  KANSAS  CITY 

GILL  MD, GEORGE  L,  LAMPE,MO 

GILLEN  MD, BILLY  A,  SHAWNEE  MISSION 

GILLENWATER, DAVID  T,  WICHITA 

GILLES  MD, HELEN  M,  LAWRENCE 

GILLETT,MARK  L,  SHAWNEE  MISSION 

GILMARTIN  MD, RICHARD  C,  WICHITA 

GIMPLE  MD, KENNETH,  TOPEKA 

GINAVAN  MD, DUANE  A,  EMPORIA 

GIRI  MD,SHANKER  P G,  KANSAS  CITY 

GIVNER  MD, DAVID,  WICHITA 

CLATTER  MD, THOMAS  R,  KANSAS  CITY, MO 

GLAZZARD  MD, CHARLES  D,  OLATHE 

GLEASON  MD, JIMMIE  A,  TOPEKA 

GLEASON, JEFFREY  J,  KANSAS  CITY 

GLENN  MD, JAMES  N,  EMPORIA 

GLOTZBACH , ROBIN  K,  KANSAS  CITY 

GLOVER  II, RICHARD  M,  KANSAS  CITY 

GLOVER  MD, RICHARD  M,  NEWTON 

GNAU  MD,FREDRIC  B,  HALSTEAD 

GODFREY  MD, JOSEPH  L,  TOPEKA 

GODFREY  MD, WILLIAM  A,  KANSAS  CITY, MO 

GODWIN  MD, PHILLIP  A,  LAWRENCE 

GOERING  MD, DONALD  D,  COLDWATER 

GOERING  MD,EMIL  L,  TOPEKA 

GOERING, RANDALL  V,  WICHITA 

GOERTZ  MD,LEO  R,  KANSAS  CITY 

GOHIL  MD,MAHENDRA  N,  WICHITA 

GOLDBERG  MD, HERBERT  R,  WICHITA 

GOLDBERG, JOHN  M,  KANSAS  CITY 

GOLDSTEIN  MD, GERALD  L,  SHAWNEE  MISSION 

GOLDSTEIN, ALAN  D,  KANSAS  CITY 

GOLLERKERI  MD, MOHAN  P,  SHAWNEE  MISSION 

COLLIER  II  MD, ROBERT  A,  OTTAWA 

GOLLUB  MD, STEVEN  B,  KANSAS  CITY 

GOMETZ  MD, MODESTO  S,  PITTSBURG 

GOMEZ  MD, FRANCISCO,  SHAWNEE  MISSION 

GONTERO, ELIZABETH  K M,  KANSAS  CITY 

GONZALES-LOCKHART  MD,IDA,  SHAWNEE  MISSION 

GONZALEZ  MD, HIRAM,  WICHITA 

GOOD  MD, JAMES  T,  FORT  SCOTT 

GOOD  MD, MICHAEL  W,  CLAY  CENTER 

GOOD  MD, WENDELL  LISLE,  SHAWNEE  MISSION 
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GOODPASTURE  MD, HEWITT  C,  WICHITA 

GOODPASTURE  MD, WILLARD  C,  GREEN  VALLEY, AZ 

GOODWIN  MD, DONALD  W,  KANSAS  CITY 

GOODWIN  MD,MARY  K,  GODDARD 

GOODWIN, JOHN  A,  SHAWNEE  MISSION 

GORDON  MD, JAMES  R,  WICHITA 

GORTON , MICHAEL  E,  WICHITA 

GOSALIA  MD,ANIL  V,  SHAWNEE  MISSION 

GOTO  MD, HIROSHI,  KANSAS  CITY 

GOYLE  MD,KRISHAN  K,  WICHITA 

GOYLE  MD,VIMAL,  WICHITA 

GRABAU,GUY  M,  SHAWNEE  MISSION 

GRADY  MD, KENNETH  L,  KANSAS  CITY 

GRAHAM  JR,  ARNOLD  R,  KANSAS  CITY 

GRAHAM  MD, KENNETH  L,  LEAVENWORTH 

GRAHAM  MD, THOMAS  W,  LEAVENWORTH 

GRAHAM  MD, WALLACE  H,  KANSAS  CITY, MO 

GRAHAM, SUSAN  B,  SHAWNEE  MISSION 

GRANGER, NATHAN  D,  WICHITA 

GRANT  MD, MICHAEL  D,  CONCORDIA 

GRANT  MD, MICHAEL  E,  WICHITA 

GRANTHAM  MD, HERBERT  G,  FORT  SCOTT 

GRANTHAM  MD, JARED  J,  KANSAS  CITY 

GRASHOFF  MD, JOYCE  A,  SHAWNEE  MISSION 

GRATNY, LINDA  L,  LEAVENWORTH 

GRAUEL  MD, CHARLES  W,  WICHITA 

GRAVES  MD,JACK  W,  WICHITA 

GRAVES  MD, KATHRYN,  HUTCHINSON 

GRAY  MD,C  LUCIEN,  WICHITA 

GRAY  MD, DAVID  E,  TOPEKA 

GRAY  MD,H  TOM,  WICHITA 

GRAYIB  MD, ANTOINE  S,  TOPEKA 

GREENBERG  MD, CRAIG  P,  WICHITA 

GREENBERG  MD, GEORGE  E,  DODGE  CITY 

GREENBERG  MD,MARK,  TOPEKA 

GREENBERGER  MD,N  J,  KANSAS  CITY 

GREENE  MD, HORACE  T,  TOPEKA 

GREENE  MD, LAWRENCE  S,  SHAWNEE  MISSION 

GREENE  MD, RUSSELL  E,  TOPEKA 

GREENWOOD  MD, EDWARD  D,  TOPEKA 

GREENWOOD  MD, JAMES  F,  GARDEN  CITY 

GREENWOOD, JOHN  M,  KANSAS  CITY 

GREENWOOD, MELANIE  A,  WICHITA 

GREER  MD, JAMES  A,  WICHITA 

GREER  MD, RICHARD  H,  TOPEKA 

GRELINGER, BART  A,  BELOIT 

GRENE  MD, ROBERT  BRUCE,  WICHITA 

GRIFFING  MD, RICHARD  B,  SALINA 

GRIFFITH  MD, FRANK  H,  SALINA 

GRIFFITT, WESLEY  E,  SHAWNEE  MISSION 

GRILLOT  MD, FLOYD  B,  WICHITA 

GRILLOT, MICHAEL  B,  WICHITA 

GRIMALDI  MD,GARY  A,  FORT  SCOTT 

GRIMALDI  MD, KENNETH  J,  FORT  SCOTT 

GRIMES  MD,I  ROSS,  LIBERAL 

GRIMES  MD, JAMES  T,  LYONS 

GRISOLIA  MD, ANDRES,  LEAVENWORTH 

GRISWOLD  MD,DALE  G,  NEWTON 

GROHS  MD, HEINZ  K,  WICHITA 

GROSSMAN  MD, HARVEY  M,  SHAWNEE  MISSION 

GROSWALD, DOUGLAS  E,  KANSAS  CITY 

GROWNEY  MD,JOHN  T,  ATCHISON 

GRUENDEL  MD, RICHARD  A,  KANSAS  CITY 

GRUENDEL  MD, VIRGINIA  T,  KANSAS  CITY 

GRUNDMEIER  MD, ANNETTE  M,  SHAWNEE  MISSION 

GRUSHNYS  MD, ARNOLD,  WICHITA 

GSELL  MD, GEORGE  F,  WICHITA 

GUARDIA  MD, DAVID  K,  KANSAS  CITY 

GUASTELLO  MD, MARIO  J,  KANSAS  CITY, MO 

GUDEMAN, DAVID  M,  KANSAS  CITY 

GUILLAN  MD, RAMON  A,  TOPEKA 

GUMUCIO  MD, MARIO  L,  KANSAS  CITY 

GUNN  MD, MARVIN  R,  SALINA 

GUTHRIE  MD, RICHARD  A,  WICHITA 

GUTOVITZ  MD, ALLEN  LOUIS,  TOPEKA 

GUTTIKONDA  MD, PRASAD  B,  YOUNGSTOWN , OH 

GUZMAN  MD, MANUEL,  SALINA 

GWINN  MD, DOUGLAS  R,  OLATHE 

H 


HA  MD,SANG  W,  COFFEYVILLE 
HABASHY  MD,SHAWKY  N F,  WICHITA 
HACKER  MD, DAVID  C,  SHAWNEE  MISSION 
HACKER  MD, ELAINE  MARY,  TOPEKA 
HADLEY  MD,DELMONT  C,  OTTAWA 
HAFFNER  MD, WILLIAM  N,  EL  DORADO 
HAGAN  MD,C  THOMAS,  WICHITA 
HAGAN  MD, FRANCIS  J,  WICHITA 
HAGAN  MD, ROBERT  C,  WICHITA 
HAGAN  MD, STEPHEN  F,  WICHITA 
HAGGAN  MD, MARGARET  E,  LAWRENCE 
HAIGLER  MD, JAMES  P,  HAYS 
HAIRE  MD, WILLIAM  D,  HALSTEAD 
HALE  MD, RALPH,  HUTCHINSON 
HALL  MD,J  ROGER,  WICHITA 
HALL  MD,MARK  S,  WICHITA 
HALL  MD, WESLEY  H,  GIRARD 
HALL, GARY  D,  SHAWNEE  MISSION 
HALLEY  MD,M  MARTIN,  TOPEKA 
HALLING  MD,L  WILLIAM,  HAYS 
HALLING,AMY  C,  KANSAS  CITY 
HALLING, KEVIN  C,  KANSAS  CITY 
HALVORSON  MD, HOWARD  C,  OLATHE 
HALVORSON,KARI  J,  LAWRENCE 
HAM, ROBERT  E,  WICHITA 
HAMILL,JOHN  M,  KANSAS  CITY 
HAMILTON  MD, JAMES  J,  WAKEENEY 
HAMILTON, WILLIAM  A,  KANSAS  CITY, MO 


HAMM  MD,ORVAL  L,  PAKISTAN, 

HAMMEKE  MD,JOHN  C,  LEAVENWORTH 

HAMPEL, KEVIN  G,  WICHITA 

HAMTIL  MD, LAWRENCE  W,  SHAWNEE  MISSION 

HANCOCK  MD,ALAN  C,  KANSAS  CITY 

HANCOCK  MD, DANIEL  E,  MANHATTAN 

HANDS  MD,SEBEL  V,  AMARILLO, TX 

HANDSHY  MD, STANLEY  E,  ERIE 

HANSEN  MD, DANIELS  D,  HAMET,CA 

HANSEN  MD, FRANK  W,  GARDEN  CITY 

HANSON, ROBERT  L,  WICHITA 

HARA  MD, GLENN  S,  KANSAS  CITY 

HARBIN  MD,GARY  LYNN,  SALINA 

HARD  MD, BENJAMIN  F,  KANSAS  CITY, MO 

HARDIN  MD, CREIGHTON  A,  KANSAS  CITY 

HARDY, BRADFORD  R,  KANSAS  CITY 

HARMON  MD,GARY  S,  SHAWNEE  MISSION 

HARMS  MD, ALBERT  C,  SHAWNEE  MISSION 

HARMS  MD, EDWIN  M,  WICHITA 

HARMS  MD,WILMER  A,  HALSTEAD 

HARPER, DIANE  M,  KANSAS  CITY 

HARRINGTON, ELAINE  M,  KANSAS  CITY 

HARRIS  JR  MD,CLAIB  B,  GARNETT 

HARRIS  MD, FRANK  H,  WICHITA 

HARRIS  MD, HUBERT  L,  TOPEKA 

HARRIS  MD, NORMAN  R,  SALINA 

HARRIS  MD,NORVAN  D,  LIBERAL 

HARRIS  MD, PATRICIA  A,  TOPEKA 

HARRISON  MD,HALL  E,  TOPEKA 

HARRISON  MD,PAUL  BARRY,  WICHITA 

HARSTINE  MD, LILLIAN  R,  WICHITA 

HART  MD,DILLIS  L,  WICHITA 

HART  MD,JOHN  J,  WICHITA 

HART  MD, KELLY  Z,  KANSAS  CITY 

HART  MD, LAWRENCE  E,  ATCHISON 

HARTLEY  MD, FOUNT  K,  GAINESVI LLE , FL 

HARTLEY  MD, JAMES  M,  WICHITA 

HARTMAN  MD, CHARLES  R,  KANSAS  CITY 

HARTMAN  MD, GERALD  V,  SHAWNEE  MISSION 

HARTMAN  MD, ROGER  L,  NORTON 

HARTONG  MD,TOBY  JOSEPH,  SHAWNEE  MISSION 

HARTONG  MD, WILLIAM  A,  SHAWNEE  MISSION 

HARTWELL  MD, KIMBERLY,  WICHITA 

HARTWELL  MD,RICK  L,  WICHITA 

HARTY,JEAN  R,  SHAWNEE  MISSION 

HARVEY  MD,JEAN  A,  DALLAS, TX 

HARVEY  MD,JOHN  E,  EMPORIA 

HARVEY  MD,R  CLAY,  TOPEKA 

HARVEY  MD, ROSEMARY  B,  WICHITA 

HARWOOD  MD, CLAUDE  J,  GLASCO 

HASKINS  MD, ROBERT  J,  WICHITA 

HASSAN  MD,RIZWAN  U,  WICHITA 

HASSELLE  III  MD, JAMES  E,  LAWRENCE 

HASSETT  MD, GERARD  R,  COLBY 

HASSLER  MD, RANDY  D,  SALINA 

HATESOHL, STANLEY  M,  LINN 

HATHAWAY  MD, PETER,  SHAWNEE  MISSION 

HATTON  MD, DONALD  W,  LAWRENCE 

HATTON  MD, LLOYD  W,  SALINA 

HATTRUP  MD, RICHARD  J,  WICHITA 

HAUN  MD,RUDY  T,  MANHATTAN 

HAVENHILL  II  MD, MARSHALL  A,  EMPORIA 

HAWLEY  MD, RAYMOND  G,  WICHITA 

HAYDON  MD, ALLAN  H,  SHAWNEE  MISSION 

HAYES  MD,J  EDWARD,  BOISE, ID 

HAYES  MD,KRIS  A,  HIAWATHA 

HAYES  MD, WILLIAM  L,  WICHITA 

HAYNES  MD, DEBORAH  G,  WICHITA 

HAYS  MD, THOMAS  H,  WICHITA 

HEADRICK  MD, DANIEL  E,  HUTCHINSON 

HEALY  MD, PATRICK  M,  WICHITA 

HEASTY  MD, ROBERT  G,  MANHATTAN 

HEATON, KEITH  M,  KANSAS  CITY 

HEBBAR  MD,SATYA  N,  TOPEKA 

HEDDEN, RICHARD  J,  SHAWNEE  MISSION 

HEDRICK  MD, KENNETH  E,  HUTCHINSON 

HEEB  MD, CAMILLE  S.,  TOPEKA 

HEIM  MD,MARY  LEE,  KANSAS  CITY, MO 

HEISLER  MD, NORMAN  T,  SHAWNEE  MISSION 

HEIT, JOSEPH  A,  KANSAS  CITY, MO 

HELENA, WESLEY  D,  KANSAS  CITY 

HELLER, DEANNA  L,  KANSAS  CITY, MO 

HELLMAN, DAVID  W,  WICHITA 

HELM, DOUGLAS  S,  SHAWNEE  MISSION 

HENDERSON  MD, DAVID  V,  GARNETT 

HENDERSON, BRYAN  K,  KANSAS  CITY 

HENDRICKS  MD,K  DWIGHT,  KANSAS  CITY 

HENDRICKS, WILLIAM  J,  SHAWNEE  MISSION 

HENDRICKSON  MD,JON  R,  NEWTON 

HENDRICKSON  MD, KATHRYN  D,  NEWTON 

HENKE, JEFFREY  L,  KANSAS  CITY 

HENNING  MD, CALVIN  W,  OTTAWA 

HENNING  MD, CHARLES  E,  WICHITA 

HENRY, ROBERT  M,  SHAWNEE  MISSION 

HENSON , STEVEN  R,  HESSTON 

HENWOOD  MD,JOHN  R,  WICHITA 

HERED  MD,JOHN,  WICHITA 

HERL  MD,CARY  J,  SALINA 

HERMRECK  MD,ARLO  S,  KANSAS  CITY 

HERRERA  MD, JORGE  J,  TOPEKA 

HERRMAN  MD,ADAM  L,  SALINA 

HERRON, KRISTINE  G,  SHAWNEE  MISSION 

HERSHBERGER  DO.  , GROVER,  WICHITA 

HERSHBERGER  MD,RAY  E,  WICHITA 

HERSHORN  MD, SIMON  E,  WICHITA 

HESSE  MD, JAMES  F,  WICHITA 

HESSER  MD, HERBERT  H,  SHAWNEE  MISSION 

HETT  MD, EDWARD  J,  WICHITA 

HETTINGER  MD, MICHAEL  E,  SHAWNEE  MISSION 

HICKERT, MAUREEN  C,  KANSAS  CITY 
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HICKMAN  MD, JAMES  STEPHEN,  TOPEKA 

HIEBERT  MD, DAVID  L,  LAWRENCE 

HIEBERT  MD,JOHN  B,  TOPEKA 

HIEBERT  MD,JOHN  M,  KANSAS  CITI' 

HIESTERMAN  MD, HERMAN  W,  OUINTER 

HIGGINS  MD, GEORGE  E,  CLAY  CENTER 

HILDYARD  II  MD, VICTOR  H,  COLBY 

HILL  MD, JAMES  E,  ARKANSAS  CITY 

HILL  MD,LARY  MICHAEL,  GREAT  BEND 

HILL  MD, RICHARD  H,  MEADE 

HILL  MD, ROBERT  N,  TOPEKA 

HILL  MD, RODNEY  W,  SHAWNEE  MISSION 

HILST  MD, WILBUR  D,  TOPEKA 

HINKIN  MD, DOUGLAS  P,  MANHATTAN 

HINMAN,TIM  S,  KANSAS  CITY 

HINSHAW  JR  MD, CHARLES  T,  WICHITA 

HINSHAW  MD, ALFRED  H,  WICHITA 

HINSHAW  MD, CHARLES  T,  WICHITA 

HINSHAW  MD, EDGAR  D,  ARKANSAS  CITY 

HINTHORN  MD, DANIEL  R,  KANSAS  CITY 

HIRATZKA  MD,TOMIHARU,  HIGH  POINT, NC 

HIRSCHBERG  MD,J  COTTER,  TOPEKA 

HISZCZYNSKYJ  MD, ROMAN,  TOPEKA 

HITCHCOCK  MD,C  THOMAS,  SHAWNEE  MISSION 

HIZON  MD, RAMON  R,  WICHITA 

HOADLEY  MD, WILLIAM  D,  KANSAS  CITY 

HOBBS  MD, DONALD  D,  TOPEKA 

HOBSON  MD,MILBURN  W,  SHAWNEE  MISSION 

HODES  MD, HERBERT  C,  SHAWNEE  MISSION 

HODGES  MD, BRUCE  E,  SHAWNEE  MISSION 

HODGES  MD, GLENN  R,  KANSAS  CITY 

HODGES  MD, MERLE  A,  SALINA 

HODGSON  MD, DAVID  K,  WASHINGTON 

HODGSON  MD, JAMES  F,  KANSAS  CITY 

HODSON  MD,HERVEY  R,  WICHITA 

HOFFER  MD,JOHN  G,  MEDICINE  LODGE 

HOFFMAN  MD,J  PHILIP,  LAWRENCE 

HOFFMAN  MD, JAMES  E,  WICHITA 

HOHERZ  MD, DAVID  G,  TOPEKA 

HOHLY,EVE  K,  KANSAS  CITY, MO 

HOLCOMB  MD, DONALD  G,  LOS  ANGELES, CA 

HOLCOMB  MD, WILLIAM  M,  LIBERAL 

HOLDCRAFT  MD , J ACOUELYNE , KANSAS  CITY 

HOLDEN  JR  MD, RAYMOND  F,  WICHITA 

HOLDEN, JILL  K,  SHAWNEE  MISSION 

HOLDERMAN  MD, WALLACE  D,  HUTCHINSON 

HOLLAND  JR, DAVID  L,  WICHITA 

HOLLIS  MD, KENNETH  W,  WICHITA 

HOLLOWELL  MD, JOSEPH  G,  KANSAS  CITY 

HOLMAN  MD,JON  B,  SALINA 

HOLMES  MD, FREDERICK  F,  KANSAS  CITY 

HOLMES  MD, GRACE  E,  KANSAS  CITY 

HOLMES  MD,JED,  WICHITA 

HOLMES  MD,JOHN  A,  KANSAS  CITY 

HOLMES  MD, ROBERT  W,  TOPEKA 

HOLSINGER  MD, DONALD  M,  PITTSBURG 

HOLSTRUM, STACY  J,  SHAWNEE  MISSION 

HOLT  MD,JOHN  M,  GREAT  BEND 

HON, DAVID  E,  WICHITA 

HOOD  MD, ROGER  W,  SHAWNEE  MISSION 

HOOFER  MD,WILFORD  D,  HALSTEAD 

HOPKINS  JR  MD,B  MORRISON,  SCOTT  CITY 

HOPKINS  MD, JAMES  P,  KANSAS  CITY, MO 

HOPKINS  MD,LENLEY,  SHAWNEE  MISSION 

HOPKINS  MD, WILLIAM  O,  SHAWNEE  MISSION 

HOPPER  MD, CHARLES  R,  EMPORIA 

HOPPOCK, KEVIN  C,  KANSAS  CITY 

HORBELT  MD, DOUGLAS  V,  WICHITA 

HORNBAKER  MD, STANLEY  D,  CARBONDALE 

HORNER, J ILLIAN  E,  KANSAS  CITY 

HORNICK  MD, ANTHONY  M,  lOLA 

HORSEMAN  MD, ROBERT  F,  SHAWNEE  MISSION 

HORTON, GREG  A,  KANSAS  CITY 

HOSTETTER  MD, JAMES  P,  TOPEKA 

HOSTETTER  MD, MARCIA  M,  TOPEKA 

HOURIGAN , RICHARD  J,  KANSAS  CITY 

HOUSE  MD,R  E,  SALINA 

HOUSHOLDER  MD, DANIEL  FAIR,  WICHITA 

HOUSHOLDER  MD, MARTHA  S,  WICHITA 

HOUSTON  II  MD, LAWRENCE  MORLEY,  SHAWNEE 

HOUSTON  MD, THOMAS  P,  WICHITA 

HOWARD  MD, DONALD  O,  WICHITA 

HOWELL  MD, BARBARA  JOYCE,  EMPORIA 

HOWELL, STEVEN  J,  WICHITA 

HOWERTER  JR  MD, BERNARD  E,  COFFEYVILLE 

HOYT  MD, ARTHUR  W,  TOPEKA 

HRABIK, BRENT  A,  SHAWNEE  MISSION 

HSU  MD, CHENG  H,  TOPEKA 

HSU  MD,SHIN-FU,  TOPEKA 

HUAMAN  MD, ANTONIO  M,  TOPEKA 

HUANG  MD,GEORGIANA  L W,  SHAWNEE  MISSION 

HUANG  MD,JONSON,  TOPEKA 

HUDGINS, MARK  A,  KANSAS  CITY, MO 

HUDSON  MD, ROBERT  P,  OLATHE 

HUEBERT  MD,DEAN  A,  WICHITA 

HUEBNER  MD, ROBERT  STEPHAN,  PITTSBURG 

HUERTER  MD, DAVID  F,  PITTSBURG 

HUERTER  MD, QUENTIN  C,  KANSAS  CITY 

HUFFORD  MD, DAVID  W,  ANDALE 

HUGHES  MD,JOHN  D,  WICHITA 

HUGHES, STEVEN,  KANSAS  CITY, MO 

HULL  MD, KENNETH  L,  WICHITA 

HULTGREN  MD, MYRON  K,  WICHITA 

HUME  MD, JOSEPH  W,  WICHITA 

HUMMER  MD, LLOYD  M,  WICHITA 

HUND  MD, LARRY  R,  WICHITA 

HUND  MD, MORRIS  A,  WICHITA 


* Probationary  members. 


HUNKELER  MD,JOHN  D,  SHAWNEE  MISSION 

HUNNINGHAKE  MD, RONALD,  SALINA 

HUNNINGHAKE , DENISE  A,  KANSAS  CITY 

HUNSHERGER  D.O.  , TERRY  R,  GARDEN  CITY 

HUNTER  JR  MD, JAMES  S,  GREENVALLEY , AZ 

HUNTER  MD, KENNETH  R,  LEBO 

HURLBUT, KEVIN  M,  KANSAS  CITY 

HURWITZ  MD,ARYEH,  KANSAS  CITY 

HURWITZ  MD, MICHAEL  A,  HALSTEAD 

HUSEMAN  MD, RICHARD  ALLAN,  NORTH  KANS  CITY, 

HUSTEAD  MD, ROBERT  F,  WICHITA 

HUSTON  MD, FRANCIS  W,  WINCHESTER 

HUSTON  MD, JOSEPH  W,  TOPEKA 

HUTCHINSON, STEVEN  A,  WICHITA 

HUTCHISON  MD,GLEN  C,  HAYS 

HUTCHISON  MD,MARC  K,  HAYS 

HUTCHISON  MD, MICHAEL  C,  HAYS 

HUTCH  ISON , SCOT  M,  KANSAS  CITY 

HUTSEY,PAUL  J,  WICHITA 

HUTTERER, ANGELA  J,  WICHITA 

HUTTON  MD, FREDERICK  A,  TOPEKA 

HUYCKE  MD, EDWARD  J,  WICHITA 

HWA  MD, EUGENE  C,  NEWTON 

HYLAND  MD, JOSEPH  M,  TOPEKA 

HYNES  MD, HENRY  E,  WICHITA 

I 

IBARRA  MD,J  LUIS,  WICHITA 
IBARRA  MD, RICHARD  C,  KANSAS  CITY 
IDBEIS  MD,BADR,  WICHITA 
ILIFF  MD,R  DOUGLAS,  TOPEKA 
ILIOPOULOS  MD,JOHN  I,  KANSAS  CITY 
ILORETA  MD, ALFREDO  T,  TOPEKA 
IMLAY, BRIAN,  KANSAS  CITY, MO 
INGHAM  JR  MD,H  LAIRD,  LAWRENCE 
INGRAM  MD,JOHN  E,  KANSAS  CITY 
INNES  MD, ROBERT  C,  SHAWNEE  MISSION 
IRBY  MD, ADDISON  C,  FORT  SCOTT 
IRBY  MD, PRATT,  FORT  SCOTT 
IRWIN  MD, RICHARD  L,  NEWTON 
ISAAC  MD, CHARLES  A,  NEWTON 
ISAACS  MD, JUANITA  J,  WICHITA 
ISAACSON  MD, RICHARD  N,  TOPEKA 
ISERN  MD, HENRY  J,  KANSAS  CITY 
ITURRALDE  MD, GEORGE,  SHAWNEE  MISSION 
IWAY  MD,BELINO  D,  ELKHART 
IWAY  MD, OLIVIA  N,  ELKHART 

J 

JABEL  MD, JUVENAL  T,  SATANTA 
JACKSON  JR  MD,DELMAS  A,  SALINA 
JACKSON  JR  MD, DONALD  H,  TOPEKA 
JACKSON  MD, CHARLES  R,  WICHITA 
JACKSON  MD, MICHAEL  D,  GARDEN  CITY 
JACKSON  MD, ROBERT  V,  SHAWNEE  MISSION 
JACKSON  MD, THOMAS  M,  WICHITA 
JACKSON  MD, VICTOR  L,  ALTAMONT 
JACOB  MD,KANNAMPALLY  L,  EL  DORADO 
JACOBS  MD, DAVID  S,  KANSAS  CITY 
JACOBS  MD,RAE  R,  KANSAS  CITY 
JACOBS, DANIEL  H,  SHAWNEE  MISSION 
JACOBSON  MD, EUGENE  D,  KANSAS  CITY 
JACOBY  II  MD, ROBERT  E,  TOPEKA 
JAEGER, MARY  G,  WICHITA 
JAHANIAN  MD,DARYOUSH,  KANSAS  CITY 
JALALI ,MEHDI , SHAWNEE  MISSION 
JAMES  MD, DONALD  L,  WICHITA 
JANES  MD, DONALD  R,  SHAWNEE  MISSION 
JANKOWSKI  MD,KAZIMIERZ  W,  TOPEKA 
JANSSEN  MD, ERWIN  T,  TOPEKA 
JANSSEN, KATHERINE  L,  KANSAS  CITY 
JAWADI  MD,JAMEELA  HUSAIN,  WICHITA 
JAYARAM  MD,MARANDAPALLI  R,  KANSAS  CITY 
JAZAYERLI  MD,NABIL,  WICHITA 
JEHAN  MD,SAYED  S,  WICHITA 
JENAB,JOHN,  SHAWNEE  MISSION 
MISSION  JENKINS, DE  ANN  R,  KANSAS  CITY 
JENNEY  MD, CHARLES  B,  WICHITA 
JENSEN  MD,DARAN  L,  WICHITA 
JENSEN  MD, ROBERT  D,  TOPEKA 
JENSEN  MD, THOMAS  M,  OLATHE 
JEWELL  MD, WILLIAM  R,  KANSAS  CITY 
JIRICKO  MD, MILOS,  COFFEYVILLE 
JOHNSON  MD, BRUCE  E,  KANSAS  CITY 
JOHNSON  MD, CAROL  ANN,  WICHITA 
JOHNSON  MD, CAROLYN  K,  WICHITA 
JOHNSON  MD,CYNDA  A,  KANSAS  CITY 
JOHNSON  MD, GEORGE  K,  WICHITA 
JOHNSON  MD, HOWELL  D,  DODGE  CITY 
JOHNSON  MD,J  RICHARD,  MCPHERSON 
JOHNSON  MD,JOHN  E,  KANSAS  CITY 
JOHNSON  MD, MARGARET  J,  WICHITA 
JOHNSON  MD,PAUL  D,  LEAVENWORTH 
JOHNSON  MD, RICHARD  L,  HUTCHINSON 
JOHNSON  MD, TERESA  F,  WINFIELD 
JOHNSON  MD, THOMAS  E,  WICHITA 
JOHNSON, GARY  A,  SHAWNEE  MISSION 
JOHNSON, KEITH  A,  SHAWNEE  MISSION 
JOHNSON , LINDA  M,  SHAWNEE  MISSION 
JOHNSON, ROBERT  C,  SHAWNEE  MISSION 
JONES  JR  MD, HERMAN  H,  KANSAS  CITY 
JONES  MD, BARBARA,  KANSAS  CITY 
JONES  MD, CHARLES  E,  SHAWNEE  MISSION 
JONES  MD, EDWARD  L,  GREAT  BEND 
JONES  MD, FORREST  H,  COLUMBUS 
JONES  MD,H  IVOR,  SHAWNEE  MISSION 
JONES  MD,H  PENFIELD,  LAWRENCE 


JONES  MD, MICHAEL  P,  ATCHISON 
JONES  MD, RODNEY,  WICHITA 
JONES  MD, WILLIAM  T,  MANHATTAN 
JONES, DAVID  B,  SHAWNEE  MISSION 
JORDAN, JANET  C,  KANSAS  CITY 
JOSEPH  MD, BRIAN  W,  TOPEKA 
JOSEPH  MD, HOWARD  F,  LAWRENCE 
JOSEPH  MD,JAPHET  G,  WICHITA 
JOSLIN, CHARLIE  G,  KANSAS  CITY 
JOSS  MD, CHARLES  S,  TOPEKA 
JOST  MD,GARY  D,  WICHITA 
JOYCE  MD,G  BERNARD,  TOPEKA 
JUBELT  MD, HILBERT  P,  MANHATTAN 
JUDILLA  JR  MD, FRANCISCO,  WICHITA 
JUNG, SIMON  CY,  SHAWNEE  MISSION 
JUSTUS  MD, WILLIAM  J,  PLEASANTON 

K 

KADIAN  MD,RAJESH  S,  SHAWNEE  MISSION 
KADISON  MD, HERBERT  I,  WICHITA 
KAHN  MD, DAVID  M,  WICHITA 
KAHRS,GREG,  KANSAS  CITY, MO 
KALBAC  MD, RICHARD  W,  GARDEN  CITY 
KALIN, CINDI  A,  KANSAS  CITY 
KALIVAS, LINDA  L,  SHAWNEE  MISSION 
KANE  JR  MD, WILLIAM  M,  HAYS 
KARDATZKE  MD,E  STANLEY,  WICHITA 
KARDATZKE  MD,JON  K,  WICHITA 
KARGES  MD, MELVIN  D,  KANSAS  CITY 
KARLIN  MD, CHARLES  A,  SHAWNEE  MISSION 
KASHA  MD, ROBERT  L,  WICHITA 

KASHYAP  MD,BANSHI  PRASAD,  SHAWNEE  MISSION 

KASSEBAUM  MD,GLEN  E,  EL  DORADO 

KASSEBAUM  MD, KENNETH  G,  WICHITA 

KASSER  MD, CHRIS  L,  SHAWNEE  MISSION 

RASTER, STEVEN  D,  SHAWNEE  MISSION 

KATZ  MD,FRED  S,  SHAWNEE  MISSION 

KATZ  MD, JEROME  B,  TOPEKA 

KAUER, CURTIS  D,  KANSAS  CITY 

KAUFMAN  MD, EUGENE  E,  WICHITA 

KAUFMAN  MD,LELAND  R,  WINFIELD 

KAUFMAN  MD, WILLARD  E,  MOUNDRIDGE 

KAVEL  MD,KARL  K,  TOPEKA 

KEARNS  MD,NORBERT  W,  TOPEKA 

KEENE  MD, GEORGE  H,  WICHITA 

KEITH  MD,  REX  B.,  WICHITA 

KELLER  MD, JAMES  P,  WICHITA 

KELLERMAN  MD,RICK,  PLAINVILLE 

KELLEY  MD, GORDON  R,  SHAWNEE  MISSION 

KELLEY, MARSHALL  D,  SHAWNEE  MISSION 

KELLY  MD,A  CHRISTINE,  HAYS 

KELLY  MD,DAN  A,  TOPEKA 

KELLY  MD, ROBERT  W,  WICHITA 

KELLY, JIM,  SHAWNEE  MISSION 

KELLY, MICHELE,  SHAWNEE  MISSION 

KENAGY, ROBERT  S,  WICHITA 

KENDALL  MD,TOM  E,  WICHITA 

KENDALL, CALIN  T,  KANSAS  CITY 

KENDRICK  MD,J  GILLERAN,  WICHITA 

KENNALLY  MD, KEVIN  P,  SABETHA 

KENNEDY  MD, GERALD  T,  WICHITA 

KENNEDY  MD, JAMES  A,  KANSAS  CITY 

KENNEDY  MD,L  ELAINE,  LAWRENCE 

KENNEDY, CHRISTOPHER  S,  KANSAS  CITY, MO 

KENNING  MD, GERALD  F,  WICHITA 

KEPES  MD,JOHN  J,  KANSAS  CITY 

KERBY  MD, GERALD  R,  KANSAS  CITY 

KERLEY, SPENCER  W,  SHAWNEE  MISSION 

KERR  MD, GERALD  F,  FORT  SCOTT 

KERWIN, MERRITT  M,  SHAWNEE  MISSION 

KETCHERSIDE  JR  MD, WILLIAM  J,  KANSAS  CITY, MO 

KETCHUM  MD,LYNN  D,  SHAWNEE  MISSION 

KETTER,IVAN  C,  SABETHA 

KEYES  MD, MICHAEL  J,  WICHITA 

KEYS  JR  MD, ROBERT  C,  TOPEKA 

KHICHA  MD,GYANCHAND  J,  WICHITA 

KHOURY  MD, GEORGE  H,  WICHITA 

KIFER  MD,C  JAMES,  HAYS 

KIHM  MD, ALBERT  A,  CHANUTE 

KIM  MD,JONG  M,  KANSAS  CITY 

KIM  MD,PAIK  N,  WICHITA 

KIM  MD,YONG  W,  TOPEKA 

kim,sucha,  junction  city 

KIMBALL  MD, RICHARD  R,  MANKATO 

KIMBLE  MD, JAMES  A,  WICHITA 

KIMMEL  MD, KENNETH  K,  HALSTEAD 

KIMPLE,KRIS  G,  SHAWNEE  MISSION 

KIMURA,LYLA  S,  SHAWNEE  MISSION 

KIMURA, STEPHEN  H,  SHAWNEE  MISSION 

KINDLING  MD,PAUL  H,  TOPEKA 

KINDRED  MD,LYNN  H,  KANSAS  CITY, MO 

KING  MD, CHARLES  R,  KANSAS  CITY 

KING  MD, WILLIAM  T,  GREAT  BEND 

KING, BRADLEY  S,  KANSAS  CITY 

KING, TERESA  M,  KANSAS  CITY 

KINPORTS  SR  MD, EDWARD  B,  KANSAS  CITY, MO 

KIRCHNER  MD, FERNANDO  R,  KANSAS  CITY 

KIRCHNER, LAURA  L,  KANSAS  CITY 

KIRK  JR  MD,E  DAVID,  WICHITA 

KIRK  MD, THOMAS  E,  MANHATTAN 

KIRKEGAARD  MD, RODGER  S,  TOPEKA 

KIRSCH  MD,MARK  A,  WICHITA 

KIRWAN  MD, LAURENCE  A,  KANSAS  CITY 

KISER  MU, JOHN  L,  WICHITA 

KISER  MD, WILLARD  J,  WICHITA 

KISHORE  MD,ROY  N,  PARSONS 

KISHORE  MD,SHEELA,  PARSONS 

KITCHEN  MD, ROBERT  R,  WICHITA 

KITOWSKI  MD, THEODORE  L,  MARYSVILLE 
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KLEIN  MD, TERRY  D,  WICHITA 
KLEINHOLZ  JR  MD,EMIL  JOHN,  TOPEKA 
KLEMMER  MD, HERBERT,  TOPEKA 
KLENDA  JR  MD, MARTIN  B,  BELOIT 
KLIEWER  MD, VERNON  L,  NEWTON 
KLINGMAN  MD, DIANE  D,  WICHITA 
KLOBASA  MD, CHARLES  L,  MANHATTAN 
KLOSTERHOEF  MD, BRUCE  E,  HUTCHINSON 
KNAPP  MD, LESLIE  E,  WICHITA 
KNAPP  MD,M  ROBERT,  WICHITA 

KNAPPENBERGER  MD,ROY  C,  MANITOU  SPRING, CO 

KNATZ  MD,JO  M,  KANSAS  CITY, MO 

KNECHT  MD, STEPHEN  M,  EMPORIA 

KNEIDEL  MD, THOMAS  W,  WICHITA 

KNIGHT  MD, LAURA  C,  WICHITA 

KNIGHT  MD, PHILIP  J,  WICHITA 

KNUDSEN  MD,  DENNIS,  LIBERAL 

KNUTH  MD, KENNETH  L,  INDEPENDENCE 

KODANAZ  MD,A  AYTEKIN,  SHAWNEE  MISSION 

KOEHN, DANIEL  J,  KANSAS  CITY 

KOERPER,KARL,  KANSAS  CITY, MO 

KOKSAL  MD,TOM,  GARDEN  CITY 

KOLSTE  MD,REX  J,  COLBY 

KOONS  MD,JESS  W,  LIBERAL 

KOONT2  MD, JUDITH  A,  TOPEKA 

KOOSER  MD, JUDITH  A,  TOPEKA 

KOURI  MD, SAMMY  H,  WICHITA 

KOVAC  MD, ANTHONY  L,  KANSAS  CITY 

KOVARIK  MD, ERNEST  D,  TOPEKA 

KOWALSKI  MD, PETER  C,  TOPEKA 

KOWALSKI  MD, STEPHEN  F,  TOPEKA 

KOZIKOWSKI  MD,BEN  M,  SHAWNEE  MISSION 

KRANTZ  MD,KERMIT  E,  KANSAS  CITY 

KRAUSE  MD, MAURICE  D,  WICHITA 

KRAUSE  MD, ROLAND  L,  AKRON, PA 

KREADY  MD,JOHN  L,  WICHITA 

KREHBIEL  MD,MARK  A,  SALINA 

KRETSINGER  DO  ,W  BROCK,  EMPORIA 

KRISHNAN  MD,LEELA,  SHAWNEE  MISSION 

KROLL  MD, HARRY  G,  TOPEKA 

KRUCKEMYER  MD,ALAN  L,  SALINA 

KRUEGER  MD, HAVEN  C,  GREAT  BEND 

KRUEGER  MD,KURT  ALLEN,  SHAWNEE  MISSION 

KRUG  MD,PAUL  E,  KANSAS  CITY 

KRUPKA  MD,JOHN  J,  WICHITA 

KUBIN  MD, DORIS  A,  SHAWNEE  MISSION 

KUBIN, SUSAN  D,  WICHITA 

KUBINA  MD, GLENN  RICHARD,  WICHITA 

KUEBLER  MD, KEVIN  M,  KANSAS  CITY 

KUMAR  MD,ARUN,  WICHITA 

KUMAR  MD,SURINDER,  NEWTON 

KUMMER, ANTHONY  J,  KANSAS  CITY, MO 

KUKTH  MD,C  JOSEPH,  WICHITA 

KURTH  MD, ROBERT  H,  SHAWNEE  MISSION 

KUTILEK  MD, FRANK  J,  WICHITA 

KYI  MD,WIN  M,  DODGE  CITY 

KYNER  MD, JOSEPH  L,  KANSAS  CITY 

L 

LABHSETWAR  MD,S  A,  JUNCTION  CITY 

LACCHEO  MD, MICHAEL  f. , TOPEKA 

LAFENE  MD, BENJAMIN  W,  MANHATTAN 

LAHAM  MD, ALEXANDER  J,  DALLAS, TX 

LAI  MD, CHI-WAN,  KANSAS  CITY 

LAI  MD,JENG  Y,  WICHITA 

LAI  MD,MAX  G,  TOPEKA 

LAING  MD, ROBERT  R,  KANSAS  CITY 

LAIRD  MD,DALE  D,  OLATHE 

LANCE  JR  MD,JOHN  F,  WICHITA 

LANCE  MD, RAYMOND  W,  PITTSBURG 

LANG  MD, GORDON,  WAKEENEY 

LAPI  MD,RUTH  M,  SHAWNEE  MISSION 

LARSON  MD, DANUTA  OKTAWIEC,  SHAWNEE  MISSION 

LARSON  MD, DELBERT  L,  HIAWATHA 

LASH  MD,RAY  E,  SHAWNEE  MISSION 

LASLEY  MD, MICHAEL  B,  HAYS 

LASNIER, JOSEPH  M,  KANSAS  CITY 

LATIMER  MD, KATHERINE,  WICHITA 

LAUDEKT, SUSAN  E,  WICHITA 

LAUNEY  MD, WALTON  S,  TOPEKA 

LAURY  MD, DAVID  G,  SAVANNAH, GA 

LAUVER  MD,MARY  ANN,  WICHITA 

LAVA  MD,CHIRUND,  PARSONS 

LAW  MD, FINDLEY,  ELLINWOOD 

LAWHEAD,JEFF  D,  KANSAS  CITY 

LAWHORN  MD, STEPHANIE  LU,  KANSAS  CITY 

LAWHORN, CHARLTON  D,  KANSAS  CITY 

LAWLESS  MD, HAROLD  L,  BLUE  RAPIDS 

LAWN  MD, CLAUDIA  A,  WICHITA 

LAWN  MD, RAYMOND  A,  WICHITA 

LAWRENCE  MD, GILBERT  A,  SALINA 

LAWSON  MD, DWIGHT,  TOPEKA 

LAWTON  MD, MARVIN  K,  CONCORDIA 

LAWTON, STEVEN  K,  SHAWNEE  MISSION 

LAWWILL  MD, THEODORE,  KANSAS  CITY 

LAYBOURNE  JR  MD,PAUL  C,  KANSAS  CITY 

LE  MD,CHUONG  DUC,  GARDEN  CITY 

LEAHY  MD, JAMES  D,  SHAWNEE  MISSION 

LEAR, REX  V,  WICHITA 

LEARNED  MD, GEORGE  R,  LAWRENCE 

LEATHERS  MD, HOLLIS  K PAT,  SHAWNEE  MISSION 

LEAVELL, MICHAEL  E,  BALLWIN, MO 

LEE  JR  MD, EDWARD  S,  WICHITA 

LEE  JR  MD, JAMES  G,  SHAWNEE  MISSION 

LEE  MD,JAE  M,  KANSAS  CITY 

LEE  MD,KYO  R,  KANSAS  CITY 

LEE  MD,R  REX,  WICHITA 


* Probationary  members. 


LEE  MD,SONG  DOW,  TOPEKA 

LEE  MD,SONG  PING,  TOPEKA 

LEE  MD,YONG  U,  EL  DORADO 

LEFFINGWELL  MD, BRUCE  L,  WICHITA 

LEFFLER  MD,PAUL  B,  PITTSBURG 

LEGASPI  JR  MD, PEDRO  L,  SHAWNEE  MISSION 

LEGER  MD,LEE  H,  FT  MYERS, FL 

LEHMAN, KARL  D,  KANSAS  CITY 

LEIFER  MD, WILLIAM  N,  TOPEKA 

LEISY  MD, JERALD  W,  WICHITA 

LEITCH  MD, DAVID  A,  GARNETT 

LEITNER  MD,YORAM  B,  WICHITA 

LEMOINE  JR  MD, ALBERT  N,  KANSAS  CITY 

LEMONS  MD, STEPHEN  F,  ANDOVER 

LENEVE  MD, ROBERT  T,  PERKINS, OK 

LENSKI  JR  MD, FRANCIS  X,  lOLA 

LENTZ  MD, WILLIAM  R,  TOPEKA 

LEO  MD, WILLIAM  A,  KANSAS  CITY 

LESSENDEN  JR  MD,C  M,  TOPEKA 

LESSER  MD,DANE  A,  HUTCHINSON 

LESSIN, DIANNA  L,  KANSAS  CITY, MO 

LESTER  MD,JOHN  BUCKLES,  SHAWNEE  MISSION 

LETOURNEAU, EDWARD  N,  KANSAS  CITY 

LETTNER  MD,HANS  T,  HUTCHINSON 

LEVINE  MD, ERROL,  KANSAS  CITY 

LEVINE  MD, WILLIAM  R,  WICHITA 

LEVY  MD, EDWIN  Z,  TOPEKA 

LEWIN  MD, WALTER,  SHAWNEE  MISSION 

LEWIS  MD,  H.  MICHAEL,  WICHITA 

LEWIS  MD, JAMES  E,  SHAWNEE  MISSION 

LHEVINE  MD,DAVE  B,  TULSA, OK 

LIBEL, ROY,  SHAWNEE  MISSION 

LICHTY,DAN  M,  SHAWNEE  MISSION 

LIEBERMAN  MD, BRUCE  IRWIN,  KANSAS  CITY 

LIES  MD,BARTHEL  N,  COLWICH 

LIES  MD, RICHARD  B,  WICHITA 

LIESMANN  MD, GEORGE  E,  TOPEKA 

LILLICH , MAUREEN  A,  SHAWNEE  MISSION 

LIN  MD, JOE  J , WICHITA 

LIND  II  MD, EDWARD  J,  GARDEN  PLAIN 

LINDHOLM  MD, GERALD  R,  NEWTON 

LINDSLEY  MD, CAROL  B,  KANSAS  CITY 

LINDSLEY  MD, HERBERT  B,  KANSAS  CITY 

LINDSTROM,LORI  A,  WICHITA 

LINHARDT  MD, RONALD  D,  WICHITA 

LINN  MD, CATHERINE  P,  KANSAS  CITY 

LIPOFF  MD,JAY  I,  LEAVENWORTH 

LISTERMAN  MD,JOHN  C,  SALINA 

LITTELL  MD, JAMES  A,  WICHITA 

LITTLE  MD,L  GILBERT,  WICHITA 

LIU  MD, ALBERT  T,  KANSAS  CITY 

LIU  MD,CHIEN,  KANSAS  CITY 

LIU  MD, JOHNS  N,  SHAWNEE  MISSION 

LIVINGSTON  D.O., DOUGLAS  R,  WICHITA 

LIVINGSTON  MD, CHARLES  E,  SALINA 

LLOYD  MD, HARVEY  L,  KANSAS  CITY 

LOCKEE  MD, WILLIAM  B,  HUTCHINSON 

LOCKHART  MD, JOSEPH  G,  WICHITA 

LOEB  MD,ELBIE  L,  HAYS 

LOEFFLER  MD, JAMES  A,  WICHITA 

LOEWEN  MD, HENRY  H,  WICHITA 

LOEWEN  MD, WILLIAM  C,  WICHITA 

LOGAN  MD, GEOFFREY  G,  WICHITA 

LOGAN  MD, WILLIAM  S,  TOPEKA 

LOGANBILL  MD,VARDEN  J,  MOUNDRIDGE 

LOHMEYER  MD, KENNETH  L,  GREEN  VALLEY, AZ 

LOKER, JAMES  L,  SHAWNEE  MISSION 

LONEY  MD,JOHN  M,  BELOIT 

LONEY,PAUL  D,  KANSAS  CITY 

LONG  MD, EDWARD  E,  HUMBOLDT 

LONG  MD, LLOYD  0,  GOODLAND 

LONG  MD, ROBERT  C,  NORTON 

LONG, TERESA  D,  KANSAS  CITY, MO 

LOPEZ, MARIA  I,  KANSAS  CITY 

LORTZ, PHILIP  W,  KANSAS  CITY 

LOSEE  MD,JOHN  M,  WICHITA 

LOVELAND  MD,G  CHARLES,  LAWRENCE 

LOVETT  MD,PAUL  A,  WICHITA 

LOVETT, BRENT  R,  KANSAS  CITY, MO 

LOW  MD, HAROLD  L,  WICHITA 

LOWE  MD, STANLEY  W,  MANHATTAN 

LUALLIN, SCOTT  R,  KANSAS  CITY 

LUBETICH  JR, JOHN  F,  KANSAS  CITY 

LUCAS  MD, GEORGE  L,  WICHITA 

LUCAS, EDDY  D,  KANSAS  CITY 

LUCKEROTH,LEAH  L,  WICHITA 

LUDLOW  MD, MICHAEL  G,  WICHITA 

LUEGER  D 0,  JAMES  JOHN,  SENECA 

LUEKEN  MD,LUEKE  B,  WICHITA 

LUELLEN  MD, THOMAS  J,  WICHITA 

LUETJE  MD, CHARLES  MARION,  KANSAS  CITY, MO 

LUI  MD, NASON,  TOPEKA 

LUKENS  MD, DAVID,  HUTCHINSON 

LUKERT  MD, BARBARA  P,  KANSAS  CITY 

LULO  MD, ANTONIO  R,  SHAWNEE  MISSION 

LUNA  MD, ANTHONY  D,  WICHITA 

LUNBERRY-H ILL, JULIA,  WICHITA 

LUNGSTRUM  MD,JACK  E,  SUN  CITY,AZ 

LUZZATI  MD,ENZO  F,  WICHITA 

LYGRISSE  MD, DANIEL  V,  WICHITA 

LYLE, LINDA  S,  WICHITA 

LYNCH  MD,JOHN  A,  TOPEKA 

LYNCH  MD,MARY  A,  WICHITA 

LYNCH  MD,SEAN  R,  KANSAS  CITY 

LYONS  JR  MD, FRANK  C,  MANHATTAN 

LYRENE, STEPHEN  A,  TOPEKA 

M 

MABEN  MD, PAMELA  S,  CHANUTE 


MAC  KILLOP  JR  MD, DANIEL,  WINFIELD 

MACARTHUR  MD,  RICHARD  IAN,  TOPEKA 

MACDOUGALL  MD, MARGARET  L,  SHAWNEE  MISSION 

MACE  MD, RONALD  D,  JUNCTION  CITY 

MACY  MD, NORMAN  E,  SALINA 

MACY  MD,TED  L,  SALINA 

MADDEN, CATHERINE  E,  WICHITA 

MADER  MD, ELAINE  M,  WICHITA 

MADISON  JR  MD,WARD  N,  WICHITA 

MADISON  MD, WILLARD  A,  NORTONVILLE 

MADISON, RANDALL  W,  SHAWNEE  MISSION 

MADSEN  MD, GLENN  L,  LAWRENCE 

MAGEE, SHAWN  M,  SHAWNEE  MISSION 

MAGERS, STACEY  L,  KANSAS  CITY, MO 

MAGIDSON  MD, ELLIOTT  ARTHUR,  WICHITA 

MAGSALIN  MD,ROMULO  D,  HAYSVILLE 

MAILMAN  MD,GERSHOM,  WICHITA 

MALLORY  MD,JOHN  A,  SHAWNEE  MISSION 

MALONE  MD, EUGENE  M,  HALSTEAD 

MANAHAN  MD,G  EUGENE,  LAWRENCE 

MANDELBAUM  MD,MARK  A,  WICHITA 

MANGLER  MD, VICTOR  R,  PLEASANTON 

mangold  MD,J0£L  VOYCE,  KANSAS  CITY 

MANGUOGLU  MD,ALI  B,  SALINA 

MANI  MD,MANI  M,  KANSAS  CITY 

MANLEY  MD, JOSEPH  W,  SHAWNEE  MISSION 

MANNING  MD, ROBERT  T,  WICHITA 

MANSOUR  MD,BADIE  S,  WICHITA 

MANTZ  MD, FRANK  A,  SHAWNEE  MISSION 

MARCHBANKS  MD, DONALD  L,  SALINA 

MARGOLIS, MICHAEL  T,  KANSAS  CITY, MO 

MARPLES  MD, DOUGLAS,  DODGE  CITY 

MARPLES, BRADLEY  W,  KANSAS  CITY 

MARSH  MD, ALICE  GARRISON,  KANSAS  CITY 

MARSH  MD, CONNIE  M,  HALSTEAD 

MARSH  MD,GENE  E,  HALSTEAD 

MARSH  MD, HENRY  O,  WICHITA 

MARSHALL  MD,B  M,  TOPEKA 

MARSHALL  MD, GEORGE  W,  SALINA 

MARSHALL, ROGER  W,  WICHITA 

MARSHALL, STEPHEN  R,  LYONS 

MARTIN  JR  MD,GLEN  E,  WICHITA 

MARTIN  MD, CLYDE  V,  VACAVILLE, CA 

MARTIN  MD, DANIEL  C,  MANHATTAN 

MART'IN  MD, JOSEPH  P,  KANSAS  CITY 

MARTIN  MD, NORMAN  L,  KANSAS  CITY 

MARTIN  MD, OLIVER  L,  SALINA 

MARTIN  MD, RONALD  L,  KANSAS  CITY 

MARTIN  MD, WILLIAM  0,  TOPEKA 

MARTIN, HUGH  B,  KANSAS  CITY 

MARTIN, JUAN  E,  KANSAS  CITY 

MARTINAK  MD, JOSEPH  F,  TOPEKA 

MARVEL  MD, JAMES  EBBERT,  ARKANSAS  CITY 

MARVIN  MD, NORMAN  G,  SHAWNEE  MISSION 

MARX  DO, WILLIAM  H,  FT  RILEY 

MARYMONT  JR  MD, JESSE  H,  WICHITA 

MASON  MD, ROGER,  PRATT 

MASTERS  MD, FRANCIS  W,  KANSAS  CITY 

MASTIO  JR  MD, GEORGE  J,  WICHITA 

MATASSARIN  MD, BENJAMIN  M,  WICHITA 

MATASSARIN  MD, FREDERICK  W,  WICHITA 

MATHEWS  MD, DAVID  R,  SHAWNEE  MISSION 

MATHEWS  MD, ROBERT  MAJOR,  SHAWNEE  MISSION 

MATHEWSON  MD,HUGH  S,  KANSAS  CITY 

MATTHEW  MD, WILLIAM  L,  OLATHE 

MATTHEWS  D.O.  , GEORGE  E,  GARDEN  CITY 

MATTHEWS  MD,EARL  H,  SALINA 

MATTICK  MD, IRVIN  H,  HAYS 

MATTIOLI  MD, LEONE,  KANSAS  CITY 

MATZEN,TED  A,  SHAWNEE  MISSION 

MAU  MD, WALTER,  TOPEKA 

MAUCH, WILLIAM  D,  KANSAS  CITY 

MAUCK  MD, HAROLD  C,  STOCKTON 

MAVEC, JAMES  A,  KANSAS  CITY 

MAWDSLEY  MD, MICHAEL  W,  WICHITA 

MAXFIELD  MD, RUSSELL  J,  COLORADO  SPRINGS, CO 

MAXWELL  MD, GORDON  E,  SALINA 

MAXWELL  MD, ROBERT  A,  SHAWNEE  MISSION 

MAY  MD, KENNETH  L,  BONNER  SPRINGS 

MC  ALLISTER, SCOTT  H,  SHAWNEE  MISSION 

MC  BATH, TIM  L,  WICHITA 

MC  CROSKEY  MD, BRIAN  L,  SHAWNEE  MISSION 
MC  FARLAND  MD, GRETA  S,  CIMARRON 
MCALLASTER  MD,WENDALE  E,  GREAT  BEND 
MCBOYLE  MD,MARILEE,  WICHITA 
MCCANN  MD, PATRICK  E,  FORT  SCOTT 
MCCANN  MD, WILLIAM  E,  OLATHE 
MCCARTER  MD, DUANE  K,  TOPEKA 
MCCARTHY  MD, ROBERT  P,  KANSAS  CITY 
MCCAUGHEY  MD,HUGH  W,  SHAWNEE  MISSION 
MCCLANAHAN  MD,WARD  A,  WICHITA 
MCCLEAY, PETER  D,  SHAWNEE  MISSION 
MCCLELLAN  MD, ERNEST  L,  WICHITA 
MCCLELLAN  MD,JOHN  W,  TOPEKA 
MCCLURE  MD, JAMES  A,  TOPEKA 
MCCOLLUM  MD, WILLIAM  B,  LEAVENWORTH 
MCCOWEN, HERBERT  M,  SHAWNEE  MISSION 
MCCOY  MD,C  PATRICK,  WICHITA 
MCCOY  MD, CHARLES  P,  WICHITA 
MCCOY  MD, CHARLES  T,  HUTCHINSON 
MCCOY  MD, MICHAEL  T,  TOPEKA 
MCCOY  MD, RONALD,  DODGE  CITY 
MCCRAE  MD, SPENCER  C,  SALINA 
MCCULLOUGH  MD, JAMES  P,  WICHITA 
MCCULLOUGH  MD, ROBERT  C,  GOODLAND 
MCCUNE  MD,MARK  A,  KANSAS  CITY 
MCDONALD  MD, KEVIN  R,  HAYS 
MCDONALD, THOMAS  L,  SHAWNEE  MISSION 
MCDONOUGH  MD,W  DAVID,  WICHITA 
MCEACHEN  MD, WILLIAM  H,  SHAWNEE  MISSION 
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MCELHINNEY  MD, CHARLES  F,  DODGE  CITY 

MCELROY  MD, ROBERT  T,  TOPEKA 

MCELROY  MD, WILBUR  J,  TOPEKA 

MCGINNIS  MD, MICHAEL  J,  DODGE  CITY 

MCGUIRE  MD, WILLIAM  F,  WICHITA 

MCHENRY, TERESSA  J,  KANSAS  CITY 

MCKAY  MD, ROBERT  S,  WICHITA 

MCKEE  MD,LEO  F,  COTTONWOOD  FALLS 

MCKENNA  MD, MICHAEL  J,  FORT  SCOTT 

MCKERRACHER  MD, ROBERT  D,  DERBY 

MCKINLEY, DOUGLAS  L,  SHAWNEE  MISSION 

MCKINNEY  D.O.  , SHARON  L,  TOPEKA 

MCKITTRICK, RICHARD,  KANSAS  CITY 

MCKNIGHT  MD, DAVID  E,  MANHATTAN 

MCKNIGHT  MD, ELLIS  B,  ALMA 

MCLAIN  MD, KENNETH,  RANSOM 

MCMASTER  MD,  JOHN  F,  WICHITA 

MCMEEKIN  MD, SHEILA  P,  KANSAS  CITY 

MCMULLEN  MD, BRUCE  R,  WICHITA 

MCMULLEN  MD, JOSEPH  E,  HUTCHINSON 

MCNICKLE  MD, GEORGE  A,  WICHITA 

MCQUEEN  MD, DAVID  ARNOLD,  WICHITA 

MCOUITTY, CHRISTOPHER  K,  KANSAS  CITY 

MCQUITTY, DWAYNE  A,  KANSAS  CITY 

MCRAE-DENNING  MD, PATRICIA,  WICHITA 

MCVEY  MD, PAMELA  S,  KANSAS  CITY, MO 

MCWHERTER  MD, LOTTIE  B,  SHAWNEE  MISSION 

MEANS  MD,MILA  LEE,  WICHITA 

MEBUST  MD, WINSTON  K,  KANSAS  CITY 

MEDHAT  MD,MOHAMED  A,  KANSAS  CITY 

MEDINA  MD,FELY  P,  EARNED 

MEE  MD, ADRIAN  W,  OLATHE 

MEEK  JR  MD, JOSEPH  C,  WICHITA 

MEEKER  II  MD, BRUCE  P,  WICHITA 

MEGIBOW  MD,ALAN  D,  TOPEKA 

MEIDINGER  MD,RAY,  HIAWATHA 

MEIDINGER  MD, RICHARD,  TOPEKA 

MEIER, PATRICIA  A,  KANSAS  CITY 

MELEAN  MD, JAIME,  WICHITA 

MELHAM, THOMAS  J,  KANSAS  CITY 

MELHORN  MD,J  MARK,  WICHITA 

MELHORN  MD, KATHERINE  J,  WICHITA 

MELIN  MD, BRUCE  D,  GARDEN  CITY 

MELROSE, ZIANA  A,  SHAWNEE  MISSION 

MENAKER  MD, JEROME  S,  WICHITA 

MENDIONES  MD,L  MARLENE,  WICHITA 

MENDIONES  MD,RUPERTO  D,  WICHITA 

MENDLICK  MD,R  MICHAEL,  OLATHE 

MENEHAN  MD,H  JAMES,  WICHITA 

MENHUSEN  D.O.  , MONTY  J,  WICHITA 

MENKING  MD,F  W MANFRED,  WICHITA 

MENKING  MD, SUSAN  MARGARET,  WICHITA 

MENNINGER  MD,KARL  A,  TOPEKA 

MENNINGER  MD, ROBERT  G,  TOPEKA 

MENNINGER  MD,ROY  W,  TOPEKA 

MENNINGER  MD,W  WALTER,  TOPEKA 

MENNINGER, BRENT  0,  KANSAS  CITY 

MENZIE,LISA  D,  KANSAS  CITY 

MERCADER  MD, MARIO  S,  WICHITA 

MERCADER  MD, ROLANDO  S,  WICHITA 

MEREDITH  MD,W  TOM,  WICHITA 

MERIFIELD, CHRISTOPHER  D,  SHAWNEE  MISSION 

MERKEL  MD,EARL  D,  RUSSELL 

MERRIFIELD  MD, TERRY  S,  WICHITA 

MERRITT  MD,JOE  P,  OKLAHOMA  CITY, OK 

MERRITT  MD,W  HENRY,  LEAVENWORTH 

MERSHON  MD, JAMES  C,  WICHITA 

MESSAMORE, DEBRA  L,  WICHITA 

METZ, BRIAN  A,  KANSAS  CITY 

MEYER  MD,0  WARREN,  TOPEKA 

MEYER  MD, WARREN  E,  WICHITA 

MEYER, MARK  C,  KANSAS  CITY 

MEYERS  MD, STEPHEN,  GARDEN  CITY 

MEYERS, JOHN  J,  KANSAS  CITY 

MHATRE  MD,VIJAY  R,  TOPEKA 

MICHELBACH  MD, ALBERT  P,  WICHITA 

MIGLIAZZO  MD,CARL  V,  SHAWNEE  MISSION 

MIGUELINO  MD, OLIVER  M,  EMPORIA 

MIH  MD, ALEXANDER,  HUMBOLDT 

MILBURN  JR  MD, MERLE  E,  LEAVENWORTH 

MILFELD  MD, DOUGLAS  J,  WICHITA 

MILLER  MD, CHARLES  H,  PARSONS 

MILLER  MD, DAVID  A,  KANSAS  CITY 

MILLER  MD, DAVID  PATERSON,  WICHITA 

MILLER  MD,DEAN  M,  PARSONS 

MILLER  MD, DENNIS  W,  KANSAS  CITY 

MILLER  MD,DON  E,  WICHITA 

MILLER  MD,EARL  E,  PITTSBURG 

MILLER  MD,ELDEN  V,  SALINA 

MILLER  MD, FRANKLIN  R,  WINFIELD 

MILLER  MD, FREEMAN  LANCE,  SHAWNEE  MISSION 

MILLER  MD, HERBERT  C,  NORFORD,CT 

MILLER  MD, MONTE  B,  APO  NEW  YORK, NY 

MILLER  MD, NORMAN  S,  KANSAS  CITY 

MILLER  MD, ROBERT  E,  GARDEN  CITY 

MILLER  MD, ROGER  M,  WICHITA 

MILLER  MD, STEPHEN  FRANCIS,  PARSONS 

MILLER  MD,TODD  A,  ATCHISON 

MILLER, KEVIN  E,  KANSAS  CITY 

MILLIGAN  MD, DONALD  B,  KANSAS  CITY 

MILLS  JR  MD, PHILIP  E,  TOPEKA 

MILLS  MD, CHARLES  D,  WICHITA 

MILLS  MD, MELISSA  J,  KANSAS  CITY, MO 

MILLS  MD, PHILIP  R,  WICHITA 

MILLS  MD, VERNON  A,  LEAVENWORTH 

MILLS, KIRK  C,  WICHITA 

MINGES  MD, TIMOTHY  J,  WESTMORELAND 

MINNS  MD, GAROLD  0,  WICHITA 


* Probationary  members. 


MIRZA  MD,MEDO,  WICHITA 

MISKEW  MD,DON  B W,  SHAWNEE  MISSION 

MITCHELL  MD,ALEX  C,  LAWRENCE 

MITCHELL  MD,SUE  M,  SHAWNEE  MISSION 

MITCHELL, DEANNA  SUE,  KANSAS  CITY 

MITTS  MD, ERNEST  W,  BONNER  SPRINGS 

MODDRELL  MD, CAROL  A,  LAWRENCE 

MODELL, ELLEN  M,  SHAWNEE  MISSION 

MODLIN  MD, HERBERT  C,  TOPEKA 

MOELLER  MD, DONALD  D,  KANSAS  CITY 

MOFFAT  MD, ROBERT  E,  SHAWNEE  MISSION 

MOHLER  MD,JACK  M,  ABILENE 

MONCKTON  MD,LAURANCE  A,  LAWRENCE 

MONTGOMERY  MD, THOMAS  ALLEN,  SABETHA 

MONTGOMERYSHORT  MD,RUTH  G,  WICHITA 

MOORE  JR  MD, DENNIS  F,  WICHITA 

MOORE  MD, DENNIS  F,  WICHITA 

MOORE  MD, ROBERT,  HOISINGTON 

MOORE  MD, ROBERT  F,  CANEY 

MOORE  MD, WAYNE  V,  KANSAS  CITY 

MOORE, ROBERT  M,  KANSAS  CITY 

MOORE, THOMAS  A,  KANSAS  CITY 

MOORHEAD  JR  MD,F  ALLEN,  NEODESHA 

MORFFI  MD,RAUL  R,  KANSAS  CITY 

MORGAN  II  MD, DAVID  LLOYD,  OLATHE 

MORGAN  III  MD, LOUIS  S,  WICHITA 

MORGAN  MD, JAMES  I,  WICHITA 

MORGAN  MD,JOHN  L,  EMPORIA 

MORGAN  MD, RANDALL  J,  WICHITA 

MORGAN  MD, SCOTT,  NEWTON 

MORGAN, MITCH  A,  KANSAS  CITY 

MORITZ  MD,RICK  S,  SHAWNEE  MISSION 

MORONEY  MD,JEAN  M,  SHAWNEE  MISSION 

MORRIS  MD, MERLE  D,  TOPEKA 

MORRISON  MD,IRA  R,  ATCHISON 

MORRISON  MD, MICHAEL  R,  TOPEKA 

MORRISON  MD, RICHARD  L,  WICHITA 

MORROW  JR  MD,J  TARLTON,  TOPEKA 

MORROW  MD, THOMAS  F,  WICHITA 

MORTON  MD,JOHN  E,  GARDEN  CITY 

MORTON  MD, ROBERT  A,  ARKANSAS  CITY 

MOSER  MD, ERNEST  C,  HOLTON 

MOSIER  MD, STANLEY  JAY,  WICHITA 

MOWERY  MD, WILLIAM  E,  SALINA 

MOWRY  MD, GERALD  L,  MANHATTAN 

MOYER, ANDREW  Z,  SHAWNEE  MISSION 

MUEHLBERGER  MD, JAMES  J,  SHAWNEE  MISSION 

MUELLER  MD, ARNOLD  V,  TOPEKA 

MUELLER  MD,J  KENT,  SHAWNEE  MISSION 

MUELLER  MD,VERNETTE  A,  WICHITA 

MUETH  MD,JOAN  D,  WICHITA 

MUKERJEE,SANDEEP,  KANSAS  CITY 

MULL  MD,JOHN  C,  HUTCHINSON 

MULLER  MD, SAMUEL  B,  PITTSBURG 

MULLINIX  MD, JANICE  M,  WICHITA 

MUNDEN  MD, FRANK  A,  SHAWNEE  MISSION 

MURFITT  MD, MALCOLM  C,  LINDSBORG 

MURPHY  MD, BARRY  L,  WICHITA 

MURPHY  MD, DUANE  A,  WICHITA 

MURPHY  MD,JAY  W,  SHAWNEE  MISSION 

MURPHY  MD,JOHN  P,  KANSAS  CITY 

MURPHY  MD, PATRICK  L,  WICHITA 

MURPHY  MD,PAUL  M,  WICHITA 

MURPHY  MD,PAUL  W,  WICHITA 

MURPHY  MD, WILLIAM  R C,  WICHITA 

MURPHY, MAUREEN  E,  WICHITA 

MURPHY, TIMOTHY  P,  KANSAS  CITY, MO 

MURPHY, WILLIAM  R,  KANSAS  CITY 

MURRAY  MD,KENT  B,  WICHITA 

MURRAY  MD,W  LEE,  SHAWNEE  MISSION 

MURROW,MD,R  W,  SHAWNEE  MISSION 

MYERS  JR  MD,EARL  B,  INDEPENDENCE 

MYERS  MD,W  EUGENE,  lOLA 

N 

NABOURS  MD, RICHARD  D,  TOPEKA 

NACHTIGALL  MD, ANDREW,  NEWTON 

NADER, DADKAH , KANSAS  CITY 

NAGARAJU  MD,ARRAMRAJU,  EMPORIA 

NALDOZA  JR  MD,FAUSTINO  M,  WELLINGTON 

NARCISO  MD, VICENTE  D,  ABILENE 

NASH  MD, NEWMAN  CURTIS,  SCOTTSDALE , AZ 

NASH  MD, ROBERT  A,  SHAWNEE  MISSION 

NATHAN  MD, WILLIAM  A,  TOPEKA 

NAUER  MD, PAULA  LOU,  SHAWNEE  MISSION 

NAVICKAS  MD, LEONARD  A,  SHAWNEE  MISSION 

NAZARIO, LILIANA  E,  SHAWNEE  MISSION 

NEASE  JR, DONALD  E,  WICHITA 

NEEF  MD,DOUG  STEVENS,  WICHITA 

NEEL  MD, WILBUR  B,  HUTCHINSON 

NEFF  MD, JAMES  R,  KANSAS  CITY 

NEIBURGER  MD, JAMES  B,  SHAWNEE  MISSION 

NEIGHBOR  MD, ERNEST  H,  KANSAS  CITY 

NEIGHBOR  MD, GAYLORD  P,  KANSAS  CITY 

NEIL  MD,ROY  N,  HAYS 

NEIS  MD, HARRY  B,  OSAGE  BEACH, MO 

NELLIS  MD, STEPHANIE  F,  WICHITA 

NELSON  JR  MD,GUST  H,  WICHITA 

NELSON  MD, BRYAN  C,  SHAWNEE  MISSION 

NELSON  MD, DOUGLAS  LEROY,  SHAWNEE  MISSION 

NELSON  MD, GERALD  D,  WICHITA 

NELSON  MD,JOHN  B,  SHAWNEE  MISSION 

NELSON  MD,PAUL  L,  CONCORDIA 

NELSON  MD, RICHARD  O,  LAWRENCE 

NELSON  MD, RUSSELL  ALAN,  WICHITA 

NELSON  MD,T  EUGENE,  FORT  SCOTT 

NELSON, BRENDA  S,  KANSAS  CITY 

NELSON , CHARLES  G,  SHAWNEE  MISSION 

NELSON , MARIAN  K,  WICHITA 


NELSON, MARK  THEODORE,  KANSAS  CITY 

NELSON, NANCY  A,  KANSAS  CITY 

NESMITH  MD, LESLIE  W,  WICHITA 

NETHERTON  MD, DAVID  M,  WICHITA 

NEUENSCHWANDER  MD,JOHN,  HOXIE 

NEUENSCHWANDER  MD,JOHN  RAND,  HOXIE 

NEUER  MD, FREDERICK  S,  EMPORIA 

NEUFELD, BRENDA  G,  KANSAS  CITY, MO 

NEUMANN  MD, JAMES  W,  SALINA 

NEUSCHAFER  MD, DARREL  R,  HUTCHINSON 

NEVINS  MD, RICHARD  L,  LIBERAL 

NEWBY  MD, JAMES  P,  WICHITA 

NEWCOMB  MD,WARD  M,  HAYS 

NEWLIN, PHILIP  L,  WICHITA 

NEWMAN  MD,CARL  T,  CONCORDIA 

NEWMAN  MD, CLIFFORD  B,  PITTSBURG 

NEWSOM  MD,F  CARTER,  WICHITA 

NEWTH, ROBERT  C,  SHAWNEE  MISSION 

NEWTON  MD, CHARLES  R,  FRESNO, CA 

NIBBELINK  MD, LARRY  WAYNE,  KANSAS  CITY 

NICE  MD,G  WILLIAM,  TOPEKA 

NICHOLS  MD, RICHARD,  COFFEYVILLE 

NICHOLS  MD, ROBERT  R,  FORT  SCOTT 

NICHOLS, JON  CHRISTOPHER,  SHAWNEE  MISSION 

NICKELL  MD, WENDELL  K,  SALINA 

NIEDEREE  MD, DAVID  W,  DERBY 

NIEDEREE  MD,W  CURTIS,  GREAT  BEND 

NIELSEN  MD,MARY  L,  WICHITA 

NIEMAN  MD,JOHN  L,  SHAWNEE  MISSION 

NIENSTEDT  MD,JOHN  F,  SUN  CITY,AZ 

NIGHTENGALE, DIANE  J,  KECHI 

NIKNIA  MD,MORTEZA,  GARDNER 

NIXON  MD, JAMES  E,  DODGE  CITY 

NIXON  MD, RICHARD  R,  SALINA 

NIXON  MD, WILLIAM  A,  WICHITA 

NIXON,  DAVID,  KANSAS  CITY 

NOBLE  MD,MARK  J,  KANSAS  CITY 

NOORDHOEK  MD,LYLE  J,  KANSAS  CITY 

NORMAN, BENJAMIN  R,  WICHITA 

NORRIS  MD, CHARLEY  W,  KANSAS  CITY 

NORRIS  MD, ROBERT  P,  WICHITA 

NORTH  MD, DORIS  G,  WICHITA 

NORTON  MD, ROBERT  K,  WICHITA 

NOSTI  MD,JUAN  C,  SHAWNEE  MISSION 

NOTHNAGEL  MD, ARNOLD  F,  SHAWNEE  MISSION 

NOVOTNY  MD, PETER  C,  TOPEKA 

NOWLIN  MD, NANCY  S,  WICHITA 

NULL  MD, WILLIAM  G,  SALINA 

NYBERG  MD,FREDRIK  F,  TOWANDA 

NYE  MD,C  ERIK,  SHAWNEE  MISSION 

0 

U'BOYNICK  II  MD.PAUL  LEONARD,  KANSAS  CITY 

O'BRYAN  MD, JAMES  J,  SHAWNEE  MISSION 

O'DELL  MD, MICHAEL  L,  KANSAS  CITY 

O'DONNELL  JR  MD, LEONARD  A,  WICHITA 

O'DONNELL  MD, HAROLD  F,  ELLSWORTH 

O'DONNELL  MD, HARRY  E,  JUNCTION  CITY 

O'NEIL  MD, ROBERT  H,  TOPEKA 

OBANDO  MD, GUILLERMO,  SALINA 

OBOURN  MD, ROBERT  L,  TOPEKA 

OCHSNER  MD, BRUCE  B,  WICHITA 

ODENHEIMER  MD,BURTRAM  J,  WICHITA 

ODGERS  MD, RODNEY  K,  PITTSBURG 

OEHME, STEPHEN  F,  KANSAS  CITY, MO 

OELSCHLAGER  MD, RONALD  D,  LAWRENCE 

OHMAN  MD, RICHARD  J,  DODGE  CITY 

OHMART  MD, RICHARD  V,  OAKLEY 

OLD  MD, JERRY  L,  ARKANSAS  CITY 

OLNEY  MD, ROBERT  D,  MANHATTAN 

OLSEN  MD, PHILLIP  S,  EL  DORADO 

OLSEN, TIMOTHY  W,  KANSAS  CITY 

OLSON  MD,CLITUS  W,  GOODLAND 

OLSON  MD,DAN  E,  WICHITA 

OLSON  MD, ERWIN  T,  NEWTON 

OLSON  MD, THOMAS  H,  SHAWNEE  MISSION 

OLSON, CAROLYN  E,  KANSAS  CITY 

OMDAHL  MD, NICHOLAS  S,  HUTCHINSON 

ONG, CATHERINE  M,  SHAWNEE  MISSION 

OPENSHAW  MD, CALVIN  R,  HUTCHINSON 

ORCHARD  MD, RICHARD  A,  LAWRENCE 

ORR  MD, STEVEN  M,  KANSAS  CITY, MO 

ORTH-BAALMAN  MD, DIANE  M,  WICHITA 

OSBERN  MD,LIDA,  LAWRENCE 

OSBORNE  MD, CONRAD  C,  WICHITA 

OSE, KEVIN  J,  KANSAS  CITY 

OSGOOD  MD, GEORGE  M,  SHAWNEE  MISSION 

OSIO  MD, ANTONIO  L,  WICHITA 

OSOBA  MD, WILLIAM  G,  WICHITA 

OSTER  MD, JOYCE  A,  WICHITA 

OTHMER  MD,EKKEHARD,  KANSAS  CITY 

OTTINGER, CHRISTOPHER  M,  KANSAS  CITY 

OUANO  JR  MD,BIBIANO  B,  WICHITA 

OVERFIELD, A SCOTT,  SHAWNEE  MISSION 

OVERHOLSER  MD, NORMAN  H,  EL  DORADO 

OWEN  III  MD, JAMES  W,  TOPEKA 

OWEN  MD, LARUE  W,  WICHITA 

OWEN  MD,PERE  A,  WICHITA 

OXLER  JR  MD,JOHN  EDWARD,  KANSAS  CITY 

OYER  MD,  FREDERICK  R,  HUTCHINSON 

OYLER, JONATHAN  M,  OLATHE 

P 

PACE  MD,JOHN  D,  PARSONS 
PAGE  MD,0  VALE,  PLAINVILLE 
PAGE  MD,RUTH,  WICHITA 
PAI  MD,RADHA  V,  PARSONS 
PAI  MD,VARADARAJ  S,  PARSONS 
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PAIGE, ANGELA  A,  KANSAS  CITY 

PAINE  MU, GEORGE  E,  HUTCHINSON 

PALAGANAS-TOSCO  MD, AMANDA  C,  KANSAS  CITY 

PALMER  MD, DAVID  L,  WICHITA 

PALMER  MD, GERALD  K,  SALINA 

PALMER  MD, MARGUERITE  L,  OBERLIN 

PALMER  MD, MARVIN  M,  KANSAS  CITY 

PALMER, APRIL  L,  KANSAS  CITY 

PANICHABHONGSE  MD,SAMBHUNDH , RUSSELL 

PAPP  JR  MD,S  DEAN,  PITTSBURG 

PARANJOTHI  MD,SUBRAMONIAM  P,  PARSONS 

PARDO  MD, LILLIAN  G,  KANSAS  CITY 

PARDO  MD, MANUEL  P,  KANSAS  CITY 

PAREKH  MD,AJITKUMAR  M,  KANSAS  CITY 

PARHAM  MD,VERDON  W,  CHANUTE 

PARK  MD, ROGER  WALTER,  WICHITA 

PARKER  MD, HAROLD  L,  WICHITA 

PARKER  MD, ROBERT  W,  LEAVENWORTH 

PARKER, JULIE  A J,  KANSAS  CITY 

PARKS  MD, DOUGLAS  S,  SYRACUSE 

PARKS, JON  C,  KANSAS  CITY 

PARMAN  MD, ROBERT  D,  TOPEKA 

PARMAN, CRAIG  R,  WICHITA 

PARRA  MD, DANIEL  C,  KANSAS  CITY 

PARRA  MD, MIGUEL  D,  KANSAS  CITY 

PARSONS, JULIE  A,  WICHITA 

PASCUA  MD,PERCIVAL  G,  TOPEKA 

PASSMAN  MD, STEVEN  M,  WICHITA 

PASTOR  MD, VICTOR  HUGO,  EMPORIA 

PATEL  MD,MAHENDRA  N,  JUNCTION  CITY 

PATEL  MD,VINOD,  TOPEKA 

PATRICK  MD,FRED  EDWARD,  TOPEKA 

PATRON  MD, RICARDO  A,  EL  DORADO 

PATRON, RICARDO  F,  EL  DORADO 

PATRON, RUFINO  B,  KANSAS  CITY 

PATTERSON  MD,JOHN  R,  SHAWNEE  MISSION 

PATTON  MD,J  MICHAEL,  WICHITA 

PAUL, DAVID  M,  KANSAS  CITY 

PAULEY, JANET  K,  KANSAS  CITY 

PAULS  MD, DANIEL  N,  PARSONS 

PAULY  MD, TIMOTHY  R,  PRATT 

PAVELONIS,JOEL  D,  SHAWNEE  MISSION 

PAXTON  MD, EDWARD  SCOTT,  WICHITA 

PAY  MD, NORMAN  T,  WICHITA 

PAYNE  MD,J  RALPH,  KANSAS  CITY, MO 

PAYNE  MD, ROBERT  R,  TOPEKA 

PA2ELL  MD,JOHN  A,  KANSAS  CITY 

PEARCE  MD, EUGENE  W J,  SHAWNEE  MISSION 

PEARCE  MD,LUNETTA  M,  SHAWNEE  MISSION 

PEARSON, MARK  A,  SHAWNEE  MISSION 

PEASE  MD,GARY  L,  HUTCHINSON 

PECK  MD, ROGER,  GREAT  BEND 

PEDERSON  MD, ARNOLD  M,  PLAINVILLE 

PEDRA2A  MD, HERNANDO,  WELLINGTON 

PEERY  MD, WILLIAM  H,  WICHITA 

PEES  MD, GERALD  B,  APOLLO  BEACH, FL 

PEFFLY  MD, ELMER  D,  CHETOPA 

PEIL  MD, MICHAEL  L,  WICHITA 

PELLETIER  JR  MD, LAWRENCE  L,  WICHITA 

PENCE  MD, CHARLES  D,  WICHITA 

PENN, CHRISTOPHER  C,  WICHITA 

PENNER  MD, STEVEN  D,  WICHITA 

PENNER, TIMOTHY  M,  WICHITA 

PENNINGTON  MD, KATH ER I N E , WICHITA 

PENTECOST  MD, RICHARD  L,  SHAWNEE  MISSION 

PERDUE  II  MD,W  LANG,  TOPEKA 

PEREIRA  MD, WILLY  G,  ARKANSAS  CITY 

PERIDO  MD,DOMINADOR  T,  ELKHART 

PERKINS  MD,JACK  L,  HUTCHINSON 

PERRY  JR  MD, LAWRENCE  L,  KANSAS  CITY 

PERSONS , DIANE  L,  KANSAS  CITY, MO 

PETELIN  MD, JOSEPH  B,  SHAWNEE  MISSION 

PETERIE  MD, JERRY  D,  WICHITA 

PETERS  MD, THOMAS  J,  WICHITA 

PETERS, CHRISTOPHER  C,  SHAWNEE  MISSION 

PETERS, ERIC  A,  KANSAS  CITY 

PETERSEN  MD, GERALD  D,  SHAWNEE  MISSION 

PETERSEN  MD, LAURA  J,  KANSAS  CITY 

PETERSEN, MARK  I,  SHAWNEE  MISSION 

PETERSON  JR  MD,EVAN  A,  WATHENA 

PETERSON  MD,DEAN  L,  TOPEKA 

PETERSON  MD,JACK  T,  MANHATTAN 

PETERSON  MD, JAMES  E,  SALINA 

PETERSON  MD, ROBERT  L,  TOPEKA 

PETERSON  MD, STACY  L,  KANSAS  CITY 

PETERSON  MD, VERNON  J,  TOPEKA 

PETIT  MD,CARL,  SHAWNEE  MISSION 

PETRIE  MD, SAMUEL  C,  SHAWNEE  MISSION 

PETRIK  MD, EDWIN  L,  TOPEKA 

PETTERSON  MD, CECIL  E,  SYRACUSE 

PETTERSON  MD, DENNIS  CRAIG,  TOPEKA 

PETTERSON  MD, O'RUTH  S,  RI DGEV I LLE , I N 

PETTIJOHN  MD, WALTER  J,  RUSSELL 

PFUET2E  MD, BRUCE  L,  SHAWNEE  MISSION 

PFUETZE  MD,KARL  D,  SHAWNEE  MISSION 

PFUETZE  MD, ROBERT  E,  TOPEKA 

PHAN  MB, DUNG  MY,  SAN  JOSE,CA 

PHELPS  MD, DAVID  WAYNE,  FORT  SCOTT 

PHILIPP  MD, JOSEPH  THEODORE,  MANHATTAN 

PHILLIPS  MD, WARREN  G,  SHAWNEE  MISSION 

PHIPPS  MD,JACK  G,  WICHITA 

PIBURN  MD, MARVIN  F,  WICHITA 

PICKENS  MD, ANDREW  T,  WICHITA 

PIERCE  MD, CHARLES  F,  TOPEKA 

PIERCE  MD, DONALD  R,  TOPEKA 

PIERCE  MD, GEORGE  E,  KANSAS  CITY 

PIERSON  MD,MARK  E,  EMPORIA 

PIERSON  MD,WEIR,  MCPHERSON 


* Probationary  members. 


PILCHARD  MD, WILLIAM  A,  SHAWNEE  MISSION 
PINGLETON  MD, SUSAN  K,  KANSAS  CITY 
PINKERTON, LYNNE  E,  KANSAS  CITY 
PINKHAM, CHRIS  M,  KANSAS  CITY, MO 
PINSKER  MD, JACOB  A,  WICHITA 
PIPPIN  MD, LYNNE  K,  KANSAS  CITY 
PITTS  MD, RONALD  L,  SHAWNEE  MISSION 
PLOWMAN  MD,CARL  W,  JEWELL 
PLUMB, RENEE  L,  KANSAS  CITY 
PODREBARAC, FRANCIS  A,  SHAWNEE  MISSION 
POGSON  MD, GEORGE  W,  PITTSBURG 
POKORNY,JOHN  C,  KANSAS  CITY 
POLASEK  MD, CARLA  L,  TOPEKA 
POLINER  MD, LAWRENCE  R,  WICHITA 
POLING  MD, TERRY  L,  WICHITA 
POLLACK  MD, SIMON,  WICHITA 
POLLMAN  MD, STANLEY  E,  JOPLIN, MO 
POLLOCK  MD, ANTHONY  G A,  WICHITA 
POLLY  MD, RICHARD  E,  TOPEKA 
POLSON  MD, ROBERT  C,  GREAT  BEND 
POMMERENKE  MD, FORREST  A,  DE  SOTO 
POOLE  MD, BERNARD  T,  WICHITA 
POOLE, EDWARD  C,  KANSAS  CITY 
POONAWALA  MD,HUSENI,  SHAWNEE  MISSION 
PORTER  MD, GARRY  L,  WICHITA 
PORTER  MD, ROBERT  D,  TOPEKA 
PORTER  MD, SUSAN  S,  KANSAS  CITY 
POSS, WILLIAM  B,  SHAWNEE  MISSION 
POTTER  MD, ROBERT  L,  KANSAS  CITY 
POULOSE,ANIL  KUTTIKATT,  KANSAS  CITY 
POWELL  II  MD, BENSON  M,  TOPEKA 
POWELL  MD, CAROL  W,  SHAWNEE  MISSION 
POWELL  MD, KENNETH  A,  SHAWNEE  MISSION 
POWELL  MD, WILLIAM  R,  TOPEKA 
POWERS  MD, HAROLD  W,  SUN  CITY,AZ 
POWERS  MD,K  DEAN,  WICHITA 
PRAEGER  MD,MARK  A,  LAWRENCE 
PRAKALAPAKORN  MD,YANYONG,  NESS  CITY 
PRAY  MD, CLAUDIA  M,  LEAVENWORTH 
PREMSINGH  MD,NALINI  G,  KANSAS  CITY 
PRENDES  MD, CARLOS  A,  SHAWNEE  MISSION 
PRENTISS  MD, HAROLD,  NEWTON 
PRESKORN  MD, SHELDON  H,  WICHITA 
PRESTON  MD, DAVID  F,  KANSAS  CITY 
PRESTON  MD, KEVIN  L,  FT  RILEY 
PRESTON  MD, RALPH  R,  TOPEKA 
PRESTON  MD, RICHARD,  GREAT  BEND 
PRETZ  MD, JAMES  B,  KANSAS  CITY 
PRICE  JR  MD,LAURANCE  W,  TOPEKA 
PRICE  MD, JAMES  GORDON,  KANSAS  CITY 
PRICE  MD, PETER  G,  WINFIELD 
PRICE  MD, VAUGHAN  C,  MCPHERSON 
PRIETO  MD, JORGE  N,  KANSAS  CITY 
PROCHASKA  MD,MARK  L,  TOPEKA 
PROCHAZKA  MD,OTTO  F,  LIBERAL 
PROKOP  MD, BRADFORD  S,  TOPEKA 
PRONKO  MD, MICHAEL  J,  SHAWNEE  MISSION 
PROUD  MD,G  ONEIL,  SHAWNEE  MISSION 
PRUITT  MD, DAVID  E,  KANSAS  CITY, MO 
PUCKETT, MICHAEL  L,  KANSAS  CITY 
PUGH  MD, DAVID  M,  KANSAS  CITY 
PULLMAN  MD, NORMAN  K,  WICHITA 
PULLUM  D.O.  , RICHARD  W,  GODDARD 

PURINTON  MD,LEW  W,  WICHITA 
PUTNAM  MD,LYLE  B,  WICHITA 
PYLE  MD,LUCIEN  R,  TOPEKA 

Q 

OAMAR  MD, YUSUF,  NEWTON 
QUIGLEY  MD, JAMES,  SHAWNEE  MISSION 
QUIJANO  JR  MD, RAMON  S,  STAFFORD 
QUIMBY  MD, STEVEN  R,  KANSAS  CITY 
QUINN  MD, CHARLES  E,  KANSAS  CITY 
QUINONES  MD,ELADIO  A,  TAMPA, FL 

R 

RARE  MD, MELVIN  A,  LEAVENWORTH 

RADOM  MD, SANFORD  B,  FORT  SCOTT 

RADOVANOV  MD, RADMILA,  NEWTON 

RAGHAVAN  MD,PARULA  P,  WICHITA 

RAGHAVAN  MD,PRAKASH  V,  WICHITA 

RAGLAND  MD, CHARLES  W,  KANSAS  CITY 

RAINBOW-EARHART  MD, KATHRYN  A,  TOPEKA 

RAJEWSKI  MD, RICHARD  L,  HAYS 

RAJU  MD,A  S PADMA,  TOPEKA 

RALSTIN  MD, JAMES  H,  SHAWNEE  MISSION 

RAMIREZ  MD,AUGUSTO  H,  PITTSBURG 

RAMIREZ  MD, IRENE,  PITTSBURG 

RAMOS  MD, MICHAEL,  WICHITA 

RAMSAY  MD, GRACE  A,  TOPEKA 

RAMSEY  MD, BARTLETT  W,  TOPEKA 

RAMZY, MERIT  S,  KANSAS  CITY, MO 

RANDALL  MD, GEORGE  R,  WICHITA 

RANDALL  MD, GORDON  R,  TOPEKA 

RANDLES  MD, MICHAEL  J,  WICHITA 

RANDOLPH  III, RICHARD  J,  SHAWNEE  MISSION 

RANNEY  MD, BONNIE  M,  WICHITA 

RANSDELL  MD, EDGAR  C,  TOPEKA 

RANSOM  MD, JAMES  H,  TOPEKA 

RANSOM  MD, WILLARD  B,  OTTAWA 

RAO  MD,KAKARALA  J,  LEAVENWORTH 

RATHBUN  MD, EDWIN  D,  LIBERAL 

RATTENNE  MD,MITZI  E,  WELLINGTON 

RAUSA  JR  MD, FRANCISCO  C,  WICHITA 

RAWCLIFFE  JR  MD, ROBERT  A,  WICHITA 

RAY, LARRY  D,  SHAWNEE  MISSION 

RAZEK  MD,HANA  A,  WICHITA 


RA2EK  MD,ZACK  A,  WICHITA 

READ  MD, WILLIAM  T,  COFFEYVILLE 

READER  MD,G  WHITNEY,  WICHITA 

REALS  MD, WILLIAM  J,  WICHITA 

REA2IN  MD, WALTER  L,  WICHITA 

RECKLING  MD, FREDERICK  W,  KANSAS  CITY 

REDDI  MD,RAGHUNATH  P,  WICHITA 

REDDY  MD,B  N,  HILL  CITY 

REDDY  MD,P  JAGANNADHA,  HILL  CITY 

REDDY  MD,SATTI  S,  DODGE  CITY 

REDDY  MD,VENUMBAKA  C,  EL  DORADO 

REDDY, BEENA  M,  WICHITA 

BEDFORD  MD,JOHN  W B,  KANSAS  CITY 

REDING  MD, DOUGLAS  J,  KANSAS  CITY, MO 

REDMON  DO, MARY  L,  KANSAS  CITY 

REEB  MD, RONALD  JOSEPH,  KANSAS  CITY 

REECE  MD,A  THOMEN,  GARDNER 

REECE  MD, RICHARD  J,  SALINA 

REED  JR  MD, WILLIAM  0,  KANSAS  CITY 

REED  MD,A  J,  WICHITA 

REED  MD,D  CRAMER,  WICHITA 

REED  MD, DAVID  D,  WICHITA 

REED  MD, JAMES  S,  LAWRENCE 

REED  MD, RALPH  R,  LAWRENCE 

REED  MD, WILLIAM  RANDALL,  WICHITA 

REEDER, STEPHEN  M,  KANSAS  CITY 

REESE  MD,JACK  D,  LIBERAL 

REESE  MD,JOHN  L,  LAWRENCE 

REEVES  MD,C  STEWART,  FORT  SCOTT 

REGIER  MD,LADONNA  M,  COLBY 

REICHENBERGER, RONALD  J,  KANSAS  CITY 

REINHARDT-WULF  MD,TAISSIA  L,  GARDEN  PLAIN 

REINKING  MD, VICTOR  E,  TOPEKA 

REINSEL  MD,MARK  S,  KANSAS  CITY 

REINTJES  MD, STEPHEN  L,  SHAWNEE  MISSION 

REISMAN  MD, MICHAEL  ALAN,  WICHITA 

REISWIG,GARY  W,  KANSAS  CITY 

REISWIG, JEFFREY  SCOTT,  WICHITA 

REISZ , COLLEEN  C,  SHAWNEE  MISSION 

REIVICH  MD, RONALD  S,  SHAWNEE  MISSION 

RELIHAN  MD, DONALD  A,  WICHITA 

REMPEL  MD,JOHN  H,  WICHITA 

RENDON  MD, HUMBERTO  M,  TOPEKA 

REPLOGLE  MD, CHARLES  B,  GREAT  BEND 

RETHORST, RICHARD  D,  KANSAS  CITY 

REUSNER,LEE  A,  KANSAS  CITY 

REUSSER,LAYNE  M,  WICHITA 

REYES  JR  MD, FRANCISCO  A,  OTTAWA 

REYMOND  MD, RALPH  D,  TOPEKA 

REYNOLDS  MD, JEFFREY  C,  HAYS 

REYNOLDS, MIKE  G,  KANSAS  CITY 

RE2AEI , SHIRLEY  J,  WICHITA 

RHOADS  MD,  ANNE  C,  KANSAS  CITY 

RHOADS  MD, JAMES  P,  WICHITA 

RHODEN  MD, CURTIS  H,  WICHITA 

RHODES  MD,IVAN  E,  WICHITA 

RHODES  MD, JAMES  B,  KANSAS  CITY 

RHODES  MD, LOWELL  M,  WICHITA 

RHODES  MD, MARTIN  L,  KANSAS  CITY 

RICCI  MD, ROBERT  LAWLER,  TOPEKA 

RICE  JR  MD, FREDERICK  A,  KANSAS  CITY 

RICE  MD, BERNARD  F,  SHAWNEE  MISSION 

RICH  MD, ELDON  S,  NEWTON 

RICH  MD, JOSEPH  E,  TOPEKA 

RICH, GARY  L,  KANSAS  CITY 

RICHARDS  MD, DALLAS  LEE,  HAYS 

RICHARDS  MD, DENNIS  D,  CLAY  CENTER 

RICHARDS  MD,JON  F,  SALINA 

RICHARDSON  MD,J  M,  TOPEKA 

RICHARDSON  MD,JAY  L,  KANSAS  CITY 

RICHARDSON  MD, STEWART  F,  WICHITA 

RICHARDSON, CURTIS  J,  WICHITA 

RICHMAN  MD, DAVID  S,  WICHITA 

RICHTER  MD,DON  G,  SHAWNEE  MISSION 

RICK  JR  MD, GREGORY  G,  SHAWNEE  MISSION 

RIDER  MD, JAMES  W,  ATCHISON 

RIEDERER  MD, ROBERT  E,  OLATHE 

RIEGER  MD, ERNEST  H,  WICHITA 

RIEKHOF  MD,PAUL  L,  SHAWNEE  MISSION 

RIEPE  MD, ROGER  E,  WICHITA 

RIESENMY, BRANDON  D,  SHAWNEE  MISSION 

RIFFEL  MD, LAWRENCE  D,  SHAWNEE  MISSION 

RILEY  MD,RAY  B,  KANSAS  CITY 

RINDT  MD, PHILLIP  L,  FREDONIA 

RING, KEVIN  F,  SHAWNEE  MISSION 

RIORDAN  MD,HUGH  D,  WICHITA 

RIORDAN  MD, TERRANCE,  LAWRENCE 

RISING  MD, JESSE  D,  KANSAS  CITY 

ROACH  MD,NEIL  E,  WICHITA 

ROACH, BARBARA  L,  KANSAS  CITY 

ROAN  MD,YEAI,  WICHITA 

ROBERSON,  CHERYL  L,  KANSAS  CITY 

ROBERTS  D.O.  , ROGER  W,  WICHITA 

ROBERTS  MD, DANIEL  K,  WICHITA 

ROBERTS  MD, RICHARD  S,  LAWRENCE 

ROBERTS  MD, WARREN  E,  TOPEKA 

ROBERTSON  MD, EDWARD  J,  SHAWNEE  MISSION 

ROBERTSON  MD, JOSEPH  K,  WICHITA 

ROBINSON  MD, DAVID  B,  TOPEKA 

ROBINSON  MD, DAVID  W,  SHAWNEE  MISSION 

ROBINSON  MD, EDGAR  L,  BELLA  VISTA, AR 

ROBINSON  MD,G  DONALD,  WICHITA 

ROBINSON  MD,JOHN  D,  SHAWNEE  MISSION 

ROBINSON  MD,JOHN  E,  WICHITA 

ROBINSON  MD, RALPH  G,  KANSAS  CITY 

ROBINSON  MD, ROBERT  H,  WICHITA 

ROBINSON , RICHARD  K,  KANSAS  CITY 

ROBL  MD, DAVID  A,  WICHITA 

ROCHANAYON  MD,PIRA,  ELLIS 

ROCK  MD, RANDALL  W,  WICHITA 
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RODERICK  MD, JAMES  E,  SALINA 

RODRIGUEZ  MD, ALBERTO,  TOPEKA 

RODRIGUEZ  MD,PAUL  L,  GARDEN  CITY 

RODRIGUEZ-RAMOS  MD, ERNEST  R,  WICHITA 

RODRIGUEZ ,BEATRIZ  M,  SHAWNEE  MISSION 

RODRIGUEZTOCKER  MD, LILIA,  WICHITA 

ROEDER  MD, ROBERT  E,  TOPEKA 

ROGERS  MD, ANDREW  L,  WICHITA 

ROGERS  MD, MARSHA  E,  LEAVENWORTH 

ROMALIS  MD, BRIAN  E,  WICHITA 

ROME, MICHAEL  P,  SHAWNEE  MISSION 

ROMEISER  MD,REX  S,  SALINA 

ROMONDO  MD, STEVEN  A,  OLATHE 

RONSICK, STEVEN  O,  KANSAS  CITY 

ROOK  MD,LEE  E,  KANSAS  CITY 

ROOS  MD, MAUREEN,  WICHITA 

RORABAUGH  MD, DONALD  C,  ABILENE 

ROSALES  MD,J  EDGAR,  SALINA 

ROSE  MD, DONALD  L,  BELLA  VISTA, AR 

ROSE  MD, SHELBY  D,  WICHITA 

ROSEN  MD,CARL  H,  PRATT 

ROSEN  MD, DAVID,  WICHITA 

ROSENBERG  MD, ALLAN  J,  KANSAS  CITY 

ROSENBERG  MD, STANTON  L,  SHAWNEE  MISSION 

ROSENBERG  MD, THOMAS  F,  WICHITA 

ROSENTHAL  MD, STANTON  J,  KANSAS  CITY 

ROSIN, ROBERT  L,  WICHITA 

ROSS  MD, DAVID  K,  ARKANSAS  CITY 

ROSS  MD, DENNIS  LEE,  WICHITA 

ROSS  MD,JACK  L,  TOPEKA 

ROTERT  MD, LARRY,  TOPEKA 

ROTH  MD,ALAN  E,  KANSAS  CITY 

ROTHSTEIN  MD, TERRY  B,  PARSONS 

ROWDON, GREGORY  A,  SHAWNEE  MISSION 

ROWLETT  MD,JACK  G,  PAOLA 

ROY  MD, WILLIAM  R,  TOPEKA 

ROY, RISE  J,  KANSAS  CITY 

RUBIN  MD, HERBERT  M,  SHAWNEE  MISSION 

RUBLE  JR  MD, JAMES  L,  OVERBROOK 

RUEB  MD, ANDREW  E,  SALINA 

RUHL, CONSTANCE  E,  SHAWNEE  MISSION 

RUHLEN  MD, JAMES  L,  OLATHE 

RUIZ  MD, CARLOS  M,  GREAT  BEND 

RUNDQUIST  MD,BETH  E,  KANSAS  CITY 

RUNNELS  MD,JOHN  B,  TOPEKA 

RUPP  MD, DENNIS  J,  KANSAS  CITY 

RUPP  MD, RICHARD  J,  TOPEKA 

RUPP, JAMES  CLARKE,  KANSAS  CITY 

RUSSELL  MD, BRIAN  K,  SHAWNEE  MISSION 

RUSSELL  MD, PHILIP  W,  WICHITA 

RUSSO  MD,LIBBIE  J,  KANSAS  CITY, MO 

RUTH  MD, WILLIAM  E,  KANSAS  CITY 

RUTHERFORD, MARK  A,  SHAWNEE  MISSION 

RUTNGAMLUG  MD,LUECHA,  HAYS 

RUZICKA  MD, LAWRENCE  J,  CONCORDIA 

RYAN  MD,JOHN  M,  MARYSVILLE 

RYAN  MD, MICHAEL  E,  SHAWNEE  MISSION 

RYAN, SHERRY  L,  RAYTOWN, MO 

RYMER  MD, ROBERT  A,  SHAWNEE  MISSION 

RYSER  MD, CAROL  A,  KANSAS  CITY, MO 

s 

SABIN  JR  MD, GEORGE  M,  WICHITA 

SACHEN  MD, FREDERICK  L,  SHAWNEE  MISSION 

SACK, JOSEPH  M,  WICHITA 

SADIO  MD,SULEMAN,  WICHITA 

SAEED  MD, MOHAMMAD,  DERBY 

SAFFO  MD,KARL  S,  SHAWNEE  MISSION 

SAMUEL  MD,CHANDY  C,  WINFIELD 

SANCHEZ  MD,ROGELIO,  TOPEKA 

SANDENO, CRAIG  A,  SHAWNEE  MISSION 

SANDERS  MD, GLORIA  D,  WICHITA 

SANDERS  MD,J  ALAN,  LAWRENCE 

SANDERS, JAMES  E,  KANSAS  CITY, MO 

SANDERS, KARL  A,  KANSAS  CITY 

SANDNESS, KATHLEEN  M,  KANSAS  CITY 

SANTOS  MD,FERMIN  M,  KANSAS  CITY 

SANTOS  MD, JOAQUIN  G,  WICHITA 

SANTOSCOY  MD, GILBERT  S,  WICHITA 

SARGENT  MD, JOSEPH  D,  TOPEKA 

SATHER  MD,R  ALAN,  WICHITA 

SATHYANARAYANA  MD , SARASWATH I , SHAWNEE  MISSION 

SAUL  MD,F  WILLIAM,  MECHAN ICSBURG , PA 

SAWKAR  MD,LAXMIDAS  A,  SHAWNEE  MISSION 

SAYEED  MD,BASEER  A,  HAYSVILLE 

SAYEGH,  JOHN^  KANSAS  CITY 

SAYLER  MD, JEROME,  GREAT  BEND 

SAYLOR  MD, EDWARD  H,  TOPEKA 

SAYLOR  MD, LESLIE  L,  TOPEKA 

SAYLOR  MD,MARK,  TOPEKA 

SAYLOR  MD,RANDEL  L,  HUTCHINSON 

SAYLOR  MD, STEPHEN,  TOPEKA 

SCAMMAN  MD,W  WIKE,  TOPEKA 

SCANLAN  MD, TIMOTHY  M,  WICHITA 

SCANLON  II  DO, ROBERT  C,  CHANUTE 

SCANLON  JR  MD, JAMES  H,  HADDAM,CT 

SCHAEFER  MD, JOSEPH  PETER,  SHAWNEE  MISSION 

SCHELLINGER  MD, RICHARD  P,  EMPORIA 

SCHERMOLY  MD, MARTIN  J,  KANSAS  CITY, MO 

SCHILTZ  MD, FRANCES,  WICHITA 

SCHIMKE  MD,R  NEIL,  KANSAS  CITY 

SCHLACHTER  MD, ERNEST  R,  WICHITA 

SCHLAGECK  MD, JOSEPH  G,  WICHITA 

SCHLEMMER  MD, ROGER  B,  PITTSBURG 

SCHLICHER  MD,JOHN  E,  WICHITA 

SCHLOESSER  MD, HARVEY  L,  TOPEKA 


' Probationary  members. 


SCHLOESSER  MD, PATRICIA  T,  TOPEKA 
SCHLOESSER, ANNE  C,  KANSAS  CITY, MO 
SCHLOTTERBACK  MD, WILLIAM  E,  BELLEVILLE 
SCHLUETER  MD,JOHN  J,  WICHITA 
SCHLYER  MD, ARTHUR  M,  WICHITA 
SCHMAUS  MD,LYLE  F,  lOLA 

SCHMEIDLER  MD, DAVID  ALLEN,  ARKANSAS  CITY 

SCHMIDT  MD, HERBERT  R,  NEWTON 

SCHMIDT  MD, MICHAEL  J,  TOPEKA 

SCHMIDT  MD, RAMON  WARNER,  SALINA 

SCHMIDT, KENLEY  D,  WICHITA 

SCHNELLE  MD, JOACHIM,  WICHITA 

SCHNOEBELEN  MD,RENE  E,  KINSLEY 

SCHOPF  MD, CLIFTON  C,  WICHITA 

SCHOWENGERDT, ANDREW  W,  KANSAS  CITY, MO 

SCHOWENGERDT, DANIEL  B,  KANSAS  CITY 

SCHRAM  MD, PETER  CHARLES,  TOPEKA 

SCHREPFER  MD, ROSEMARY,  SHAWNEE  MISSION 

SCHROEDER  MD, SYDNEY  O,  LAWRENCE 

SCHROEDER, PATRICK  L,  KANSAS  CITY 

SCHROFF, GREGORY  P,  KANSAS  CITY 

SCHROLL  MD,JACK  C,  HUTCHINSON 

SCHROLL  MD,JOHN  T,  SHAWNEE  MISSION 

SCHUETZ  MD, PERRY  N,  GREAT  BEND 

SCHUKMAN  MD,JAY  S,  GREAT  BEND 

SCHULTZ  MD, JAMES  E,  COUNCIL  GROVE 

SCHUPP, ELIZABETH  A,  SHAWNEE  MISSION 

SCHUSTER, MICHAEL  R,  SHAWNEE  MISSION 

SCHUYLER, GREGG  T,  KANSAS  CITY 

SCHWARTING  MD,J  STEVE,  ABILENE 

SCHWARTZ  MD, EUGENE  W,  DODGE  CITY 

SCHWARTZ  MD,V  DEAN,  WICHITA 

SCHWEGLER  MD, RAYMOND  A,  LAWRENCE 

SCHWEGLER  MD, RAYMOND  A,  KANSAS  CITY 

SCHWORM  MD, CURTIS  P,  KANSAS  CITY 

SCLAR  MD, WILLIAM  C,  SHAWNEE  MISSION 

SCOTT  MD,ALEX,  JUNCTION  CITY 

SCOTT  MD, CHESTER  E,  SALINA 

SCOTT  MD, WILLIAM  H,  WICHITA 

SCOTT, STEVE  G,  KANSAS  CITY, MO 

SCROGGIE, DANIEL  J,  PAOLA 

SEAMAN  MD, LAUREN  I,  OLATHE 

SEATON  MD, ROBERT  D,  SALINA 

SEBREE  MD, STEVEN  G,  SALINA 

SEGEBRECHT  MD, STEPHEN  L,  LAWRENCE 

SEGERSON  MD,JOHN  A,  TOPEKA 

SEGLIE  MD, FLOYD  RONALD,  PITTSBURG 

SEGRAVES, STEVEN  D,  SHAWNEE  MISSION 

SEHDEV  MD,JOAN,  TOPEKA 

SEIDEL, DONALD  R,  KANSAS  CITY 

SEIFERT, EARNEST  D,  KANSAS  CITY 

SEITZ  JR  MD, JOSEPH  E,  ELLSWORTH 

SEKAVEC  MD, GORDON  B,  OAKLEY 

SEN  SARMA  MD,PRONAB  K,  WICHITA 

SETTLE  JR  MD, RUSSELL  O,  SHAWNEE  MISSION 

SETTLE  SR  MD, RUSSELL  0,  TOPEKA 

SEVIER  MD, SAMUEL  M,  MUSKOGEE, OK 

SEYB, STACY  T,  SHAWNEE  MISSION 

SHAAD  MD, DOROTHY  J,  SHAWNEE  MISSION 

SHAFER  MD, PRESTON  J,  WICHITA 

SHAFFER  MD, KATHLEEN  BRAY,  SHAWNEE  MISSION 

SHAFFER  MD, STANLEY  G,  SHAWNEE  MISSION 

SHAH  MD,MIAN,  EARNED 

SHAH  MD,MUKHTAR  H,  WICHITA 

SHAH  MD,NASREEN,  EARNED 

SHAH  MD,SHARFUDDIN,  HALSTEAD 

SHAPIRO  MD, WILLIAM  M,  WICHITA 

SHARMA  MD,ARUN  L,  PARSONS 

SHARMA  MD,S  A,  SYRACUSE 

SHAVER, TIM,  KANSAS  CITY 

SHAW  JR  MD, JAMES  W,  HUTCHINSON 

SHAW  MD, JOSEPH  L,  TOPEKA 

SHAW  MD, RICHARD  C,  WICHITA 

SHAW, HOWARD  A,  KANSAS  CITY 

SHAW, PAMELA  K,  SHAWNEE  MISSION 

SHEAFOR  MD, DOUGLAS,  TOPEKA 

SHEARS  MD, ROBERT  N,  HUTCHINSON 

SHECHTER  MD, NATHAN,  KANSAS  CITY, MO 

SHEEHAN , MAUREEN  H,  SHAWNEE  MISSION 

SHEERN  MD,MARK  DOUGLAS,  ABILENE 

SHEFFER  MD, KEITH  D,  OLATHE 

SHEHI  MD,LORA  J,  WICHITA 

SHELLITO  MD,JOHN  G,  WICHITA 

SHELLITO  MD,JOHN  L,  WICHITA 

SHELTON  MD, STEPHEN  E,  TOPEKA 

SHEPARD  MD, LEROY  W,  EARNED 

SHEPARD, SHELLEY  M,  SHAWNEE  MISSION 

SHEPPARD  MD, ROBERT  G,  SMITH  CENTER 

SHERARD,JOHN  L,  KANSAS  CITY 

SHERARD, SARAH  L,  KANSAS  CITY 

SHERBON,MARY  LOU,  WICHITA 

SHERIDAN  MD, RANDY  M,  SHAWNEE  MISSION 

SHERMAN  MD, ROBERT  P,  KANSAS  CITY 

SHERMAN, DENISE  I,  KANSAS  CITY 

SHERVIN  MD,ADEL,  HUTCHINSON 

SHERWOOD  JR  MD, CLARENCE  E,  TOPEKA 

SHEU  MD,W  ERIC,  TOPEKA 

SHIELD  MD, CHARLES,  WICHITA 

SHIELDS  JR  MD, JAMES  M,  EL  DORADO 

SHIELDS  MD, THOMAS  M,  MANHATTAN 

SHIFLET  MD, ALBERT  W,  WHEELING, MO 

SHIPPEY  MD,DEAN  U,  WINFIELD 

SHIVEL  MD, DAVID  G,  GREAT  BEND 

SHIVELY, ROBERT  M,  SHAWNEE  MISSION 

SHOFFNER  MD, RICHARD  W,  WICHITA 

SHOFSTALL  MD, WILLIAM  H,  SHAWNEE  MISSION 

SHORTES  MD,LOIS  E,  FT  BRAGG, CA 

SHRADER  MD,C  ERIC,  WICHITA 

SHRADER  MD, DOYLE  A,  WICHITA 

SHULTZ , WILLIAM  H,  SHAWNEE  MISSION 


SHURTZ  MD,GLEN  L,  WICHITA 

SHUTT  MD, CHARLES  B,  WICHITA 

SIEG,KARL  G,  KANSAS  CITY 

SIEGEL  MD, ALBERT  R,  WICHITA 

SIEGLE  MD,LORA  A,  WICHITA 

SIEMENS  MD, RICHARD  A,  LYONS 

SIEMENS , CHARLOTTE  A,  WICHITA 

SIFERS  MD, TIMOTHY  M,  SHAWNEE  MISSION 

SIFFORD  MD,R  LAWRENCE,  WICHITA 

SILER  MD, EUGENE  T,  HAYS 

SILLS  MD, CHARLES  T,  NEWTON 

SILLS  MD, THOMAS  D,  SHAWNEE  MISSION 

SILVER  MD,BRADD  J,  SHAWNEE  MISSION 

SIMMONS  MD, ROBERT  EARLE,  NEWTON 

SIMMS  MD, DAVID  ALAN,  WICHITA 

SIMON, CRAIG  A,  KANSAS  CITY 

SIMONY, M ANN,  SHAWNEE  MISSION 

SIMPSON  MD, KAREN  M,  KANSAS  CITY 

SIMPSON  MD, ROBERT  LIMBAUGH,  OBERLIN 

SIMPSON  MD,TOM  C,  STERLING 

SIMPSON  MD, WILLIAM  S,  TOPEKA 

SIMS  MD, PETER  MORRIS,  TOPEKA 

SINNING  MD,GARY,  HIAWATHA 

SISK  MD, PHILLIP  B,  TOPEKA 

SIWEK  MD, CHRISTOPHER  W,  EL  DORADO 

SKAER  MD, STANLEY  ALLEN,  EUREKA 

SKIBBA  MD, RICHARD  M,  WICHITA 

SKOCH , MICHAEL  G,  WICHITA 

SLOO  MD,MILO  G,  SALINA 

SLUTSKY  MD, LAWRENCE  JOEL,  WICHITA 

SMARDO  JR, FRED  L,  KANSAS  CITY 

SMITH  JR  MD, FLOYD  L,  COLBY 

SMITH  JR  MD, WILLARD  J,  WICHITA 

SMITH  MD, ALVIN  L,  WICHITA 

SMITH  MD,BOYD  E,  SALINA 

SMITH  MD, BRUCE  G,  ARKANSAS  CITY 

SMITH  MD,DALE  C,  SHAWNEE  MISSION 

SMITH  MD, DAVID  E,  SALINA 

SMITH  MD, DONALD  J,  SHAWNEE  MISSION 

SMITH  MD, HAROLD  R,  SALINA 

SMITH  MD,JOHN  D,  LARNED 

SMITH  MD,JON  A,  SALINAS, CA 

SMITH  MD,LEO  A,  TOPEKA 

SMITH  MD,LINDALL  E,  WICHITA 

SMITH  MD, NEWTON  C,  ARKANSAS  CITY 

SMITH  MD, PERRY  MILTON,  GREAT  BEND 

SMITH  MD, THOMAS  WILLIAM,  HUTCHINSON 

SMITH  MD, TIMOTHY  WM , WICHITA 

SMITH  MD, WILLIAM  P,  SHAWNEE  MISSION 

SNARR  MD,JACK  W,  TOPEKA 

SNIDER, BRUCE  B,  KANSAS  CITY 

SNIDER, JOHN  M,  KANSAS  CITY 

SNODELL  MD,FIRMIN  E,  SHAWNEE  MISSION 

SNOOK  MD, ROBERT  RUFUS,  MCLOUTH 

SNOW  JR  MD, ARTHUR  D,  SHAWNEE  MISSION 

SNOW  MD, DONALD  L,  LEAVENWORTH 

SNOWBARGER  MD, MARVIN  D,  EMPORIA 

SNYDER  MD, GREGG  M,  WICHITA 

SNYDER  MD, RICHARD  HENRY,  OLATHE 

SNYDER  MD, THOMAS  E,  SALINA 

SNYDER, MARK  G,  KANSAS  CITY 

SOELDNER  MD, JAMES  O,  SHAWNEE  MISSION 

SOLOMON  MD, HERMAN,  WICHITA 

SOLTZ  MD, ROBERT  A,  WICHITA 

SOMERS  MD, MARVIN  M,  WICHITA 

SOMMERFIELD, DAVID  L,  KANSAS  CITY 

SONGER  MD, HERBERT  L,  ABILENE 

SOUCEK  MD, CHARLES  D,  KANSAS  CITY 

SOUTHERN, FREDRICK  N,  KANSAS  CITY 

SPANN  MD, RICHARD  W,  WICHITA 

SPEARMAN  MD, JESSE  L,  TOPEKA 

SPEARS  MD, CHESTER  A,  EMPORIA 

SPEER  MD,LELAND,  KANSAS  CITY 

SPEER  MD, LOUIS  N,  OTTAWA 

SPENCE  MD, MICHAEL  D,  JETMORE 

SPENCER  MD,JOHN  HAROLD,  FORT  SCOTT 

SPENCER  MD, MILLARD  C,  TOPEKA 

SPENCER  MD, WAYNE  E,  TOPEKA 

SPERRY, ROBERT  E,  SHAWNEE  MISSION 

SPIKES  MD, MARION  E,  GARDEN  CITY 

SPILKER, CYNTHIA  A,  KANSAS  CITY 

SPITTLER  MD,LEO  J,  SHAWNEE  MISSION 

SPITZER  MD, JEROME  S,  HUTCHINSON 

SPRADLIN, MICHAEL  L,  KANSAS  CITY 

SPRATT  MD, DENNIS  P,  WICHITA 

SPRINGER, MARK  J,  WICHITA 

STACEY  MD, KIMBALL,  INDEPENDENCE 

STADALMAN  MD,ROSS  EUGENE,  HAYS 

STAFFORD  MD, ROBERT  W,  HUTCHINSON 

STAMBAUGH  MD,ROY  A,  WICHITA 

STAMPS  MD,PHIL,  WICHITA 

STANDLEE  MD,TIM  E,  OLATHE 

STANLEY  MD, DANIEL  S,  WICHITA 

STANLEY  MD, KENNETH  E,  FT  WAYNE, IN 

STANLEY  MD,REX  C,  PAOLA 

STANLEY, BRAD  K,  KANSAS  CITY 

STANLEY, KENNETH  E,  WICHITA 

STARK  MD,J  COWAN,  KANSAS  CITY 

STARK  MD, JAMES  R,  WICHITA 

STARKEY  MD, JERALD  L,  RUSSELL 

STARKEY, DAVID  J,  KANSAS  CITY 

STARR, STEVEN  K,  KANSAS  CITY 

STASS-ISERN  MD, MERRILL,  KANSAS  CITY, MO 

STAUDACHER, TIMOTHY  P,  SHAWNEE  MISSION 

STECH  MD, JOSEPH  M,  ANDALE 

STECHSCHULTE  JR, DANIEL  J,  SHAWNEE  MISSION 
STECHSCHULTE  MD, DANIEL  J,  KANSAS  CITY 
STECKLEY  MD, RICHARD  ALLEN,  WICHITA 
STEEGMANN  MD,A  THEODORE,  I NDI ANAPOLI S , I N 
STEELBERG  MD, ELSIE,  WICHITA 
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STEELE  MD, CLARENCE  H,  KANSAS  CITY 

STEEVES, KIMBERLY  J,  KANSAS  CITY 

STEICHEN  MD, EDWARD  F,  LENORA 

STEIN  MD, JOSEPH  M,  TOPEKA 

STEIN  MD,PAUL  S,  WICHITA 

STEINBERGER,CRISTINE  C,  SHAWNEE  MISSION 

STEINKRUGER  MD,VERLYN  WILLIAM,  SMITH  CENTER 

STEINZEIG  MD, SHERMAN  M,  KANSAS  CITY 

STELLE  MD,  ROBERT,  WICHITA 

STEMBRIDGE  MD, TRAVIS  W,  WICHITA 

STEPHANZ  JR  MD, GERALD  B,  WICHITA 

STEPHENS  MD, CHARLES,  MINNEOLA 

STEPHENS  MD, GORDON  M,  WICHITA 

STEPHENSON  MD, LUCILLE  C,  ST  FRANCIS 

STEVENS  MD. RONALD,  NEWTON 

STEVENS  MD,LEAH  J,  LEAVENWORTH 

STEVENS  MD, MILDRED  J,  GARNETT 

STEVENS  MD, PHILIP  L,  TONGANOXIE 

STEVENS  MD, ROBERT  L,  GARNETT 

STEVENSON  MD,E  KENT,  SHAWNEE  MISSION 

STEWART, DANIEL  L,  WICHITA 

STINGO, ANDREW  J,  STILWELL 

STOCK  MD,KARL  W,  TOPEKA 

STOCKWELL  MD, MORGAN  U,  DODGE  CITY 

STOFER  MD,BERT  E,  PRESCOTT, AZ 

STOFFEH  MD, ROBERT  P,  HALSTEAD 

STONE  MD,G  REX,  MANHATTAN 

STONE  MD, GRANT  C,  ATTICA 

STONE, CHRIS  D,  KANSAS  CITY 

STOSKOPF  MD, LAWRENCE  E,  SALINA 

STOUT  MD, JAMES  M,  HUTCHINSON 

STOUT  MD, NILES  M,  LYNDON 

STRAIN , LORRAINE  L,  WICHITA 

STREET  MD, DAVID  E,  WICHITA 

STREIT  MD, JEROME  G,  WICHITA 

STRICKLAND  MD,M  H VAN,  WICHITA 

STRIEBINGER  MD, CHARLES  M,  SHAWNEE  MISSION 

STRONG, BRADLEY  W,  OLATHE 

STRUTZ  MD, WILLIAM  C,  LEAVENWORTH 

STRYKER  JR  MD, HENRY  B,  CONCORDIA 

STUART, SCOTT  P,  KANSAS  CITY 

STUBBLEFIELD  MD, CHARLES  T,  KANSAS  CITY 

STUBER  MD,JACK  LAWRENCE,  SHAWNEE  MISSION 

STUBLER, DANIEL  K,  KANSAS  CITY 

STUCKEY  MD, CHARLES  E,  SHAWNEE  MISSION 

STUCKY  MD,DEAN  E,  MEDICINE  LODGE 

STUEVER, KEVIN  J,  KANSAS  CITY, MO 

STUEWE  MD, BRADLEY  R,  SALINA 

STUMP  MD,HARL  G,  HAYS 

SUERO  MD, JESUS  T,  WICHITA 

SUGAR  MD, ROBERT  L,  SHAWNEE  MISSION 

SUITER  MD, DANIEL  JAY,  PRATT 

SULLIVAN  JR  MD, HENRY  B,  SHAWNEE  MISSION 

SULLIVAN  MD, CORNELIUS  J P,  FISHKILL,NY 

SULLIVAN  MD, LEONARD  L,  WICHITA 

SULLIVAN  MD,TOM  G,  SHAWNEE  MISSION 

SUMMERS, LAURIE  K,  WICHITA 

SUMNER  MD, MARION  M,  HUTCHINSON 

SUMNER  MD, RALPH  N,  FREDONIA 

SUTTON  JR  MD, RICHARD  L,  SHAWNEE  MISSION 

SUTTON , JEFFREY  J,  KANSAS  CITY 

SVOBODA  MD, CHARLES  R,, 

SVOBODA  MD,LOIS  V,  WICHITA 
SVOBODA  MD, WILLIAM  B,  WICHITA 
SWAN  MD, MAJOR  MARTIN,  GREAT  BEND 
SWANN  MD, CLAIR  L,  RUSSELL 
SWARTZ  MD, WARREN  E,  ANCHORAGE, AK 
SWARTZ , MARSHA  A,  WICHITA 
SWEAZY  MD, SCOTT  M,  KANSAS  CITY 
SWEET  MD, DONNA  E,  WICHITA 
SWEET, LEIGHTON  J,  KANSAS  CITY, MO 
SWOGGER  JR  MD, GLENN,  TOPEKA 

T 

TACKETT, ROBERT  J,  WICHITA 
TALBERT, TIMOTHY  C,  KANSAS  CITY 
TANDOC  JR  MD, VALENTIN  T,  NEWTON 
TANG  MD,CHANTRA,  PARSONS 
TANG  MD,SAROHD,  PARSONS 
TAPHORN  ANN  M,  KANSAS  CITY 
TAPPEN  MD, DANIEL  L,  TOPEKA 
TARANTINO, CELESTE  A,  KANSAS  CITY 
TARGOWNIK  MD,KARL  K,  TOPEKA 
TARNOWER  MD, WILLIAM,  TOPEKA 
TATPATI  MD, DANIEL  A,  WICHITA 
TATPATI  MD,OLGA  ADELINA,  WICHITA 
TAWIL  MD, ELIAS  ADIB,  PITTSBURG 
TAYIEM  MD,A  K,  ATCHISON 
TAYLOR  MD, BARBARA  D,  MANHATTAN 
TAYLOR  MD, ELMER  W,  SEDAN 
TAYLOR  MD,ELWYN  J,  HUTCHINSON 
TAYLOR  MD, RICHARD  J,  WICHITA 
TAYLOR  MD, STEVEN  L,  WICHITA 
TAYLOR  MD, THOMAS  F,  SALINA 
TAYLOR  MD, THOMAS  L,  SHAWNEE  MISSION 
TAYLOR  MD, WILLIAM  F,  KANSAS  CITY 
TEARE  MD,MAX  E,  GARDEN  CITY 
TEARE,MARIJO,  KANSAS  CITY, MO 
TEETER, CAROLYN  NAN,  KANSAS  CITY 
TEETER, MARILYN  A,  KANSAS  CITY 
TEJANO  MD,NEONILO  A,  HALSTEAD 
TEMPERO  MD, STEPHEN  J,  TOPEKA 
TEMPLETON  MD,ARCH  W,  KANSAS  CITY 
TENNY  MD, ROBERT  T,  SHAWNEE  MISSION 
TETER, KENNETH  E,  WICHITA 
TETZLAFF  MD,ARCH  O A,, 
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THEDINGER  MD, BRADLEY  S,  KANSAS  CITY 

THELEN  MD,J  CHRISTINE,  WICHITA 

THEROU  MD, LEONA  F,  KANSAS  CITY 

THIEMANN  D.O.  ,A  H,  SUBLETTE 

THOMAS  MD, GREGORY  MCQUEEN,  MCPHERSON 

THOMAS  MD, JAMES  H,  KANSAS  CITY 

THOMAS  MD, MARTY  H,  SHAWNEE  MISSION 

THOMAS , STANLEY  M,  SHAWNEE  MISSION 

THOMPSON  MD, DANIEL  M,  WICHITA 

THOMPSON  MD, DANNIE  M,  KANSAS  CITY 

THOMPSON  MD, SCOTT  W,  KANSAS  CITY, MO 

THOMPSON  MD, WILLIAM  E,  WICHITA 

THOMPSON, JEFFREY  D,  KANSAS  CITY 

THOMS  MD, NORMAN  W,  TOPEKA 

THOMSEN  MD,GARY,  SHAWNEE  MISSION 

THORNTON  III,FOXHALL  P,  SHAWNEE  MISSION 

THORNTON  JR  MD,FOXHALL  P,  CONCORDIA 

THORNTON  MD, JAMES  L,  FORT  SCOTT 

THORNTON, CAROLYN  SUE,  SHAWNEE  MISSION 

THORNTON, REBECCA  R,  SHAWNEE  MISSION 

THORPE  MD, FRANCIS  A,  PRATT 

THURSTON  MD, DAVID  E,  TOPEKA 

TICKLES  MD, DEBRA  F,  KANSAS  CITY 

TIEMANN  MD, WILLIAM  H,  MANHATTAN 

TIETZE  MD, DENNIS  D,  TOPEKA 

TIHEN  MD, EDWARD  N,  WICHITA 

TILLER  MD, GEORGE  R,  WICHITA 

TILLOTSON  MD,DON  R,  ULYSSES 

TILTON  MD, FRANK  M,  WICHITA 

TINKER  MD, ROBERT  C,  WICHITA 

TINTEROW  MD, MAURICE  M,  WICHITA 

TIOJANCO  MD, REYNALDO  R,  KANSAS  CITY 

TIPPIN  JR  MD, ERNEST  E,  WICHITA 

TISDALE  MD, TERRANCE  C,  HUTCHINSON 

TIVORSAK  MD,ARKOM,  ATCHISON 

TOALSON  MD, WILLIAM  B,  SHAWNEE  MISSION 

TOBIAS  MD, ROGER  R,  LYONS 

TOCKER  MD, ALFRED  M,  WICHITA 

TOMPKINS  MD,CARL  0,  NEWTON 

TONKOWICZ , PATRICIA  A,  SHAWNEE  MISSION 

TONN  MD, GERHART  R,  WICHITA 

TOOHEY  MD,JOHN  S,  WICHITA 

TORREY, ELIZABETH  A,  KANSAS  CITY 

TOSH  MD,FRED  E,  WICHITA 

TOZER  MD, RICHARD  C,  TOPEKA 

TRACY  MD, TERRY  A,  WICHITA 

TRAN  MD,  TUONG  M,  AUGUSTA 

TRAVERS  MD, HENRY,  WICHITA 

TRAVIS  MD,JOHN  W,  TOPEKA 

TREES  MD, DONALD  P,  HOLLYWOOD, CA 

TREGER  MD, NEWMAN  V,  TOPEKA 

TREKELL  MD, WILLIAM  V,  DODGE  CITY 

TRETBAR  MD, HARVEY  A,  WICHITA 

TRETBAR  MD, LAWRENCE  L,  SHAWNEE  MISSION 

TREWEEKE  MD, MICHAEL  W,  WICHITA 

TRIMBLE  SR  MD, DAVID  P,  EMPORIA 

TRIMMER, KENNETH  J,  WICHITA 

TROTTER  MD, ROGER  COURTNEY,  DODGE  CITY 

TROWBRIDGE, DENISE  R,  SHAWNEE  MISSION 

TRUDEAU  MD, DAVID  L,  WICHITA 

TRUEWORTHY  MD, ROBERT  C,  KANSAS  CITY 

TRUJILLO  MD,ANTERO  A,  WICHITA 

TSCHOPP  MD, CHARLES  F,  ANCHORAGE, AK 

TSEN, ANDREW  C,  KANSAS  CITY 

TUCKER  MD, DONALD  R,  TOPEKA 

TUCKER  MD, SHERIDAN  G,  SHAWNEE  MISSION 

TUCKER  MD, VIRGINIA  L,  TOPEKA 

TURKLE, JANET  K,  MULVANE 

TURNER  MD,JOHN  W,  GARDEN  CITY 

TURNER, ROBERT  N,  KANSAS  CITY 

TURNER, WADE  A,  WICHITA 

TWEET  MD, FREDRICK  A,  PITTSBURG 

u 

UBELAKER  MD, ERNEST  J,  SOUTH  HAVEN 
UHLIG  MD,PAUL  J,  WICHITA 
UHR  MD, NATHANIEL,  TOPEKA 
UNDERWOOD  MD, CHARLES  C,  EMPORIA 
UNREIN  MD, ROBERT  J,  GREAT  BEND 
UNRUH, LINDA  SUE,  SHAWNEE  MISSION 
UNTERMAN  MD, STEVEN  R,  KANSAS  CITY 
UTLEY  MD, JAMES  HARMON,  KANSAS  CITY, MO 
UY  MD, WILSON  O,  COFFEYVILLE 

V 


VACHAL  MD,EVA,  GARDEN  CITY 

VAKAS  MD,JOHN  L,  COFFEYVILLE 

VAL-MEJIAS  MD, JESUS  E,  WICHITA 

VALK  MD, WILLIAM  L,  SHAWNEE  MISSION 

VAN  DE  VEER, SCOTT  M,  SHAWNEE  MISSION 

VAN  DOREN, BRYAN  A,  KANSAS  CITY 

VAN  HOUDEN  MD, CHARLES  E,  CHANUTE 

VAN  LEEUWEN  MD, GERARD  J,  WICHITA 

VAN  SICKLE  MD,GREGGORY  J,  TOPEKA 

VANDE  GARDE  MD, LARRY  D,  TOPEKA 

VANDER  VELDE  MD, STANLEY  LEROY,  EMPORIA 

VANNAMAN  MD, DONALD  D,  SHAWNEE  MISSION 

VARGHESE  MD, GEORGE,  KANSAS  CITY 

VASUDEVAN,GOPI,  WICHITA 

VATS  MD,TRIBHAWAN  S,  KANSAS  CITY 

VAUGHAN  MD,D  ANN,  WICHITA 

VENNEMAN  II, CHARLES  R,  SHAWNEE  MISSION 

VERMA  MD,ASHA,  PARSONS 

VERNON  MD,MARY  C,  LAWRENCE 

VESOM  MD,PITT,  ATCHISON 

VICHYANOND  MD,PAKIT,  PARSONS 

VIERTHALER  MD,CARL  A,  DODGE  CITY 


VIERTHALER  MD,LYLE  D,  HUTCHINSON 
VILE, SHELDON  B,  SHAWNEE  MISSION 
VIN  ZANT  MD, LARRY  E,  DERBY 
VINE  MD, DONALD  LEE,  WICHITA 
VINZANT  MD,MARK  N,  DERBY 
VINZANT  MD, WHITNEY  L,  WICHITA 
VOGEL  MD, STANLEY  J,  TOPEKA 
VOGELSANG , PAMELA  J,  KANSAS  CITY, MO 
VOGT  MD, VERNON  W,  NEWTON 
VOLKMANN  II  MD, HARLEY  W,  MANHATTAN 
VON  LEONROD  JR  MD, GEORGE,  DIGHTON 
VON  RUDEN  MD, WILLIAM  J,  HUTCHINSON 
VOORHEES  MD, CARROLL  D,  LEAVENWORTH 
VOORHEES  MD, GORDON  S,  LEAVENWORTH 
VORAN, DAVID  A,  SHAWNEE  MISSION 
VOTAPKA  MD, WILLIAM  L,  STOCKTON 
VOTH  MD,EX)UGLAS  W,  WICHITA 
VOTH  MD,ERIC  A,  TOPEKA 

w 

WADE  III  D.O.  , WILLIAM  E,  TOPEKA 
WADE  MD, EDWARD  J,  WICHITA 
WADE  MD, THEODORE  E,  LIBERAL 
WADUD  MD, ABDUL,  WICHITA 
WAGENBLAST  MD, HOWARD  R,  SALINA 
WAGGONER  MD, FRANKLIN  E,  BONNER  SPRINGS 
WALDORF  JR  MD, MELVIN  H,  GREENSBURG 
WALIA  MD,JAG  M,  TOPEKA 

WALKER  D.O.  , MARSHALL  D,  WICHITA 

WALKER  MD,JACK  D,  KANSAS  CITY 

WALKER  MD, MAURICE  A,  KANSAS  CITY 

WALKER  MD, NELLIE  G,  LEE'S  SUMMIT, MO 

WALKER  MD, WILLIAM  H,  ESKRIDGE 

WALKER  MD, WILLIAM  K,  SEDAN 

WALKER, ANDY  E,  KANSAS  CITY 

WALLACE  JR  MD, WAYNE  0,  ATCHISON 

WALLACE  MD,LEO  F,  TOPEKA 

WALLING  MD, ADRIAN  E,  WICHITA 

WALLING  MD,ANNE  D,  WICHITA 

WALLS  MD, WILLIAM  J,  TOPEKA 

WALSH  MD, DAVID  J,  KANSAS  CITY 

WALSH  MD, THOMAS  E,  ONAGA 

WALTERS  MD, BYRON  W,  SUN  CITY,AZ 

WALTERS  MD, WILLIAM  DAVID,  KANSAS  CITY 

WALTON  MD, PHILIP  D,  HORTON 

WALTZ  MD, CHARLES  A,  LEAVENWORTH 

WALZ  MD,ROYCE  C,  TOPEKA 

WALZ  MD, THOMAS  J,  TOPEKA 

WAMSLEY, CRAIG  A,  KANSAS  CITY 

WANG  MD, SIDNEY  W,  SHAWNEE  MISSION 

WANLESS  MD,KIRK  M,  TOPEKA 

WARD  MD, HOWARD  N,  TOPEKA 

WARD  MD, JAMES  A,  BELLEVILLE 

WARD  MD, LARRY  G,  WICHITA 

WARD  MD, ROBERT  L,  PRATT 

WARD, CYNTHIA  L,  WICHITA 

WARD, WENDY  L,  SHAWNEE  MISSION 

WARDEN, SUSAN  K,  KANSAS  CITY 

WARE  MD,LUCILE  M,  TOPEKA 

WARNER  MD, RICHARD  B,  OLATHE 

WARNER, CLAUDE  A,  KANSAS  CITY 

WARREN  JR  MD,JOHN  W,  WICHITA 

WARREN  MD, LINDA  D,  HANOVER 

WARREN  MD, LLOYD  P,  WICHITA 

WARREN  MD, ROGER  D,  HANOVER 

WARREN  MD,WIRT  A,  WICHITA 

WARRICK  MD, DAVID  ALAN,  TOPEKA 

WATANABE,MASAYO,  SHAWNEE  MISSION 

WATERS  MD, CLARENCE  N,  SALINA 

WATERS  MD,DALE  A,  TOPEKA 

WATSON  MD, RICHARD  L,  WICHITA 

WATTERS , AARON  T,  SHAWNEE  MISSION 

WATTS  MD, GARRETT  E,  WICHITA 

WATTS  MD, HARRY  E,  HAYS 

WAXMAN  MD, DAVID,  SHAWNEE  MISSION 

WAXMAN, STEVE,  SHAWNEE  MISSION 

WEAVER  MD,J  ROBERT,  WICHITA 

WEAVER  MD,JACK  D,  WICHITA 

WEAVER  MD, WALTER  D,  TOPEKA 

WEBB  MD, JAMES  R,  SHAWNEE  MISSION 

WEBER  JR  MD,HUGO  P,  WICHITA 

WEBER  MD, ALICE, , 

WEBER  MD, DARRELL  J,  TOPEKA 
WEBER  MD, ROBERT  W,  SALINA 
WEBER  MD, WALLACE  N,  HAYS 
WEBSTER  MD, BOBBY  W,  WICHITA 
WEDDLE  MD, DOUGLAS  P,  FORT  SCOTT 
WEDEL  MD, KENNETH  D,  MINNEAPOLIS 
WEDEL  MD.,KERMIT  G,  MINNEAPOLIS 
WEGNER  MD,MARY  M,  TOPEKA 
WEIDENSAUL  MD,D  N,  HUTCHINSON 
WEIGAND  MD,JOEL  T,  WELLINGTON 
WEIGEL  MD,JOHN  W,  KANSAS  CITY 
WEINGART, JAMES  H,  SHAWNEE  MISSION 
WEINSTEIN, GARY  L,  SHAWNEE  MISSION 
WEIPPERT  MD, EDWARD  J,  WICHITA 
WEISHAAR, PAUL  D,  WICHITA 
WELCH  MD,ANNA  L,  WICHITA 
WELCH  MD,JACK  W,  HALSTEAD 
WELCH  MD, LAUREN  A,  WAMEGO 
WELCH  MD, LAUREN  K,  WICHITA 
WELCH  MD, MARTIN  H,  OKLAHOMA  CITY, OK 
WELCH  MD, MAURA  S,  WAMEGO 
WELLING, PAUL  A,  SHAWNEE  MISSION 
WELLS  MD,MAX  MICHAEL,  WICHITA 
WELLSHEAR  MD, CHARLES  C,  WICHITA 
WELSH  MD, NANCY  JANE,  TOPEKA 
WELTMER  MD, ROGER  P,  BELOIT 
WELTON, THOMAS  C,  SHAWNEE  MISSION 
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WENDELBURG , BLAKE  E,  KANSAS  CITY 

WENGER  MD, GREGG  D,  SABETHA 

WENGER, CHARLES  B,  KANSAS  CITY 

WENGER, CHARLES  B,  KANSAS  CITY 

WENINGER  MD,JOHN  H,  WICHITA 

WERNER  MD, WILLARD  F,  TRIBUNE 

WERTH  MD, DARREL  D,  HAYS 

WESBROOK  MD, CLYDE  W,  BELLEV I LLE , I L 

WESCOE  MD,W  CLARKE,  ALLENTOWN, PA 

WESLEY  MD, MICHAEL  R,  HUTCHINSON 

WEST  MD, WILLIAM  T,  WICHITA 

WETZEL, MARK  D,  KANSAS  CITY 

WETZEL, ORVILLE  R,  KANSAS  CITY, MO 

WHEELER  MD, DWIGHT  E,  NEWTON 

WHEELER  MD, NICKY  RAY,  WICHITA 

WHEELER  MD, PINCKNEY  R,  WICHITA 

WHEELER, JAMES  A,  GREAT  BEND 

WHITAKER  MD, JAMES  A,  WICHITA 

WHITAKER  MD,REN  R,  OBERLIN 

WHITE  D.O.  ,JOHN  P,  PITTSBURG 

WHITE  II  MD, BENJAMIN  E,  EL  DORADO 

WHITE  MD, CHARLES  F,  WICHITA 

WHITE  MD, CHARLES  L,  GREAT  BEND 

WHITE  MD, CHARLES  M,  WICHITA 

WHITE  MD, DONALD  C,  COFFEYVILLE 

WHITE  MD, FAGAN  N,  RUSSELL 

WHITE  MD,JOHN  P,  SHAWNEE  MISSION 

WHITEHEAD  MD, RICHARD  E,  SHAWNEE  MISSION 

WHITESIDE  MD, WILLIAM  H,  WICHITA 

WHITLEY  MD, DOUGLAS  M,  SHAWNEE  MISSION 

WIEN  MD, STEVEN  M,  SHAWNEE  MISSION 

WIENS  MD,J  WENDELL,  NEWTON 

WIENS, JONATHAN  G,  KANSAS  CITY 

WIENS, LYNN  A,  KANSAS  CITY, MO 

WIENS, TIMOTHY  K,  NEWTON 

WIGGINTON  D.O.  , GERALD  D,  SHAWNEE  MISSION 

WIGGLESWORTH  MD,ANNE,  WAMEGO 

WIGGS  MD, JAMES  W,  GREAT  BEND 

WIKOFF  MD, DONALD  L,  GREAT  BEND 

WILCOX  JR  MD, HOWARD  L,  HAYS 

WILCOX  MD, ROBERT  N,  LUBBOCK, TX 

WILCOX  SR  MD, HOWARD  L,  LAWRENCE 

WILDER  MD, LOWELL  W,  WICHITA 

WILDS  MD, CHARLES  E,  BELLA  VISTA, AR 

WILEY  MD, HORACE  M,  GARDEN  CITY 

WILEY  MD,JOHN  H,  SHAWNEE  MISSION 

WILKINSON  MD, LARRY  K,  WICHITA 

WILLIAMS  JR  MD, STERLING  B,  KANSAS  CITY 

WILLIAMS  MD, CHARLES  L,  WICHITA 

WILLIAMS  MD,EVAN  R,  MESA,AZ 

WILLIAMS  MD, FENTON  A,  KANSAS  CITY 

WILLIAMS  MD, HOMER  J,  OSAGE  CITY 

WILLIAMS  MD, RONALD  P,  WICHITA 

WILLIAMS  MD, THOMAS  A,  SHAWNEE  MISSION 
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WILLIAMS, CARL  M,  SHAWNEE  MISSION 
WILLIAMS, MICHAEL  K,  KANSAS  CITY 
WILLIAMS, NANCY  J,  KANSAS  CITY 
WILLIAMSON  MD, STEPHEN  K,  WICHITA 
WILSON  MD, DAVID  B,  KANSAS  CITY 
WILSON  MD,H  RANDOLPH,  HALSTEAD 
WILSON  MD, MARVIN  H,  TOPEKA 
WILSON  MD, ROBERT  B,  SHAWNEE  MISSION 
WILSON  MD, ROBERT  L,  VALLEY  CENTER 
WILSON  MD, SLOAN  J,  SHAWNEE  MISSION 
WILSON , DANIEL  R,  VALLEY  CENTER 
WILSON, LORI  J,  WICHITA 
WIN  MD,AYE  M,  DODGE  CITY 
WINBLAD  MD,J  KENT,  WINFIELD 
WINBLAD  MD, JAMES  N,  WINFIELD 
WINBLAD  MD,JOHN  M,  WINFIELD 
WINCHESTER  MD, EUGENE  B,  CORTEZ, CO 
WINEINGER, DAVID  K,  KANSAS  CITY 
WINGER  MD, RAYMOND  E,  HUGOTON 
WISDOM  MD,JAY  K,  WICHITA 
WISNER  JR  MD, HARRY  J,  WICHITA 
WITTMANN  MD, ALBERT  F,  WICHITA 
WOHLER  MD,JOHN  P,  FT  LEAVENWORTH 
WOLF  MD, CURTIS  V,  LYONS 
WOLF  MD,KARL  T,  KANSAS  CITY 
WOLF  MD, PATRICK  G,  CONCORDIA 
WOLF  MD, STEPHEN  B,  KANSAS  CITY 
WOLFE  MD, FREDERICK,  WICHITA 
WOLFF  MD, FREDERICK  P,  PRATT 
WOLKOFF  MD,CDR  A STARK,  MAKAWAO,HA 
WOLLMANN  MD, MARTIN,  LAWRENCE 
WONG  MD, CURTIS  S F,  WICHITA 
WOOD  MD,FRED  M,  SHAWNEE  MISSION 
WOOD  MD,GARY  B,  WICHITA 
WOOD  MD,GARY  L,  WICHITA 
WOOD  MD, ROBERT  D,  WICHITA 
WOODALL  ,MD, DENNIS  C,  SALINA 
WOODHOUSE  MD, CHARLES  L,  WICHITA 
WOODRING  MD, CATHY  S,  WICHITA 
WOODS  MD, GREGORY  A,  SHAWNEE  MISSION 
WOODS  MD,HUGH  J,  SMITH  CENTER 
WOODS  MD, ROBERT  P,  TOPEKA 
WOODS, DENNIS  D,  SHAWNEE  MISSION 
WOODS, MICHAEL  S,  SHAWNEE  MISSION 
WORSING  JR  MD, ROBERT  A,  WICHITA 
WORTMAN  MD,JACK  A,  HUTCHINSON 
WRAY  JR  MD, REGINALD  P,  WICHITA 
WRAY  MD, ALEXANDER  J,  WICHITA 
WRIGHT  MD, KENDALL  M,  EMPORIA 
WRIGHT  MD, STANLEY  E,  JUNCTION  CITY 
WRIGHT, CHRISTOPHER,  KANSAS  CITY 
WRIGHT, MICHAEL  J,  KANSAS  CITY 
WRIGHT, TIMOTHY  F,  WICHITA 
WU  MD,JIN-TZE,  WICHITA 
WULFF  MD, EDWIN  T,  ATCHISON 
WULZ, CURTIS  E,  KANSAS  CITY 
WURSTEk  MD, GEORGE  R,  SHAWNEE  MISSION 


WURSTER, SAMUEL  H,  KANSAS  CITY 
WYATT-HARRIS  MD, PATRICIA  G,  WICHITA 

Y 

YAGHMOUR  MD,TALAAT  E,  PITTSBURG 

YANG  MD,GAN-HSIUNG,  TOPEKA 

YE  MD, RICHARD  C,  SHAWNEE  MISSION 

YEH  MD, ROBERT  M,  TOPEKA 

YEOMANS  MD, RONALD  N,  SHAWNEE  MISSION 

YEW  MD, CLAIRE  S,  WICHITA 

YOACHIM  MD, ROBERT  W,  ARKANSAS  CITY 

YOCKEY  MD, CHARLES  C,  WICHITA 

YODER  MD, EMERSON  D,  DENTON 

YODER  MD, VERNON  E,  HESSTON 

YOHE  MD,RUTH  M,  SHAWNEE  MISSION 

YOON  MD, CHANG  SUP,  WICHITA 

YORKE  JR  MD, CRAIG  H,  TOPEKA 

YOST  JR  MD,JOHN  G,  KANSAS  CITY, MO 

YOUN  MD,HWAN,  GREAT  BEND 

YOUNG  MD, CHARLES  H,  ATCHISON 

YOUNG  MD, DOUGLAS  L,  WICHITA 

YOUNG  MD,JOHN  W,  SHAWNEE  MISSION 

YOUNG  MD,PAUL  E,  TOPEKA 

YOUNG  MD, THEODORE  E,  TOPEKA 

YOUNG, JEFFREY  L,  SHAWNEE  MISSION 

YOUNGBERG  MD,DEAN  I,  WICHITA 

YULICH  MD,JOHN  0,  SABETHA 

z 


ZABEL  MD, KENNETH  P,  PITTSBURG 
ZACHARIAS  MD,CARL  KURT,  DODGE  CITY 
ZACHARIAS  MD, DAVID  LLOYD,  TOPEKA 
ZACK  MD, ASHLEY  S,  SHAWNEE  MISSION 
ZAINALI  MD, ASSADOLLAH , LIBERAL 
ZAMIEROWSKI  MD, DAVID  S,  SHAWNEE  MISSION 
ZAREMSKI  MD, SHERMAN  C,  KANSAS  CITY 
ZARNOW  MD, HILARY,  WICHITA 
ZATZKIN  MD,JAY  B,  WICHITA 
ZAYAS, VLADISLAV,  MANHATTAN 
ZECHMANN, JEROME  P,  KANSAS  CITY 
ZELLER  MD, MYRON  J,  GARDEN  CITY 
ZEPICK  MD,LYLE  F,  WICHITA 
ZERBE  MD, KATHRYN,  TOPEKA 
ZIEGLER  MD,  JUDY  P,  WICHITA 
ZIEGLER  MD, DEWEY  K,  KANSAS  CITY 
ZIEGLER  MD,JOHN  M,  WICHITA 
ZIELKE  MD, STEVEN  L,  WICHITA 
ZIMBELMAN,ROD  D,  KANSAS  CITY 
ZIMMERMAN  MD, KENNETH  D,  WICHITA 
ZIMMERMAN  MD, WILLIAM  H,  TOPEKA 
ZINN  MD, THOMAS  W,  KANSAS  CITY 
ZOELLNER  MD, TIMOTHY  M,  KANSAS  CITY 
ZONGKER  MD, PHILIP  E,  WICHITA 
ZURITA  MD, MARCOS,  GREAT  BEND 
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Medical  Specialty  Codes 
Used  in  This  Directory 


A 

Allergy 

NM 

Nuclear  Medicine 

ADL 

Adolescent  Medicine 

NOTO 

Neuro-otology 

ADM 

Administrative  Medicine 

NP 

Neuropsychiatry 

ADT 

Addictionology 

NR 

Nuclear  Radiology 

AM 

Aviation  Medicine 

NS 

Neurological  Surgery 

ANES 

Anesthesiology 

OBG 

Obstetrics  and  Gynecology 

BLB 

Blood  Bank 

OM 

Occupational  Medicine 

CD 

Cardiovascular  Disease 

ON 

Oncology 

CDS 

Cardiovascular  Surgery 

OPH 

Ophthalmology 

CDTS 

Cardiovascular  & Thoracic  Surgery 

ORS 

Orthopedic  Surgery 

CHP 

Child  Psychiatry 

OTO 

Otorhinolaryngology 

CP 

Clinical  Pharmacology 

P 

Psychiatry 

D 

Dermatology 

PATH 

Pathology 

DR 

Diagnostic  Roentgenology 

PD 

Pediatrics 

KENT 

Eye,  Ear,  Nose  and  Throat 

PDA 

Pediatric  Allergy 

EM 

Emergency  Medicine 

PDC 

Pediatric  Cardiology 

END 

Endocrinology 

PDE 

Pediatric  Endocrinology 

ENT 

Ear,  Nose  Throat 

PDN 

Pediatric  Neurology 

ES 

Endoscopy  Surgery 

PNP 

Pediatric  Nephrology 

EM 

Family  Medicine 

PDO 

Pediatric  Ophthalmology 

FP 

Family  Practice 

PDS 

Pediatric  Surgery 

GE 

Gastroenterology 

PGER 

Psychogerontology 

GP 

General  Practice 

PH 

Public  Health 

GPM 

General  Preventive  Medicine 

PM 

Physical  Medicine  & Rehabilitation 

GPVS 

General  & Peripheral 

PS 

Plastic  Surgery 

Vascular  Surgery 

PUD 

Pulmonary  Disease 

GS 

General  Surgery 

R 

Radiology 

GYN 

Gynecology 

RHU 

Rheumatology 

HEM 

Hematology 

RM 

Rehabilitative  Medicine 

ID 

Infectious  Diseases 

RO 

Radiology/  Oncology 

IE 

Insurance  Examination 

RT 

Radiation  Therapy 

IM 

Internal  Medicine 

SON 

Surgical  Oncology 

MEM 

Maternal  Fetal  Medicine 

TR 

Therapeutic  Radiology 

N 

Neurology 

TS 

Thoracic  Surgery 

NEO 

Neonatology 

U 

Urology 

NEP 

Nephrology 

00 

Retired 
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EXPLANATION  OF  CODES  USED  IN  THIS  SECTION 


Line  1: 

Doe.  John  R., 

1234  Oak  St.. 

67052 

(Name) 

(Street  Address) 

(Zip  Code) 

Line  2: 

(654-2222) 

(Telephone  Number) 

Line  3: 

33 

M 1902 

58 

FP 

(Year  of  Birth) 

(Sex)  (Medical  School) 

(Year  of  Graduation) 

(Specialty) 

Telephone  area  code  follows  city  name.  * Probationary  Members 


ABILENE  — 913 
(Dickinson  County  Society) 

BERKLEY  MD,DON  H,  1111  N BRADY,  67410 
263-4131 

35  M 1902  62  FP 

CHAFFEE  MD.DEAN  C,  RR  1,  67410 

11  M 1902  44  00 

MOHLER  MD,JACK  M,  515  NE  TENTH,  67410 
263-1419 

32  M 1902  62  PM 

NARCISO  MD, VICENTE  D,  515  NE  lOTH  ST,  67410 
263-2253 

45  M 74810  76  GS 

RORABAUGH  MD, DONALD  C,  PROFESSIONAL  BLDG,  67410 
263-4131 

33  M 1902  59  FP 

SCHWARTING  MD,J  STEVE,  1405  N CEDAR,  67410 
263-7190 

46  M 3401  73  FP 

SHEERN  MD,MARK  DOUGLAS,  1111  N BRADY,  67410 
263-4131 

51  M 1902  77  FP 

SONGER  MD, HERBERT  L,  1007  SPRUCEWAY,  67410 

12  M 1902  38  OO 


ALMA  — 913 

(Pottawatomie  County  Society) 

MCKNIGHT  MD, ELLIS  B,  , 66401 
765-3317 

U3  M 1902  33  OO 


ALTAMONT  — 316 
(Labette  County  Society) 

JACKSON  MD, VICTOR  L,  BOX  467,  67330 
784-5318 

20  M 2105  54  OO 


ANDALE  — 316 
(Sedgwick  County  Society) 

HUFFORD  MD, DAVID  W,  ANDALE  CLINIC,  67001 


262-1654 

58  M 

1902 

85 

FP 

STECH  MD, JOSEPH 

M,  ANDALE 

CLINIC, 

67001 

445-2152 

27  M 

3006 

57 

FP 

ANDOVER  — 316 
(Sedgwick  County  Society) 

BEECH  MD, RANDALL  R,  310  W CENTRAL,  67002 
733-1331 

54  M 1902  81  GS 

LEMONS  MD, STEPHEN  F,  310  W CENTRAL,  67002 
733-1331 

54  M 1902  83  FP 


ARKANSAS  CITY  — 316 
(Cowley  County  Society) 


AUCAR  MD, ALFREDO 

, BOX 

1105,  67005 

442-1710 

23  M 27501 

70 

OTO 

CAMPBELL  MD, GARLAND  L, 

ROUTE  1, 

67005 

442-1350 

13  M 

1902 

40 

OO 

HILL  MD, JAMES  E, 

1019 

N SECOND, 

67005 

09  M 

1902 

34 

OO 

HINSHAW  MD, EDGAR 

D,  RT 

4 BOX  74 

, 67005 

15  M 

1902 

51 

OO 

MARVEL  MD, JAMES 

EBBERT 

, 2545  N 

GREENWAY,  67005 

442-0222 

43  M 

3901 

72 

ORS 

MORTON  MD, ROBERT 

A,  AC 

OFFICE  BLDG, 

67005 

442-0370 

51  M 

1902 

80 

IM 

OLD  MD, JERRY  L, 

PO  BOX 

1148,  67005 

442-2100 

49  M 

1902 

75 

FP 

53 


PEREIRA  MD, WILLY  G,  2508  EDGEMONT  DR,  67005 
442-8540 

39  M 73701  73  IM 

ROSS  MD, DAVID  K,  PO  BOX  1148,  67005 
442-2100 

48  M 1902  75  FP 

SCHMEIDLER  MD, DAVID  ALLEN,  510  W RADIO  LANE,  67005 
442-2100 

54  M 1902  82  FP 

SMITH  MD, BRUCE  G,  P 0 BOX  ■ 7 1 4 , 67005 
442-5600 

20  M 1902  44  IM 

SMITH  MD, NEWTON  C,  PO  BOX  1148,  67005 
442-2100 

21  M 3901  51  FP 

YOACHIM  MD, ROBERT  W,  510  W RADIO  LANE,  67005 
442-2100 

52  M 3005  80  FP 


ATCHISON  — 913 
(Atchison  County  Society) 

BOSSE  MD, FRANK  K,  1301  RIVERVIEW  DRIVE,  66002 

09  M 2802  36  00 

BURKE  MD, JOSEPH  V,  1400  N SECOND,  66002 
367-5496 

35  M 3006  71  GS 

EPLEE  MD,JOHN  R,  1225  N SECOND,  66002 
367-0362 

53  M 1902  82  FP 

FAST  MD, ROBERT  E,  1225  N 2ND,  66002 
367-0362 

48  M 1902  75  OBG 

FAST  MD,W  SPENCER,  1301  NORTH  SECOND,  66002 


367-7417 
11  M 

3006 

40 

FP 

GROWNEY  MD,JOHN 

T,  801 

ATCHISON  , 

, 66002 

367-5020 
37  M 

3006 

66 

FP 

HART  MD, LAWRENCE  E,  1412 

N 2ND, 

66002 

367-5054 
32  M 

1902 

65 

FP 

MILLER  MD,TODD 

A,  1225 

N 

SECOND 

, 66002 

367-0362 
55  M 

1902 

82 

FP 

MORRISON  MD 

, IRA 

. R,  825 

N 

TENTH , 

66002 

07  M 

1611 

38 

00 

RIDER  MD, JAMES 

W,  1225 

N 

2ND  ST 

, 66002 

367-0362 
47  M 

2803 

76 

FP 

TAYIEM  MD,A 

K , 

1225  N 

SECOND,  66002 

367-1114 
43  M 

33002 

72 

GS 

TIVORSAK  MD 

,ARKOM,  PO 

BOX  127, 

66002 

367-2131 
40  M 

89101 

76 

R 

VESOM  MD,PITT, 

1301  N 

SECOND,  66002 

367-3100 
49  M 

89104 

83 

CD 

WALLACE  JR 

MD, WAYNE  0, 

1301  N THIRD,  66002 

367-7300 
36  M 

2803 

67 

FP 

WULFF  MD, EDWIN 

T,  923 

N 

F I FTH  , 

66002 

367-5033 
07  M 

2834 

36 

00 

YOUNG  MD, CHARLES  H,  1301 

N 3RD, 

66002 

367-4053 
23  M 

1902 

53 

FP 

ATTICA  — 316 
(Tri-County  Society) 

STONE  MD, GRANT  C,  500  N HARPER,  67009 
254-7219 

08  M 5605  69  FP 


ATWOOD  — 913 
(Northwest  Kansas  Society) 

DILL  MD, RODNEY,  PO  BOX  67,  67730 
626-3229 

41  M 74811  78  GP 

ERBACHER  D.O,  , GEORGE  E,  PO  BOX  196,  67730 

626-3238 

51  M FP 


AUGUSTA  — 316 
(Butler-Greenwood  Society) 

ANDERSON  MD,DALE  W,  120  W JOSEPHINE,  67010 
775-5432 

30  M 1902  55  FP 

BARBER  MD, JAMES  L,  120  W JOSEPHINE,  67010 
775-5432 

31  M 1902  57  FP 

FANNING  MD, JANET  L,  602  STATE,  67010 
775-1186 

57  F 1902  84  FP 

FANNING  MD,KYLE  W,  602  STATE,  67010 
775-1186 


56 

M 

1902 

84 

FP 

TRAN 

MD,  TUONG 

M,  120 

W JOSEPHINE, 

67010 

775 

-5432 

39 

M 

94101 

77 

FP 

BASEHOR  — 913 
(Wyandotte  County  Society) 

burger  MD, WILLIAM  E,  RT  1,  66007 
724-1191 

21  M 3006  51  00 


BAXTER  SPRINGS  — 316 
(Crawford-Cherokee  County  Society) 

ALQUIST  MD,VERYL  D,  21ST  & FAIRVIEW,  66713 
623-4942 

17  M 1902  42  GS 


BELLEVILLE  — 913 
(Republic  County  Society) 

DOUBEK  MD, HERBERT  D,  PO  BOX  250,  66935 
527-2237 


28 

M 

1902 

56 

FP 

SCHLOTTERBACK 

MD, WILLIAM  E, 

CN 

02  L,  66935 

527 

-2217 

31 

M 

1902 

62 

FP 

WARD 

MD, JAMES 

A,  1206  18TH 

ST, 

66935 

527 

-2217 

34 

M 

1902 

59 

FP 
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(ARKANSAS  CITY-BELLEVILLE) 


BELOIT  — 913 
(Mitchell  County  Society) 

DOBRATZ  MD, ROBERT  A,  310  W 8TH , 67420 
738-2246 

24  H 1902  52  FP 

DRAKE  MD, DOUGLAS  J,  MEDICAL  CENTER,  67420 
738-2246 

43  M 1902  72  FP 

KLENDA  JR  MD, MARTIN  B,  BELOIT  MED  CENTER,  67420 
738-2246 

38  M 1643  66  GS 

LONEY  MD,JOHN  M,  310  WEST  8TH , 67420 

738-2246 

50  M 1902  75  IM 

WELTMER  MD, ROGER  P,  112  W MAIN,  67420 
18  M 1902  44  00 


BLUE  RAPIDS  — 913 
(Northeast  Kansas  Society) 

DUENSING  D.O.  , KENNETH  L,  PO  BOX  127,  66411 
226-7202 

54  M 2878  83  GP 

LAWLESS  MD, HAROLD  L,  PO  BOX  127,  66411 
226-7202 

29  M 702  58  FP 


BONNER  SPRINGS  — 913 
(Wyandotte  County  Society) 

MAY  MD, KENNETH  L,  PO  BOX  293,  66012 
422-2020 

20  M 1902  41  FP 

MITTS  MD, ERNEST  W,  122  N NETTLETON,  66012 
422-2020 

22  M 1902  51  FP 

WAGGONER  MD, FRANKLIN  E,  122  N NETTLETON,  66012 
422-2020 

26  M 1902  62  FP 


BUHLER  — 913 
( Reno  County  Society) 

FRIESEN  MD, ORLANDO  J,  107  W 2ND,  67522 
543-2330 

27  M 1902  56  FP 


BURLINGTON  — 316 
(Flint  Hills  Society) 

FRIESEN  MD, ORLANDO  J,  RR  #1  BOX  395,  66839 
347-8619 

27  M 1902  56  FP 


CANEY  — 316 
(Southeast  Kansas  Society) 

MOORE  MD, ROBERT  F,  4TH  & MCGEE,  67333 
879-2135 

28  M 1902  56  FP 


CEDAR  VALE  — 316 
(Southeast  Kansas  Society) 

COHNBERG  MD,ROSELLEN  E,  PO  BOX  398,  67024 
758-2266 

22  F 2802  72  FP 


CHANUTE  — 316 
(Southeast  Kansas  Society) 

ABBUEHL  MD,DON  R,  932  WINDSOR,  66720 

18  M 1902  44  00 

ASHLEY  MD, SAMUEL  G,  505  SOUTH  PLUMMER,  66720 
431-2500 

16  M 1902  43  OO 

BAKER  MD, HENRY  K,  1220  W FOURTH,  66720 

08  M 1606  52  OO 

BURKMAN  MD, REUBEN  J,  1501  W 7TH,  66720 
431-9310 

28  M 1902  54  FP 

GEHRT  MD,EARL  B,  505  SO  PLUMMER,  66720 
431-2500 

32  M 1902  63  FP 

KIHM  MD, ALBERT  A,  505  S PLUMMER,  66720 
431-2500 

27  M 1902  55  FP 

MABEN  MD, PAMELA  S,  505  S PLUMMER,  66720 
431-2500 

54  F 1902  80  IM 

PARHAM  MD,VERDON  W,  505  S PLUMMER,  66720 
431-2500 

47  M 1902  75  FP 

SCANLON  II  DO, ROBERT  C,  ASHLEY  CLINIC,  66720 
431-2500 

51  M 2878  85  U 

VAN  HOUDEN  MD, CHARLES  E,  505  S PLUMMER,  66720 
431-2500 

52  M 1902  77  GS 

CHETOPA  — 316 
(Labette  County  Society) 

PEFFLY  MD, ELMER  D,  327  MAPLE,  67336 
236-7188 

22  M 3901  56  FP 


CIMARRON  — 316 
(Ford  County  Society) 

MC  FARLAND  MD, GRETA  S,  , 67835 
855-7774 
00  F 


CLAY  CENTER  — 913 
(Clay  County  Society) 

ANDERSON  MD,SEVERT  A,  1749  BBRGLUND  DR,  67432 

07  M 1902  36  OO 

BOGNER  MD,PAUL  F,  PO  BOX  520,  67432 
632-2181 

52  M 1902  80  GS 

BRYANT  MD,R  KEVIN,  PO  BOX  520,  67432 
632-2181 

54  M 515  81  FP 

DALUM  MD, PETER  JOSEPH,  PO  BOX  520,  67432 
632-2181 

45  M 2803  77  FP 


(BELOIT-CLAY  CENTER) 


55 


GOOD  MD, MICHAEL  W,  PO  BOX  520,  67432 
632-2181 


53  M 

1902 

81 

FP 

HIGGINS  MD, 
632-2181 

GEORGE  E, 

PO  BOX 

520, 

67432 

56  M 

3005 

85 

FP 

RICHARDS  MD 
632-5621 

1, DENNIS  D, 

, 115  S 

6TH, 

67432 

34  M 

1902 

61 

FP 

CLYDE  — 913 
(Cloud  County  Society) 


COULTER  D.O. 

, MD,THAYNE  A, 

, 306  N 

HIGH,  66938 

12  M 

2878 

37 

OO 

FREEBORN  JR  MD, 

, WARREN  S,  , 

66938 

446-2221 
26  M 

1720 

60 

FP 

COFFEYVILLE  — 316 
(Southeast  Kansas  Society) 

BLOCK  MD, JEROME  E,  PO  BOX  464,  67337 
251-2400 

38  M 3305  IM 

CAMPBELL  MD, WILLIAM  H,  1411  W 4TH,  67337 
251-3235 

39  M 1902  66  OPH 

DICKINSON  MD, CHARLES  R,  108  W 7TH,  67337 
251-1340 

20  M 1606  47  00 

DIXON  MD, RAYMOND  W,  1411  W 4TH  SUITE  E,  67337 
251-1090 

46  M 4706  77  GS 

GIBBS  MD, EUGENE,  PO  BOX  716,  67337 
251-7260 

00  M 64914  72  FP 

HA  MD,SANG  W,  504  WILSHIRE,  67337 
251-7750 

35  M 58309  75  OBG 

HOWERTER  JR  MD, BERNARD  E,  PO  BOX  659,  67337 
251-4790 

43  M 1803  73  U 

JIRICKO  MD, MILOS,  2510  W EIGHTH,  67337 
251-1200 

37  M 28601  79  ANES 

NICHOLS  MD, RICHARD,  1411  W FOURTH,  67337 
251-6540 

00  M 1803  75  ORS 

READ  MD, WILLIAM  T,  807  MAPLE,  67337 
251-1120 

16  M 2802  46  FP 

UY  MD, WILSON  O,  COFFEYVILLE  MEM  HOSPITAL,  67337 
251-1200 

42  M 74801  73  PATH 

VAKAS  MD,JOHN  L,  1006  W 5TH , 67337 
251-3443 

38  M 1902  65  IM 

WHITE  MD, DONALD  C,  PO  BOX  1449,  67337 
251-1200 

35  M 3515  72  R 


COLBY  — 913 

(Northwest  Kansas  Society) 

DAHL  MD, ASHER  W,  COLBY  MED  & SURG  CTR,  67701 
462-3333 

28  M 1902  59  FP 

HASSETT  MD, GERARD  R,  1875  HARVEY,  67701 
462-6492 

24  M 3006  61  R 

HILDYARD  II  MD, VICTOR  H,  COLBY  MED  & SURG  CTR,  67701 
462-3332 

47  M 702  74  FP 

KOLSTE  MD,REX  J,  COLBY  MED  & SURGICAL  CTR,  67701 
462-3332 

53  M 83  FP 

REGIER  MD,LADONNA  M,  COLBY  MED  SURG  CTR,  67701 
462-3332 

47  F 1902  74  FP 

SMITH  JR  MD, FLOYD  L,  880  SUNSET,  67701 
20  M 1902  44  OO 


COLD  WATER  — 316 
(Iroquois  County  Society) 

GOERING  MD, DONALD  D,  BOX  748,  67029 
582-2136 

31  M 1902  56  FP 


COLUMBUS  — 316 
(Crawford-Cherokee  County  Society) 

ANDREASEN  MD,  RAYMOND  L,  201  W WALNUT  PO  BOX  111,  6672 
429-3744 

47  M 1720  83  FP 

JONES  MD, FORREST  H,  219  S KANSAS,  66725 
429-3744 

25  M 1902  54  FP 


COLWICH  — 316 
(Sedgwick  County  Society) 

LIES  MD,BARTHEL  N,  309  S THIRD,  67030 
11  M 2802  38  OO 


CONCORDIA  — 913 
(Cloud  County  Society) 

BRAY  MD,AVIS  PAGE,  1010  3RD  AVE,  66901 
243-1560 

17  F 702  60  OO 

BUTT  MD, MUHAMMAD,  PO  BOX  509,  66901 
243-1560 

46  M 70401  75  GS 

CORNELL  MD,EARL  G,  BOX  589,  66901 
243-1560 

54  M 1902  83  FP 

FOWLER  MD, WAYNE  L,  1010  THIRD  PO  BOX  589,  66901 
243-1560 

23  M 1720  53  IM 

GELVIN  MD,E  RAYMOND,  831  WEST  NINTH,  66901 
243-1560 

03  M 3005  28  OO 

GRANT  MD, MICHAEL  D,  1010  THIRD,  66901 
243-1560 

46  M 1902  82  FP 

LAWTON  MD, MARVIN  K,  1010  THIRD  PO  BOX  589,  66901 
243-1560 

31  M 3005  66  GS 


56 


(CLAY  CENTER-CONCORDIA) 


DERBY  — 316 
(Sedgwick  County  Society) 


NELSON  MD,PAUL  L,  1010  THIRD  AVE  PO  BOX  589,  66901 
243-1560 

27  M 1902  55  PD 

NEWMAN  MD,CARL  T,  PO  BOX  587,  66901 
243-2511 

49  M 64914  78  U 

RUZICKA  MD, LAWRENCE  J,  1115  HILLSIDE  DR,  66901 
243-1560 

13  M 3005  46  00 

STRYKER  JR  MD, HENRY  B,  717  FIRST  AVE,  66901 

19  M 3501  52  00 

THORNTON  JR  MD,FOXHALL  P,  723  W 7TH  ST,  66901 
243-1560 

25  M 5101  55  IM 

WOLF  MD, PATRICK  G,  1413  COUNTRY  CLUB  DR,  66901 
243-1560 

52  M 1902  78  IM 


MCKERRACHER  MD, ROBERT  D,  400  A NORTH  BALTIMORE,  67037 
788-1779 

27  M 3901  56  FP 

NIEDEREE  MD, DAVID  W,  1410  N WOODLAWN , 67037 

56  M 3006  84  FP 

SAEED  MD, MOHAMMAD,  615  B N ROCK  RD,  67037 
788-5754 

42  M 70404  81  EM 

VIN  ZANT  MD, LARRY  E,  1410  N WOODLAWN,  67037 
682-6532 

10  M 1902  40  GS 

VINZANT  MD,MARK  N,  1410  N WOODLAWN,  67037 
788-3741 

45  M 64914  77  FP 


COTTONWOOD  FALLS  — 316 
(Flint  Hills  Society) 

BROWNING  MD, JIMMIE  L,  BOX  486,  66845 
273-6753 

50  M 1902  79  FP 

MCKEE  MD,LEO  F,  , 66845 
273-6681 

16  M 1902  39  FP 


COUNCIL  GROVE  — 316 
(Flint  Hills  Society) 

BARKER  MD, ROYAL  A,  221  HOCKADAY,  66846 
767-5126 

21  M 1902  53  FP 

BLACKBURN  MD, ROBERT  W,  221  HOCKADAY,  66846 
767-5126 

22  M 1902  49  FP 

SCHULTZ  MD, JAMES  E,  221  HOCKADAY,  66846 
767-5126 

26  M 1902  56  FP 


CUNNINGHAM  — 316 
(Ninnescah  Society) 

ALLBRITTEN  JR  MD, FRANK  F,  PO  BOX  177,  67035 
298-2542 

14  M 4101  54  00 


DE  SOTO  — 913 
(Johnson  County  Society) 

POMMERENKE  MD, FORREST  A,  206  E SECOND,  66018 
585-1177 

48  M 1902  78  FP 


DENTON  — 913 
(Northeast  Kansas  Society) 

YODER  MD, EMERSON  D,  , 66017 
359-6531 

14  M 1902  49  FP 


DIGHTON  — 316 
(Southwest  Kansas  Society) 

VON  LEONROD  JR  MD, GEORGE,  PO  BOX  146,  67839 
397-5314 

16  M 1902  43  FP 


DODGE  CITY  — 316 
(Ford  County  Society) 

AMAWI  MD, MOHAMMAD  S,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

46  M 87501  76  GS 

AVILA  MD, OSCAR  A,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

41  M 17603  75  IM 

AYUTHIA  MD,ISSARA  I,  2004  FREDERICK  DR,  67801 

40  M 89101  78  PATH 

BOLES  MD,R  DALE,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

23  M 3901  54  PD 

BROWNRIGG  MD, RICHARD  L,  108  ROSS  BLVD,  67801 
225-0075 

35  M 1902  67  U 

CHOTIMONGKOL  MD,ANUPONG,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

43  M 89102  76  OBG 

CONARD  MD, CLAIR  C,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

27  M 1902  55  IM 

GARCIA  MD, GUILLERMO  0,  1206  FRONTVIEW,  67801 
225-7710 

43  M 23101  77  ORS 

GREENBERG  MD, GEORGE  E,  1904  BURR  PARKWAY,  67801 
225-1033 

42  M 401  72  R 

JOHNSON  MD, HOWELL  D,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

45  M 1902  72  IM 

KYI  MD,WIN  M,  SOUTHWEST  CLINIC,  67801 
227-3141 

49  M GS 

MARPLES  MD, DOUGLAS,  DODGE  CITY  MEDICAL  CENTER,  67801 
225-1371 

00  M 1902  IM 

MCCOY  MD, RONALD,  SOUTHWEST  CLINIC,  67801 
227-3141 

19  M 3901  49  FP 


(CONCORDIA-DODGE  CITY) 


MCELHINNEy  MD, CHARLES  F,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

36  M 1902  63  GS 

MCGINNIS  MD, MICHAEL  J,  2010  1ST  AVE,  67801 
227-3141 

41  M 5501  79  GS 

NIXON  MD, JAMES  E,  925  CLUB  VIEW  DR,  67801 
225-1033 

40  M 4812  79  DR 

OHMAN  MD, RICHARD  J,  1810  1/2  FAIRWAY  DR,  67801 

15  M 2407  50  00 

REDDY  MD,SATTI  S,  2020  CENTRAL  % DC  MED  CTR,  67801 
225-1371 

35  M 49504  77  U 

SCHWARTZ  MD, EUGENE  W,  808  N 2ND  AVE,  67801 
225-4261 

24  M 1902  50  OPH 

STOCKWELL  MD, MORGAN  U,  DODGE  CITY  MEDICAL  CENTER,  67801 
225-1371 

24  M 1902  55  IM 

TREKELL  MD, WILLIAM  V,  SOUTHWEST  CLINIC,  67801 
227-3141 

25  M 1902  52  ORS 

TROTTER  MD, ROGER  COURTNEY,  120  ROSS  BLVD,  67801 
225-6120 

47  M 1902  76  FP 

VIERTHALER  MD,CARL  A,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

53  M 1902  78  IM 

WIN  MD,AYE  M,  SOUTHWEST  CLINIC,  67801 
227-3141 

50  M IM 

ZACHARIAS  MD,CARL  KURT,  DODGE  CITY  MED  CENTER,  67801 
225-1371 

21  M 40707  59  ORS 


REDDY  MD,VENUMBAKA  C,  ROOM  302,  67042 
321-3300 

46  M 49511  79  IM 

SHIELDS  JR  MD, JAMES  M,  119  N JONES,  67042 
321-2010 

18  M 4802  46  FP 

SIWEK  MD, CHRISTOPHER  W,  123  N ATCHISON  SUITE  303, 
321-5211 

48  M 75911  78  ORS 

WHITE  II  MD, BENJAMIN  E,  119  N JONES,  67042 
321-2010 

27  M 1902  54  FP 


ELKHART  — 316 
(Seward  County  Society) 

IWAY  MD,BELINO  D,  411  SUNSET  BOX  878,  67950 
697-2175 

42  M 74811  78  IM 

IWAY  MD, OLIVIA  N,  PO  BOX  878,  67950 
697-2175 

43  F 74811  80  P 

PERIDO  MD,D0MINAD0R  T,  BOX  997,  67950 
697-2155 

44  M 74801  75  GS 


ELLINWOOD  — 316 
(Barton  County  Society) 

LAW  MD, FINDLEY,  PO  BOX  668,  67526 
564-2170 

22  M 1902  51  FP 


EL  DORADO  — 316 
(Butler-Greenwood  Society) 

AHMAD  MD,ABDU  0,  720  W CENTRAL,  67042 
321-7402 


32  M 

16002 

84 

OTO 

BRIAN  MD, ROBERT  M,  1133  Vi 

1 FIRST 

, 67042 

321-1230 

02  M 

1606 

31 

FP 

DELLETT  MD, 

KENNETH  B, 

3RD  & VINE,  67042 

321-1910 

30  M 

1902 

55 

OPH 

HAFFNER  MD, 

WILLIAM  N, 

123  N ATCHISON,  67042 

321-5630 

35  M 

1902 

62 

GS 

JACOB  MD,KANNAMPALLY 

L,  123  N ATCHISON,  67042 

321-0056 

31  M 

49537 

76 

U 

KASSEBAUM  MD,GLEN  E, 

RR  #2  BOX 

19,  67042 

98  M 

1606 

24 

00 

LEE  MD,YONG  U,  123  N 

ATCHISON, 

67042 

321-5630 

35  M 

58310 

77 

GS 

OLSEN  MD, PHILLIP  S, 

123  1 

N ATCHISON,  67042 

321-2100 

46  M 

1902 

73 

IM 

OVERHOLSER 

MD, NORMAN 

H, 

119  N JONES,  67042 

321-2010 

16  M 

1902 

41 

FP 

PATRON  MD, 

RICARDO  A, 

123 

N ATCHISON,  67042 

321-7596 

31  M 

74808 

83 

OBG 

ELLIS  — 913 
(Central  Kansas  Society) 

ROCHANAYON  MD,PIRA,  1204  WASHINGTON,  67637 
726-4956 

43  M 89101  76  FP 


ELLSWORTH  — 913 
(Central  Kansas  Society) 

O'DONNELL  MD, HAROLD  F,  412  BLAKE,  67439 


99 

M 

1902 

26 

00 

SEITZ 

472- 

JR  MD, JOSEPH  E, 
■3121 

308  KINGSLEY, 

67439 

22 

M 

1902 

46 

00 

EMPORIA  — 316 
(Flint  Hills  Society) 

AMEND  MD, DOUGLAS  J,  827  COMMERCIAL,  66801 
343-6565 

46  M 1902  79  OBG 

BARNETT  MD, JAMES  A,  919  W 12TH,  66801 

342- 2521 

54  M 1902  82  IM 

BOSILJEVAC  JR  MD, JOSEPH  E,  2522  W 15TH,  66801 

343- 7043 

51  M 1902  81  TS 

BRADLEY  MD,H  RUSSELL,  1601  STATE,  66801 
343-2900 

35  M 1902  62  FP 


67042 


58 


(DODGE  CITY-EMPORIA) 


BROCKHOUSE  MD,JOHN  P,  1601  STATE,  66801 
343-2900 

31  M 1902  57  IM 

BURGESON  MD, FRANK  G,  1601  STATE,  66801 
342-6989 

40  M 3005  71  OPH 

BUTCHER  MD, THOMAS  P,  1128  LAWRENCE,  66801 

342- 0722 

05  M 1601  34  GS 

CAMPBELL  MD, EDWARD  G,  1601  STATE,  66801 

343- 2900 

31  M 1902  62  FP 

GOLDSMITH  MD, DONALD  C,  1024  W 12TH,  66801 
342-7047 

26  M 1902  59  FP 

DAVIS  MD, DAVID  R,  2300  INDUSTRIAL  RD  #108,  66801 
02  M 2101  28  00 

DICK  JR  MD, HENRY  J,  25  WEST  FIFTH,  66801 

342- 2341 

27  M 1902  59  FP 

EDWARDS  MD, DAVID  J,  1601  STATE  ST,  66801 

343- 1191 

43  M 2803  77  ORS 

ELLIS  MD, BOBBY  J,  1601  STATE,  66801 
343-2900 

51  M 1902  78  IM 

FARRIS  MD, RONNIE  S,  1601  STATE,  66801 
343-2900 

50  M 3840  81  GS 

GABRIEL  JR  MD,JUAN  B,  12TH  & CHESTNUT,  66801 
343-6800 

46  M 74810  83  PATH 

GANN  MD,E  LAMONTE , RR  #2,  66801 

07  M 2802  44  00 

GARCIA  MD, GOULD  C,  919  WEST  12TH  AVE,  66801 
342-2521 

32  M 3607  65  IM 

GEITZ  MD, JAMES  M,  919  W 12TH,  66801 
342-2521 

46  M 1902  73  IM 

GINAVAN  MD, DUANE  A,  1024  W 12TH,  66801 

342- 5876 

35  M 1902  63  FP 

GLENN  MD, JAMES  N,  1601  STATE,  66801 

343- 1191 

40  M 4804  70  ORS 

HARVEY  MD,JOHN  E,  2506  W 15TH,  66801 
343-7650 

39  M 1902  77  OBG 

HAVENHILL  II  MD, MARSHALL  A,  812  ANDERSON  ST,  66801 
343-6400 

35  M 1902  62  OBG 

HOPPER  MD, CHARLES  R,  1726  OLD  MANOR  RE,  66801 

17  M 1902  47  00 

HOWELL  MD, BARBARA  JOYCE,  1601  STATE,  66801 
343-2900 

45  F 3401  82  PD 

KNECHT  MD, STEPHEN  M,  NEWMAN  HOSPITAL,  66801 
342-7722 

44  M 1902  72  R 

KRETSINGER  DO  ,W  BROCK,  919  WEST  12TH,  66801 

342- 2521 

48  M 2878  81  IM 

MIGUELINO  MD, OLIVER  M,  C/0  NEWMAN  MEM  HOSPITAL,  66801 

343- 6800 

35  M 74801  71  PATH 

MORGAN  MD,JOHN  L,  1710  YUCCA  LANE,  66801 
15  M 4101  42  OO 


NAGARAJU  MD,ARRAMRAJU,  NEWMAN  MEMORIAL  HOSPITAL, 
343-6800 

48  M 49521  84  P 

NAGARAJU  MD,ARRAMRAJU,  827  COMMERCIAL  ST,  66801 
343-6565 

48  M 49521  84  P 

NEUER  MD, FREDERICK  S,  12TH  & CHESTNUT,  66801 
342-7722 

46  M 3601  74  R 

PASTOR  MD, VICTOR  HUGO,  1601  STATE,  66801 

342- 7715 

43  M 13202  78  U 

PIERSON  MD,MARK  E,  1024  W 12TH,  66801 

343- 6864 

50  M 1902  82  FP 

SCHELLINGER  MD, RICHARD  P,  1128  LAWRENCE,  66801 

342- 0722 

22  M 3005  56  GS 

SNOWBARGER  MD, MARVIN  D,  1601  STATE  STREET,  66801 

343- 2900 

29  M 1902  55  FP 

SPEARS  MD, CHESTER  A,  12TH  & CHESTNUT,  66801 
343-6800 

50  M 2834  81  PATH 

TRIMBLE  SR  MD, DAVID  P,  1703  SHERWOODWAY,  66801 
342-2572 

04  M 1902  32  OPH 

UNDERWOOD  MD, CHARLES  C,  25  WEST  5TH,  66801 

342- 2341 

07  M 1902  32  IM 

VANDER  VELDE  MD, STANLEY  LEROY,  1601  STATE,  66801 
16  M 1902  43  OO 

WRIGHT  MD, KENDALL  M,  1024  WEST  12TH,  66801 

343- 2376 

45  M 1902  72  FP 


ERIE  — 316 

(Southeast  Kansas  Society) 

BRYAN  MD, EMERY  C,  RT  2 BOX  171,  66733 


04  M 1902 

32 

OO 

HANDSHY  MD, STANLEY  E, 

PO  BOX  256, 

66733 

244-3291 

54  M 1902 

82 

FP 

ESKRIDGE  — 913 
(Flint  Hills  Society) 

WALKER  MD, WILLIAM  H,  2ND  & CEDAR  BOX  218,  66423 
10  M 2401  40  IM 


EUREKA  — 316 
(Butler-Greenwood  Society) 


CISKEY  MD, WILLIAM  J,  PO 
583-7401 

BOX 

310, 

67045 

47  M 1902 

74 

FP 

SKAER  MD, STANLEY  ALLEN, 
583-7486 

100 

E 16TH,  67045 

40  M 3901 

78 

GS 

66801 


(EMPORIA-EUREKA) 


59 


FORT  SCOTT  — 316 
(Bourbon  County  Society) 

AKERS  MD,GUY  I,  710  W 8TH,  66701 
223-3100 

20  M 1902  53  FP 

ALOIS  MO, HENRY,  6TH  E 13TH,  66701 
223-3100 

13  M 1902  41  OBG 

ALOIS  MO, WILLIAM,  710  WEST  8TH,  66701 
223-3100 

20  M 1902  44  00 

BASHAM  MO, JAMES  J,  702  MEAOOW  LANE,  66701 

14  M 1902  37  OO 

BENAGE  MO, JOHN  F,  821  BURKE,  66701 
223-2200 

32  M 1902  59  OBG 

BRAUN  MB,EOWARO  W,  710  WEST  8TH,  66701 
223-3100 

42  M 1902  69  U 

BURKE  MO, JAMES  J,  710  W 8TH,  66701 
223-3100 

35  M 2834  67  IM 

CHOW  MO, STANLEY  Y,  1410  S EOOY,  66701 
223-2200 

18  M 24222  63  OO 

OUNLAP  MO, PATRICK  S,  710  W 8TH,  66701 
223-3100 

53  M 3007  79  OBG 

OUNSHEE  MO, CARLYLE  M,  710  W 8TH,  66701 
223-3100 

32  M 1902  57  GS 

OUNSHEE  MO, CHERYL  A,  710  W 8TH , 66701 
261-2650 

54  F 1902  82  IM 

GETTLER  MO,OEAN  T,  710  WEST  8TH,  66701 
223-3100 

31  M 1902  57  GS 

GOOO  MO, JAMES  T,  821  BURKE,  66701 
223-2200 

21  M 2802  62  PATH 

GRANTHAM  MO, HERBERT  G,  710  W EIGHTH,  66701 
223-2200 

49  M 4501  84  PATH 

GRIMALOI  MO,GARY  A,  710  W EIGHTH,  66701 
223-3100 

49  M 1902  76  OBG 

IRBY  MO,ABOISON  C,  416  S JUOSON,  66701 

05  M 1606  40  OO 

IRBY  MD, PRATT,  124  S CRAWFORD,  66701 

13  M 4705  40  OO 

KERR  MD, GERALD  F,  RR  5,  66701 

223-6164 

44  M 1902  PATH 

MCCANN  MD, PATRICK  E,  710  WEST  8TH,  66701 
223-3100 

28  M 1902  60  IM 

MCKENNA  MD, MICHAEL  J,  323  S JUDSON  SUITE  120,  66701 
223-3950 

38  M 1902  65  FP 

NELSON  MD,T  EUGENE,  710  W 8TH,  66701 
223-3100 

41  M 1902  69  FP 

NICHOLS  MD, ROBERT  R,  902  HORTON,  66701 
223-4100 

50  M 2803  77  FM 

PHELPS  MD, DAVID  WAYNE,  902  HORTON,  66701 
223-4100 

51  M 1902  77  FP 


RADOM  MD, SANFORD  B,  RT  1 BOX  205B,  66701 
223-6029 

40  M 1642  83  R 

REEVES  MD,C  STEWART,  710  W 8TH,  66701 
223-3100 

37  M 1902  71  IM 

SPENCER  MD,JOHN  HAROLD,  902  SOUTH  HORTON,  66701 
223-3100 

47  M 1902  76  FP 

THORNTON  MD, JAMES  L,  710  W EIGHTH,  66701 
223-3100 

55  M 1902  83  PD 

WEDDLE  MD, DOUGLAS  P,  710  WEST  8TH,  66701 
223-3100 

43  M 1720  73  FP 


FREDONIA  — 316 
(Southeast  Kansas  Society) 

BACANI  MD,OSWALDO,  PO  BOX  576,  66736 
378-3700 

44  M 74810  78  GS 

BAYLES  MD,HUGH  G,  PO  BOX  30,  66736 
378-3412 

25  M 1902  52  OO 

BEAL  MD, RAYMOND  J,  310  S 15TH,  66736 

12  M 1902  38  OO 

RINDT  MD, PHILLIP  L,  432  N SEVENTH,  66736 
378-3341 

45  M 1902  81  FP 

SUMNER  MD, RALPH  N,  PO  BOX  537,  66736 
378-2311 

31  M 1902  57  FP 


GARDEN  CITY  — 316 
(Southwest  Kansas  Society) 

ARROYO  MD,ZEFERINO,  2124  ANTLER  RIDGE  DR,  67846 

275- 3700 

00  M 74802  75  GS 

AUSTIN  MD,JOHN  O,  601  N 6TH,  67846 

276- 2346 

14  M 1601  46  FP 

BEGGS  MD, DAVID  F,  603  N FIFTH,  67846 
275-3700 

39  M 1902  65  IM 

BIGLER  MD,F  CALVIN,  801  N FIFTH,  67846 

275- 2141 

31  M 801  66  GS 

BRUNO  MD, JAMES  W,  1133  KANSAS  PLAZA,  67846 

276- 8201 

42  M 4706  73  FP 

CALBECK  MD,JOHN,  603  N FIFTH,  67846 
275-3700 


50  M 1902 

78 

IM 

COLLINS  MD, SHARON  A, 

603  N FIFTH, 

67846 

275-3700 

51  F 2512 

81 

PD 

EICHHORN  MD, FRANK  D,  BOX  719,  67846 
276-8132 

25  M 1902  56  FP 

FENTON  MD, ROBERT  M,  603  N FIFTH,  67846 
275-3700 

20  M 1902  54  FP 

FRY  MD, LUTHER  L,  ST  CATHERINE  HOSP,  67846 
275-7248 

41  M 1902  68  OPH 


60 


(FORT  SCOTT-GARDEN  CITY) 


GILBERT  II  MD,JOHN  H,  603  N FIFTH,  67846 
275-3700 


46  M 

1902 

72 

ORS 

GREENWOOD  MD, JAMES  F,  PO 
275-3700 

BOX  419 

, 67846 

33  M 

1611 

67 

FP 

HANSEN  MD, FRANK 
275-3700 

W,  603  N 

FIFTH, 

67846 

49  M 

1902 

78 

PM 

HUNSBERGER  D.O. 
275-7128 

, TERRY 

R,  602 

N THIRD,  67846 

47  M 

2878 

74 

FP 

JACKSON  MD, MICHAEL  D,  603  N FIFTH,  67846 
275-3700 

51  M 4814  82  FP 


KALBAC  MD, RICHARD  W,  603  N FIFTH,  67846 

275- 3700 

45  M 2803  75  OBG 

KOKSAL  MD,TOM,  PLAZA  MED  CENTER,  67846 

276- 8201 

00  M 1902  77  FP 

LE  MD,CHUONG  DUC,  711  N FIFTH,  67846 
275-4486 

48  M 94101  83  GP 

MATTHEWS  D.O.  , GEORGE  E,  603  N FIFTH,  67846 
275-3780 

48  M 2878  83  OBG 

MELIN  MD, BRUCE  D,  608  N FIFTH,  67846 
275-6111 

51  M 5605  82  PATH 

MEYERS  MD, STEPHEN,  603  N FIFTH,  67846 
275-3700 

48  M 2834  77  PD 

MILLER  MD, ROBERT  E,  603  N FIFTH,  67846 
275-3700 

26  M 4812  75  GS 

MORTON  MD,JOHN  E,  1505  E SPRUCE,  67846 

99  M 35211  60  00 

RODRIGUEZ  MD,PAUL  L,  BOX  1729,  67846 
275-6111 

39  M 4706  71  R 

SPIKES  MD, MARION  E,  603  N 5TH , 67846 

275- 9444 

26  M 1902  63  00 

TEARE  MD,MAX  E,  1007  DAVIS,  67846 

276- 7689 

28  M 1902  54  P 

TURNER  MD,JOHN  W,  806  E THOMPSON,  67846 
276-3292 

13  M 1902  39  FP 

VACHAL  MD,EVA,  608  N FIFTH,  67846 

275- 6111 

00  F 1902  77  PATH 

WILEY  MD, HORACE  M,  BOX  1136,  67846 

276- 6901 

12  M 2802  51  GS 

ZELLER  MD, MYRON  J,  603  N FIFTH,  67846 
275-3700 

38  M 1902  65  OM 


GARDEN  PLAIN  — 316 
(Sedgwick  County  Society) 

LIND  II  MD, EDWARD  J,  728  BIERMANN,  67050 


535-2218 
53  M 

1902 

79 

FP 

REINHARDT-WULF 

MD,TAISSIA  L, 

, PO 

BOX  273,  67050 

19  F 

91302 

60 

00 

GARDNER  — 913 
(Johnson  County  Society) 


NIKNIA  MD,MORTEZA,  PO 

BOX 

326, 

66030 

884-8711 
38  M 

51701 

78 

GS 

REECE  MD,A 

THOMEN,  PO 

BOX 

326, 

66030 

884-8711 
37  M 

1902 

64 

FP 

GARNETT  — 913 
(Anderson  County  Society) 

DOUGHERTY  MD, THOMAS  M,  117  W 6TH , 66032 
448-5421 

28  M 1902  55  FP 

HARRIS  JR  MD,CLAIB  B,  320  S OAK  ST,  66032 
448-5431 

17  M 1902  44  FP 

HENDERSON  MD, DAVID  V,  PO  BOX  C HWY  59  & 3RD,  66032 
448-5421 

48  M 1902  80  FP 

LEITCH  MD, DAVID  A,  GARNETT  MEDICAL  CENTER,  66032 
448-5421 

38  M 1902  64  FP 

STEVENS  MD, MILDRED  J,  202  W 4TH,  66032 
448-5454 

23  F 1902  47  FP 

STEVENS  MD, ROBERT  L,  202  WEST  4TH , 66032 
448-5454 

23  M 1902  47  FP 


GIRARD  — 316 

(Crawford-Cherokee  County  Society) 


STEVENS  MD, ROBERT  L, 

605 

W ST  JOHN, 

66743 

23  M 1902 

47 

FP 

HALL  MD, WESLEY  H,  PO 
724-6154 

BOX 

158,  66743 

25  M 1902 

57 

FP 

GLASCO  — 913 
(Cloud  County  Society) 

HARWOOD  MD, CLAUDE  J,  PO  BOX  428,  67445 
568-2245 

25  M 1902  55  FP 


GODDARD  — 913 
(Sedgwick  County  Society) 

GOODWIN  MD,MARY  K,  PO  BOX  560,  67052 
267-0865 

53  F 1902  80  FP 

PULLUM  D.O.  , RICHARD  W,  RR  1 BOX  270,  67052 

945-9161 

27  M 1875  80  R 


GOODLAND  — 913 
(Northwest  Kansas  Society) 

AUSTIN  MD, KENNETH  D,  520  MAIN,  67735 
899-5651 

33  M 3005  68  FP 


(GARDEN  CITY-GOODLAND) 


LONG  MD, LLOYD  O,  520  MAIN,  67735 
899-5651 

37  M 1720  76  FP 

MCCULLOUGH  MD, ROBERT  C,  520  MAIN  PO  BOX  180,  67735 
899-5651 

25  M 702  66  GP 

OLSON  MD,CLITUS  W,  610  HARRISON,  67735 
899-5651 

16  M 3005  73  00 


GREAT  BEND  — 316 
(Barton  County  Society) 

ARRIGHI  MD, DAVID,  3520  LAKIN,  67530 

792- 1227 

51  M 1902  84  GS 

BEAHM  MD,ANOL  W,  3923  BROADWAY,  67530 

793- 7827 

16  M 1902  43  FP 

BEAHM  MD, DONALD  E,  MED  ARTS  BLDG,  67530 
792-3626 

45  M 1902  72  OPH 

CAVANAUGH  MD, CLAIR  J,  C K M C,  67530 
792-2617 

23  M 1803  52  R 

EVANS  MD, WILLIAM  R,  1912  LINCOLN,  67530 

25  M 1902  53  00 

FIESER  MD,CARL  W,  3515  BROADWAY,  67530 
792-2617 

45  M 1902  75  R 

FLESKE  MD, LEONARD  T,  1514  K 96  HWY,  67530 

792- 4383 

49  M 1902  75  ORS 

GATENO  MD, JOSEPH,  1031  JACKSON,  67530 

793- 8429 

25  M 64901  76  OBG 

HILL  MD,LARY  MICHAEL,  1309  POLK,  67530 
793-8141 

51  M 1902  78  FP 

HOLT  MD,JOHN  M,  PO  BOX  1328,  67530 
793-8429 

35  M 1902  62  IM 

JONES  MD, EDWARD  L,  3515  BROADWAY,  67530 

792- 2511 

35  M 1902  62  PATH 

KING  MD, WILLIAM  T,  3421  FOREST,  67530 

793- 3501 

35  M 1902  62  OBG 

KRUEGER  MD, HAVEN  C,  1023  JACKSON  SQUARE,  67530 

792- 2163 

32  M 1902  62  PD 

MCALLASTER  MD,WENDALE  E,  2111  FOREST,  67530 

793- 3591 

24  M 1902  54  GS 

NIEDEREE  MD,W  CURTIS,  3520  LAKIN,  67530 
793-3091 

30  M 3006  57  GS 

PECK  MD, ROGER,  PO  BOX  1328,  67530 
793-8429 

54  M 1902  84  IM 

POLSON  MD, ROBERT  C,  BOX  A 1422  POLK  ST,  67530 
793-8414 

17  M 1902  42  OPH 

PRESTON  MD, RICHARD,  PO  BOX  1328,  67530 
793-8429 

42  M 1902  70  IM 

REPLOGLE  MD, CHARLES  B,  2111  FOREST,  67530 
793-3591 

27  M 1902  53  FP 


RUIZ  MD, CARLOS  M,  PO  BOX  1348,  67530 
792-3210 

25  M 27501  70  P 

SAYLER  MD, JEROME,  CENTRAL  KS  MEDICAL  CENTER,  67530 

792- 2511 

20  M 4113  64  PATH 

SCHUETZ  MD, PERRY  N,  1422  POLK  BOX  A,  67530 

793- 8414 

45  M 1902  72  OPH 

SCHUKMAN  MD,JAY  S,  1309  POLK,  67530 

792- 5341 

50  M 1902  76  FP 

SHIVEL  MD, DAVID  G,  3523  FOREST,  67530 

793- 3523 

28  M 1902  55  FP 

SMITH  MD, PERRY  MILTON,  1309  POLK,  67530 
792-5341 

52  M 1902  78  FP 

SWAN  MD, MAJOR  MARTIN,  2520  MCBRIDE  PKWY,  67530 
792-4540 

06  M 1902  43  IM 

UNREIN  MD, ROBERT  J,  1017A  JACKSON,  67530 
792-2504 

29  M 1902  59  FP 

WHITE  MD, CHARLES  L,  2412  DOVE  TERR,  67530 

06  M 1902  36  00 

WIGGS  MD, JAMES  W,  1027  JACKSON,  67530 
792-1336 

36  M 1720  70  N 

WIKOFF  MD, DONALD  L,  3520  LAKIN  SUITE  108,  67530 
792-7353 

49  M 3005  82  U 

YOUN  MD,HWAN,  3515  BROADWAY,  67530 

792- 2617 

48  M 58310  82  DR 

ZURITA  MD, MARCOS,  PO  BOX  1241,  67530 

793- 3422 

46  M 31901  82  ANES 


GREENSBURG  — 316 
(Iroquois  County  Society) 

BRADLEY  MD,J  RODERICK,  BRADLE Y-WALDORF  CLINIC,  67054 
723-2127 

23  M 1902  47  FP 

CANNATA  MD,GENE,  BRADLEY  & WALDORF  CLINIC,  67054 
723-2127 

54  M 1902  81  FP 

WALDORF  JR  MD, MELVIN  H,  BRADLE Y-WALDORF  CLINIC,  67054 
723-2127 

23  M 1902  47  FP 


HALSTEAD  — 316 
(Harvey  County  Society) 

AILLON  MD, ALEJANDRO  J,  HERTZLER  CLINIC,  67056 
835-2241 

39  M 26402  74  TS 

BEUGELSDIJK  MD, HENRY  PETER,  421  SPRUCE,  67056 
835-2241 

49  M 1902  77  ANES 

BOUDREAUX  MD,VELTIN  J,  PO  BOX  53,  67056 
835-2241 

37  M 4812  72  R 

BURNETT  MD,A  DEAN,  HERTZLER  CLINIC,  67056 
835-2241 

21  M 1902  52  GS 


62  (GOODLAND-HALSTEAD) 


00 


DECKER  MD, DONALD  D,  HERTZLER  CLINIC,  67056 
835-2241 

31  M 1902  56  CD 

EASTES  MD,GARY  DEAN,  HERTZLER  CLINIC,  67056 
835-2241 

44  M 4812  78  U 

GNAU  MD,FREDRIC  B,  803  MAIN,  67056 
835-2241’ 

42  M 1902  69  OTO 

HAIRE  MD, WILLIAM  D,  901  MAIN,  67056 
835-2241 

49  M 1902  76  HEM 

HARMS  MD,WILMER  A,  THE  HERTZLER  CLINIC,  67056 
835-2241 

22  M 1902  56  OPH 

HOOFER  MD,WILFORD  D,  HERTZLER  CLINIC,  67056 
835-2241 

30  M 1902  55  TS 

HURWITZ  MD, MICHAEL  A,  HERTZLER  CLINIC,  67056 
663-6121 

50  M 2301  84  HEM 

KIMMEL  MD, KENNETH  K,  4TH  & CHESTNUT,  67056 
835-2241 

52  M 1902  78  IM 

MALONE  MD, EUGENE  M,  HERTZLER  CLINIC,  67056 
835-2241 

23  M 1902  56  IM 

MARSH  MD, CONNIE  M,  1102  CHESTNUT,  67056 
835-3435 

47  F 1902  78  IM 

MARSH  MD,GENE  E,  HERTZLER  CLINIC,  67056 
835-2241 

47  M 1902  76  GS 

SHAH  MD,SHARFUDDIN,  HERTZLER  CLINIC,  67056 
835-2241 

31  M 70401  71  IM 

STOFFER  MD, ROBERT  P,  HERTZLER  CLINIC,  67056 
835-2241 

26  M 1902  48  IM 

TEJANO  MD,NE0NIL0  a,  HERTZLER  CLINIC,  67056 
835-2241 

43  M 74808  72  ORS 

WELCH  MD,JACK  W,  HERTZLER  CLINIC,  67056 

18  M 1902  51  00 

WILSON  MD,H  RANDOLPH,  HERTZLER  CLINIC,  67056 
835-2241 

20  M 4112  77  GYN 


HANOVER  — 913 
(Northeast  Kansas  Society) 

WARREN  MD, LINDA  D,  BOX  38,  66945 
337-2214 

44  F 1902  71  FP 

WARREN  MD, ROGER  D,  BOX  38,  66945 
337-2214 

31  M 1902  57  GS 


HAYS  — 913 
(Central  Kansas  Society) 


ALBERS  MD, ROBERT 
625-4224 

C,  2501  E 

13TH 

SUITE  10,  67601 

48  M 

82 

IM 

APPLEGATE  JR  MD, 
628-8218 

FRANCIS  R, 

1010 

DOWNING,  67601 

30  M 

1902 

55 

OPH 

BULA  MD, RALPH  E,  3209A  WILLOW,  67601 

12  M 1902  37 

CARLSON  MD,EARL  V,  DRAWER  430,  67601 
628-8221 

31  M 3005  65  ORS 

CECIL  III  MD,JOHN,  BOX  833,  67601 
625-6521 

43  M 4804  72  R 

DORSCH  MD,JOHN  N,  306  W 38TH,  67601 
628-6151 

54  M 1902  82  FP 

DYCK  MD,ERIC  LEE,  1605  OAKMONT,  67601 
628-6151 

52  M 1902  80  FP 

EDDY  MD, VICTOR  M,  105  W 13TH,  67601 
625-2551 

29  M 1902  56  GS 

HAIGLER  MD, JAMES  P,  217  W 24TH,  67601 
625-2855 

13  M 3006  39  00 

HALTING  MD,L  WILLIAM,  1300  EAST  13TH,  67601 
625-5646 

27  M 5002  68  PATH 

HUTCHISON  MD,GLEN  C,  3200  COUNTRY  LANE,  67601 
628-8251 

21  M 1902  50  ANES 

HUTCHISON  MD,MARC  K,  213  CASTILLIAN  GARDENS,  67601 
628-6760 

00  M 82  ANES 

HUTCHISON  MD, MICHAEL  C,  3200  COUNTRY  LANE,  67601 
628-1160 

53  M 1902  80  ANES 

KANE  JR  MD, WILLIAM  M,  CANTERBURYS  CLINIC  PA,  67601 
628-3245 

27  M 1001  62  OBG 

KELLY  MD,A  CHRISTINE,  2501  E 13TH  SUITE  7,  67601 
628-3217 

49  F 2846  81  GS 

KIFER  MD,C  JAMES,  BOX  833,  67601 
625-6521 

45  M 1902  72  DR 

LASLEY  MD, MICHAEL  B,  2501  EAST  13  STE  7,  67601 
628-3217 

45  M 1902  76  GS 

LOEB  MD,ELBIE  L,  2501  E 13TH  SUITE  10,  67601 
625-4224 

51  M 1902  79  IM 

MATTICK  MD, IRVIN  H,  2818  N VINE,  67601 
628-8221 

18  M 2802  54  ORS 

MCDONALD  MD, KEVIN  R,  PO  BOX  1176,  67601 
628-6014 

52  M 3006  83  U 

NEIL  MD,ROY  N,  105  W 13TH,  67601 
628-8341 

38  M 3005  71  PATH 

NEWCOMB  MD,WARD  M,  1300  E 13TH,  67601 
625-5646 

37  M 3005  75  PATH 

RAJEWSKI  MD, RICHARD  L,  2509  CANTERBURY,  67601 
628-6151 

51  M 1902  77  FP 

REYNOLDS  MD, JEFFREY  C,  2517  CANTERBURY  RD,  67601 
625-7311 

39  M 1902  65  ENT 

RICHARDS  MD, DALLAS  LEE,  2501  E 13TH  SUITE  10,  67601 
625-4224 

49  M 1902  76  IM 

RUTNGAMLUG  MD,LUECHA,  105  W 13TH,  67601 
628-6175 

40  M 89101  76  GS 


(HALSTEAD-HAYS) 


63 


SILER  MD, EUGENE  T,  1010  DOWNING,  67601 
628-8218 

24  M 1902  52  OPH 

STADALMAN  MD,ROSS  EUGENE,  2501  E 13TH  SUITE  7,  67601 
628-3217 

47  M 1902  74  GS 

STUMP  MD,HARL  G,  105  W 13TH,  67601 
625-2551 

39  M 1902  66  GS 

WATTS  MD, HARRY  E,  1010  DOWNING  AVE , 67601 
628-8218 

27  M 702  60  OPH 

WEBER  MD, WALLACE  N,  2707  VINE  SUITE  10,  67601 
628-3231 

43  M 1902  70  D 

WERTH  MD, DARREL  D,  PO  BOX  1176,  67601 
628-6014 

50  M 1902  76  U 

WILCOX  JR  MD, HOWARD  L,  PO  DRAWER  430,  67601 
628-8221 

44  M 1902  71  ORS 


HAYSVILLE  — 316 
(Sedgwick  County  Society) 


MAGSALIN  MD,ROMULO  D 
529-2151 

, 141  N MAIN, 

, 67060 

40  M 74808 

78 

PATH 

SAYEED  MD,BASEER  A, 
529-0450 

138  STEWART, 

67060 

49  M 49504 

82 

IM 

HERINGTON  — 913 
(Dickinson  County  Society) 

BUSTOS  MD, JONAS  G,  1005  NORTH  B,  67449 
258-3705 

41  M 74810  76  GS 

DOZIER  MD,FRED  S,  1005  NORTH  B STREET,  67449 
258-2215 

10  M 4804  47  OO 


HESSTON  — 316 
(Harvey  County  Society) 


SINNING  MD,GARY,  314  OREGON,  66434 
742-2161 

49  M 1902  77 


HILL  CITY  — 913 
(Central  Kansas  Society) 

REDDY  MD,B  N,  114  E WALNUT,  67642 
674-2191 


38 

M 

49557 

80 

RT 

REDDY 

MD,P 

JAGANNADHA, 

80  WALNUT 

DRIVE,  67642 

674- 

2255 

42 

M 

49511 

73 

GS 

HILLSBORO  — 316 
(Marion  County  Society) 

ENS  MD, GERHARD  GEORGE,  613  SOUTH  MAIN,  67063 
947-5931 


20  M 

1902 

55 

FP 

ENS  MD, PETER  D, 

209  S MAIN, 

67063 

947-3671 

14  M 

1902 

51 

FP 

HOISINGTON  — 316 
(Barton  County  Society) 


FERNANDEZ  MD, HECTOR  0,  351 
653-49  44 

W TENTH,  67544 

41  M 

74809 

76 

GS 

FLANNER  MD, FRANK  R,  353  W 
653-4138 

TENTH, 

, 67544 

43  M 

1902 

83 

FP 

MOORE  MD, ROBERT,  814  NORTH 
653-2151 

ELM, 

67544 

22  M 

3901 

53 

FP 

HOLTON  — 913 
(Shawnee  County  Society) 

MOSER  MD, ERNEST  C,  438  HILLCREST  DR,  66436 
09  M 1902  34  OO 


DIENER  MD, CLAYTON  H,  101  W VESPER,  67062 
327-4122 

18  M 1902  54  GS 


YODER  MD, VERNON  E,  ROUTE  #1,  67062 
283-2400 

31  M 4802  68  P 


HIAWATHA  — 913 
(Northeast  Kansas  Society) 


DUCKETT  MD, THOMAS  G, 

201 

MIAMI , 

66434 

10  M 

1902 

34 

OO 

HAYES  MD,KRIS 
742-2131 

A,  200 

DELAWARE, 

66434 

54  M 

1902 

81 

GS 

LARSON  MD, DELBERT  L, 
742-2161 

314 

OREGON 

, 66434 

30  M 

1803 

66 

FP 

MEIDINGER  MD, 
742-2135 

RAY,  111 

S 

FOURTH, 

66434 

03  M 

3005 

32 

FP 

HORTON  — 913 
(Northeast  Kansas  Society) 


FRANCISCO  MD,EDGARDO,  PO 
486-2646 

BOX  6, 

66439 

31  M 

74802 

74 

GP 

WALTON  MD, PHILIP  D,  1903 
486-2828 

EUCLID, 

66439 

32  M 

1902 

64 

FP 

HOXIE  — 913 

(Northwest  Kansas  Society) 


NEUENSCHWANDER 

675-3292 

MD,JOHN 

, PO  BOX  258, 

67740 

26  M 

2802 

52 

FP 

NEUENSCHWANDER 

675-3292 

MD, JOHN 

RAND,  PO  BOX 

258,  67740 

47  M 

1902 

73 

FP 

64 


(HAYS-HOXIE) 


HUGOTON  — 316 
(Seward  County  Society) 

FREDERICK  MD,M  F,  1006  S JACKSON,  67951 
544-2784 

20  M 1902  44  FP 

WINGER  MD, RAYMOND  E,  1006  S JACKSON,  67951 
544-2424 

51  M 1902  FP 


HUMBOLDT  — 316 
(Southeast  Kansas  Society) 

LONG  MD, EDWARD  E,  8TH  & NEW  YORK,  66748 


473-2411 

21  M 1902 

50 

FP 

MIH  MD, ALEXANDER,  1002 

WEST  4TH, 

66720 

473-2227 

22  M 24209 

72 

ANES 

HUTCHINSON  — 316 
(Reno  County  Society) 

ADAMS  JR  MD, MARCUS  W,  2101  N WALDRON,  67501 
663-6121 

33  M 3901  67  PD 

ALBRIGHT  MD,JEROLD  D,  2101  N WALDRON,  67502 
663-6121 

39  M 1902  67  FP 

BARKER  MD, STANTON  L,  2101  N WALDRON,  67501 
663-6121 

54  M 1902  82  FP 

BAUER  MD, THOMAS  A,  2101  N WALDRON,  67502 
663-6121 

41  M 1902  68  IM 

BLANK  MD,JOHN  N,  ROUTE  5 BOX  220,  67502 

07  M 1902  38  00 

BORRA  MD, MARIO  J,  1 WEST  8TH,  67501 

662- 1751 

24  M 2401  54  U 

BOS  MD, NORMAN  C,  2101  N WALDRON,  67502 

663- 6121 

24  M 1611  61  ORS 

BOUDA  MD, DAVID  W,  2101  WALDRON,  67502 
663-6121 

45  M 1902  81  IM 

BRADA  MD, DONALD  ROBERT,  308  W 20TH,  67501 

662- 6041 

39  M 1902  65  P 

BURGER  MD,J  DALE,  2101  N WALDRON,  67502 

663- 6121 

21  M 1902  46  FP 

CASEY  MD, JAMES,  2101  N WALDRON,  67501 
663-6121 

42  M 3005  77  PD 

CHERVEN  MD, PHILIP  L,  1100  N MAIN,  67501 

662- 3364 

45  M 2501  77  PD 

COKER  JR  MD, GRADY  N,  1100  N MAIN,  67501 

663- 2151 

25  M 1201  OBG 

DEPENBUSCH  MD, FRANCIS  L,  1708  E 23RD,  67502 
663-7187 

38  M 1902  66  OPH 


ECKART  MD,DE  merle  E,  2517  E 45TH,  67501 
662-4921 

14  M 1902  40  OO 


FALTER  MD, RICHARD  T,  1708  E 23RD  ST,  67501 
663-7187 

38  M 1902  68  OPH 

FOSS  MD, DANIEL  C,  2101  N WALDRON,  67501 
663-6121 

43  M 1902  70  GE 

GRAVES  MD, KATHRYN,  2101  N WALDRON,  67502 
663-6121 

49  F 1902  76  D 

HALE  MD, RALPH,  37  LINKSLAND  DR,  67501 

18  M 1902  46  OO 

HEDRICK  MD, KENNETH  E,  2101  N WALDRON,  67502 
663-6121 

27  M 1902  53  GS 

HOLDERMAN  MD, WALLACE  D,  2101  N WALDRON,  67501 
663-4406 

28  M 1902  54  ORS 

JOHNSON  MD, RICHARD  L,  2101  N WALDRON,  67501 
663-6121 

00  M 82  R 

KLOSTERHOFF  MD, BRUCE  E,  720  N MAIN,  67501 

662- 6041 

45  M 1611  72  P 

LESSER  MD,DANE  A,  2101  N WALDRON,  67502 

663- 6121 

49  M 3901  81  U 

LETTNER  MD,HANS  T,  BOX  159,  67501 

662- 7801 

23  M 40716  64  PATH 

LUKENS  MD, DAVID,  2101  N WALDRON,  67502 

663- 1136 

24  M 2307  50  IM 

MCCOY  MD, CHARLES  T,  310  WOLCOTT  BLDG,  67501 
662-0121 

16  M 1902  41  OPH 

MCMULLEN  MD, JOSEPH  E,  2101  N WALDRON,  67502 
663-6121 

33  M 1902  63  GS 

MULL  MD,JOHN  C,  2101  N WALDRON,  67501 
663-6121 

34  M 1902  68  OBG 

NEEL  MD, WILBUR  B,  2101  N WALDRON,  67502 
663-6121 

24  M 1902  60  IM 

NEUSCHAFER  MD, DARREL  R,  2101  N WALDRON,  67501 
663-6121 

48  M 1902  75  OBG 

OMDAHL  MD, NICHOLAS  S,  2101  NO  WALDRON,  67502 
663-6121 

47  M 5605  83  IM 

OPENSHAW  MD, CALVIN  R,  2020  N WALDRON,  67502 

662- 0569 

21  M 4901  53  GS 

OYER  MD,  FREDERICK  R,  2101  N WALDRON,  67502 

663- 6121 

43  M 1606  dr 

PAINE  MD, GEORGE  E,  220  W 23RD,  67502 

94  M 1606  20  OO 

PEASE  MD,GARY  L,  1712  E 23RD,  67501 

662- 4458 

41  M 3005  77  OTO 

PERKINS  MD,JACK  L,  2101  N WALDRON,  67502 

663- 6121 

24  M 1902  53  FP 

SAYLOR  MD,RANDEL  L,  2101  N WALDRON,  67502 
663-6121 

53  M 1720  85  OPH 

SCHROLL  MD,JACK  C,  2101  N WALDRON,  67502 
663-6121 

24  M 1902  49  OBG 


(HUGOTON-HUTCHINSON)  65 


SHAW  JR  MD, JAMES  W,  PO  BOX  1646,  67502 
662-7801 

40  M 1902  66  PATH 

SHEARS  MD, ROBERT  N,  1100  N MAIN,  67501 
662-3364 

20  M 1902  44  PD 

SHERVIN  MD,ADEL,  1600  N LORRAINE  #120,  67501 
662-1742 

47  M 51703  OBG 

SMITH  MD, THOMAS  WILLIAM,  1712  E 23RD,  67501 

662- 4458 

43  M 1643  80  OTO 

SPITZER  MD, JEROME  S,  1100  N MAIN,  67501 

663- 2151 

33  M 3005  62  FP 

STAFFORD  MD, ROBERT  W,  2101  N WALDRON,  67502 
663-6121 

43  M 2101  74  IM 

STOUT  MD, JAMES  M,  2101  N WALDRON,  67501 
663-6121 

29  M 1902  55  FP 

SUMNER  MD, MARION  M,  3011  B NUTMEG,  67502 

26  M 1902  52  IM 

TAYLOR  MD,ELWYN  J,  1100  N MAIN,  67502 
663-2151 

34  M 1902  62  FP 

TISDALE  MD, TERRANCE  C,  HUTCHINSON  CLINIC  PA,  67501 
663-6121 

36  M 6701  80  ORS 

VIERTHALER  MD,LYLE  D,  PO  BOX  731,  67504 
665-7211 

54  M 1902  ANES 

VON  RODEN  MD, WILLIAM  J,  10011  GOLDEN  ARROW  DR,  67502 

662- 3306 

26  M 1611  67  GS 

WEIDENSAUL  MD,D  N,  2101  N WALDRON,  67502 

663- 6121 

50  M 1902  76  IM 

WESLEY  MD, MICHAEL  R,  2101  N WALDRON,  67502 
663-6121 

54  M 1902  85  FP 

WORTMAN  MD,JACK  A,  2101  N WALDRON,  67502 
663-6121 

34  M 1902  63  IM 


INDEPENDENCE  — 316 
(Southeast  Kansas  Society) 

ATWOOD  MD, LARRY  C,  800  W MYRTLE,  67301 
331-8610 

54  M 1902  80  FP 

BAIR  MD, ALBERT  E,  PO  BOX  925,  67301 

16  M 1902  44  OO 

BARBERA  MD, PORTER  E,  PO  BOX  1157,  67301 
331-4400 

19  M 4707  47  OO 

EMPSON  MD, CHARLES  L,  PO  BOX  848,  67301 
331-6019 

37  M 1902  68  FP 

KNUTH  MD, KENNETH  L,  2900  TERRA  VISTA,  67301 
331-2200 

22  M 1902  50  R 

MYERS  JR  MD,EARL  B,  BOX  548,  67301 
331-3420 

32  M 2803  69  GS 

STACEY  MD, KIMBALL,  209  N SIXTH,  67301 
331-6350 

00  M 82  IM 


lOLA  — 316 
(Allen  County  Society) 

COPENING  MD,TELL  B,  BOX  386,  66749 
365-2134 

43  M 1902  70  FP 

DETAR  MD, GEORGE  F,  826  E MADISON,  66749 

28  M 1902  57  GS 

DICK  MD, WILLIS  G,  BOX  826,  66749 

13  M 512  71  OO 

HORNICK  MD, ANTHONY  M,  826  E MADISON,  66749 
365-7643 

53  M 1902  84  GS 

LENSKI  JR  MD, FRANCIS  X,  206  S JEFFERSON,  66749 
365-3901 

26  M 1606  50  FP 

MYERS  MD,W  EUGENE,  BOX  645,  66749 
365-3732 

12  M 1902  46  FP 

SCHMAUS  MD,LYLE  F,  1020  N JEFFERSON,  66749 
99  M 1803  30  OO 


JETMORE  — 316 
(Ford  County  Society) 

SPENCE  MD, MICHAEL  D,  810  W BRAMLEY  PO  BOX  458,  67854 
357-8385 

50  M 1902  77  FP 


JEWELL  — 913 
(Mitchell  County  Society) 

PLOWMAN  MD,CARL  W,  , 66949 

99  M 1606  29  OO 


JUNCTION  CITY  — 913 
(Geary  County  Society) 

BOLLMAN  MD, CHARLES  S,  PO  BOX  397,  66441 
762-4575 

41  M 3901  74  GS 

BRETHOUR  MD, LESLIE  J,  1106  ST  MARYS  RD,  66441 
238-4151 

13  M 3006  41  FP 

BUNKER  JR  MD, HERBERT  L,  1106  ST  MARYS  RD,  66441 
238-5131 

20  M 1606  47  FP 

CRAIG  MD, THOMAS  A,  1106  ST  MARYS  RD  STE  102,  66441 
762-4255 

53  M 1902  81  IM 

LABHSETWAR  MD,S  A,  MEDICAL  ARTS  BLDG,  66441 
762-4147 

39  F 49528  74  OBG 

MACE  MD, RONALD  D,  1106  S ST  MARYS  RD  STE  305,  66441 
762-4884 

42  M 3901  75  FP 

O'DONNELL  MD, HARRY  E,  703  WEST  CHESTNUT,  66441 

14  M 4113  42  OO 

PATEL  MD,MAHENDRA  N,  1106  ST  MARYS  RD  STE  206,  66441 
762-2327 

48  M 35207  78  IM 


66  (HUTCHINSON-JUNCTION  CITY) 


SCOTT  MD,ALEX, 
238-2518 

507  WEST 

6TH,  66441 

23  M 

5605 

50 

FP 

WRIGHT  MD, STANLEY  E,  700 
762-4884 

ROCKLEDGE 

DR,  66441 

47  M 

3901 

75 

00 

KANSAS  CITY  — 913 
(Wyandotte  County  Society) 

ALEXANDER  MD, CHARLES  E,  TWO  GATEWAY  CENTER  #917,  66101 
321-6670 

43  M 401  74  OBG 

ALEXANDER  MD, CLYDE  W,  3240  N 37TH,  66104 
281-4380 

96  M 4707  23  FP 

ALGIE  MD, WILLIAM  H,  3100  MINNESOTA  #101,  66102 
281-2929 

02  M 1902  27  IM 

ALLEGRE  MD,ANN,  1969  N 33RD,  66104 
788-7099 

50  F 1902  78  IM 

ARAKAWA  MD,KASUMI,  KU  MED  CENTER,  66103 
588-6670 

26  M 57211  64  ANES 

ARMSTRONG  MD, JEFFREY  A,  KU  MED  CENTER,  66103 
588-6670 

54  M 1902  80  ANES 

ARNETT  MD, GWENDOLYN  R,  KU  MED  CTR  DIAG  RAD  DEPT,  66103 
588-6800 

54  F 1902  80  DR 

ASHER  MD,MARC  A,  K U MED  CENTER,  66103 
588-6130 

36  M 1902  63  ORS 

BASS  JR  MD, LEWIS  N,  1975  N 5TH , 66101 
321-2320 

21  M 1902  45  PD 

BATNITZKY  MD, SOLOMON,  K U MED  CENTER,  66103 
588-6835 

40  M 83601  77  DR 

BECKER  MD, LESLIE  E,  600  NEBRASKA  SUITE  104,  66101 
342-4010 

23  M 1003  65  U 

BENSON  MD,KIRK  T,  KU  MED  CENTER,  66103 
588-6670 

54-0  M 19  02  80  ANES 

BERGIN  MD, JAMES  J,  BETHANY  MED  CENTER,  66102 
281-8767 

28  M 2407  76  IM 

BICHLMEIER  MD, FRANKLIN  G,  155  S 18TH,  66102 
371-6800 

33  M 1902  59  CDS 

BOLINGER  MD, ROBERT  E,  KU  MEDICAL  CENTER,  66103 
588-6022 

19  M 1902  43  END 

BOSILEVAC  MD,FRED  N,  155  S 18TH,  66102 

16  M 1902  44  OPH 

BRACKETT  JR  MD, CHARLES  E,  KU  MED  CENTER,  66103 
588-6117 

20  M 3501  52  NS 

BRILLHART  MD, MAXINE  T,  1610  WASHINGTON  BOULEVARD,  66102 
321-4800 

15  F 1902  50  FP 

BROOKS  MD, CHARLES  L,  8919  PARALLEL,  66112 
297-2400 

54  M 1902  85  GE 

CALDERON  MD, JAIME,  4631  ORVILLE  SUITE  201,  66102 
287-5556 

39  M 26401  75  CD 


CALKINS  MD,JOHN  W,  KU  MED  CENTER,  66103 
588-6236 

51  M 1902  76  OBG 

CAMERON  MD, WILLIAM  J,  KU  MEDICAL  CENTER,  66103 
588-6200 

29  M 2501  62  OBG 

CARPENTER  MD,PAUL  R,  155  S 18TH  SUITE  105,  66102 
371-6800 

24  M 1902  50  GS 

CHALIAN  MD, ALEXANDER  R,  2648  MINNESOTA  AVE,  66102 
371-0307 

03  M 3509  57  00 

CHANG  MD,C  H JOSEPH,  KU  MED  CENTER,  66103 
588-6807 

29  M 58301  71  R 

CHIN  MD,TOM  D,  KUMC  - HUMAN  ECOLOGY  DEPT,  66103 
588-7175 

22  M 2501  73  ID 

CHO  MD, CHENG  T,  K U MED  CENTER,  66103 
588-6336 

37  M 38501  74  PD 

CHONKO  MD, ARNOLD  M,  KU  MED  CENTER,  66103 
588-6076 

43  M 3840  74  NEP 

CLAWSON  MD,D  KAY,  K U MED  CENTER,  66103 
588-1400 

27  M 2401  83  ORS 

COALE  MD, LLOYD  H,  5020  GREELEY,  66104 

13  M 1902  43  00 

COHN  MD, STEVEN  G,  8929  PARALLEL  PARKWAY,  66112 
596-4100 

41  M 1902  68  ANES 

COOK  MD, JAMES  D,  KU  MED  CENTER,  66103 
588-6077 

36  M 6505  75  HEM 

COONFIELD  MD, JAMES  W,  1428  S 32ND,  66106 
384-1630 

45  M 1902  79  FP 

COX  III  MD,IRA  L,  155  SOUTH  18TH,  66102 
371-4343 

43  M 1902  69  DR 

COX  MD,GLENDON  G,  KU  MED  CENTER  DIAG  RAD  DEPT,  66103 
588-6883 

55  M 1902  84  DR 

CROCKETT  MD, CHARLES  A,  155  S 18TH,  66102 
342-2200 

19  M 401  49  OPH 

CULP  MD, LOUIS  M,  8919  PARALLEL  PARKWAY  #208,  66112 
371-1077 

24  M 1902  53  FP 

DAVIS  MD, CHRISTOPHER  G,  8010  PARALLEL  PKWY,  66112 
299-6075 

09  M 1902  40  FP 

DE  VRIES  MD, PIETER  A,  KU  MED  CTR  PEDIATRIC  SURG,  66103 
588-6180 

21  M 511  82  PDS 

DEMOTT  MD, WAYNE  R,  PROVI DENCE-ST  MGT  HLTH  CT , 66112 
334-2500 

34  M 4002  68  PATH 

DIALLO  MD, GASTON  I,  600  NEBRASKA,  66117 
281-2888 

35  M 86905  75  GE 

DIEDERICH  MD, DENNIS  A,  K U MEDICAL  CENTER,  66103 
588-6981 

36  M 2834  69  IM 

DUJOVNE  MD, CARLOS  A,  K U MED  CENTER,  66103 
588-6061 

37  M 13201  73  CP 

DULIN  MD,JOSE  I,  6013  LEAVENWORTH  RD,  66104 
299-0089 

51  M 84711  81  IM 


(KANSAS  CITY) 


DUNCAN  MD,KIRK  A,  4601  ORVILLE  SUITE  5,  66102 
474-9353 

53  M 1902  83  IM 

DUNN  MD, MARVIN  I,  KU  MED  CENTER,  66103 
588-6015 

27  M 1902  54  CD 

EGEA,  FERNANDO  M,  8919  PARALLEL  PKWY,  #301,  66112 
334-3400 

37  M 13206  62  N 

EMAMI  MD, ABBAS,  KU  MED  CENTER  PED  DEPT,  66103 
588-6340 

45  M 51703  PD 

ESTES  MD, NORMAN  C,  KU  MED  CENTER  SURG  DEPT,  66103 
588-6150 

40  M 1902  84  GS 


FINLEY  MD, BRENT  E,  KU  MED  CENTER  OB/GYN  DEPT,  66103 
432-9326 

52  M 1902  81  MFM 

FLOERSCH  MD, HUBERT  M,  8919  PARALLEL  PARKWAY,  66112 
371-2020 

08  M 1902  35  OBG 

FORET  MD,JOHN  D,  KU  MED  CENTER,  66103 
588-6147 

26  M 1602  59  U 

FOSTER  MD, FRANCES  J,  4601  ORVILLE  SUITE  12,  66102 
287-2226 

41  F 4707  68  OPH 

FOX  MD, DEANNA  K,  K U MED  CENTER,  66103 
588-6670 

48  F 1902  76  ANES 

FRIESEN  MD, STANLEY  R,  KU  MED  CENTER,  66103 
588-6108 

18  M 1902  43  GS 

GERBER  MD, HARRY  A,  THE  MANOR  3231  N 61ST,  66104 

96  M 5606  32  FP 

GERJARUSAK  MD,PRAPAS,  4601  ORVILLE  SUITE  5,  66102 
596-1313 

46  M 89101  75  IM 

GILHOUSEN  MD, FREDERIC  M,  1029  N 32ND,  66102 
281-5252 

40  M 1902  67  ORS 

GIRI  MD,SHANKER  P G,  KU  MED  CENTER,  66103 
588-3610 

50  M 49509  79  TR 

GOERTZ  MD,LEO  R,  155  S 18TH  ST,  66102 
371-4343 

22  M 1902  52  R 

GOLLUB  MD, STEVEN  B,  KU  MED  CTR  DEPT  OF  MED,  66103 
588-6015 

53  M 1205  80  IM 

GOODWIN  MD, DONALD  W,  KU  MED  CENTER,  66103 
588-6402 

31  M 1902  76  P 

GOTO  MD, HIROSHI,  KUMC  - ANES  DEPT,  66103 
588-6670 

42  M 57241  76  ANES 

GRADY  MD, KENNETH  L,  155  S 18TH,  66102 
321-3844 

36  M 1902  73  P 

GRANTHAM  MD, JARED  J,  K U MED  CENTER,  66103 
588-6075 

36  M 1902  69  NEP 

GREENBERGER  MD,N  J,  KU  MEDICAL  CENTER,  66103 
588-6001 

33  M 3806  72  IM 

GRUENDEL  MD, RICHARD  A,  1029  N 32ND,  66102 
281-5252 

29  M 1902  55  ORS 


GRUENDEL  MD, VIRGINIA  T,  6926  GARFIELD,  66102 
299-2787 

30  F 1902  55  FP 

GUARDIA  MD, DAVID  K,  KU  MED  CENTER  DEPT  OB/GYN,  66103 
588-6238 

52  M 1902  81  OBG 

GUMUCIO  MD, MARIO  L,  6013  LEAVENWORTH  RD,  66104 
299-2069 

30  M 64901  67  IM 

HANCOCK  MD,ALAN  C,  9201  PARALLEL,  66112 
299-1474 

35  M 1902  65  FP 

HARA  MD, GLENN  S,  KU  MED  CENTER,  66103 
588-6200 

43  M 514  73  OBG 

HARDIN  MD, CREIGHTON  A,  KU  MED  CENTER,  66103 
588-6106 

18  M 5605  48  GS 

HART  MD, KELLY  Z,  155  S 18TH,  66102 
371-4343 

50  M 1902  76  DR 

HARTMAN  MD, CHARLES  R,  K U MED  CENTER,  66103 
588-6111 

37  M 1902  67  IM 

HENDRICKS  MD,K  DWIGHT,  8919  PARALLEL  PKWY  SUITE  226,  66112 
299-8800 

53  M 1611  80  OPH 

HERMRECK  MD,ARLO  S,  K U MED  CENTER,  66103 
588-7232 

38  M 1902  66  GS 

HIEBERT  MD,JOHN  M,  KU  MED  CTR  PLASTIC  SURG,  66103 
588-6143 

42  M 2405  80  PS 

HINTHORN  MD, DANIEL  R,  KU  MED  CENTER,  66103 
588-6035 

41  M 1902  68  IM 

HOADLEY  MD, WILLIAM  D,  KU  MED  CENTER-MEDICINE,  66103 
588-3974 

31  M 1902  56  IM 

HODGES  MD, GLENN  R,  K U MED  CENTER,  66103 
588-6035 

41  M 1602  74  ID 

HODGSON  MD, JAMES  F,  8919  PARALLEL,  66112 
299-8000 

45  M 4813  81  OBG 

HOLDCRAFT  MD , J ACQUELYNE , 255  NEW  BROTHERHOOD  BLDG,  66101 
321-1161 

36  F 2105  68  ENT 

HOLLOWELL  MD, JOSEPH  G,  KU  MEDICAL  CENTER  PED  DEPT,  66103 
588-5906 

32  M 4501  70  PD 

HOLMES  MD, FREDERICK  F,  KUMC,  66103 
588-6005 

32  M 5404  69  IM 

HOLMES  MD, GRACE  E,  KUMC,  66103 
588-6325 

32  F 5404  68  PD 

HOLMES  MD,JOHN  A,  155  S 18TH,  66102 
621-1188 

47  M 1902  78  IM 

HUERTER  MD, QUENTIN  C,  WYANDOTTE  MED  BLDG  STE226,  66112 
299-8800 

31  M 1902  60  OPH 

HURWITZ  MD,ARYEH,  KU  MED  CENTER,  66103 
588-6060 

36  M 2802  69  IM 

IBARRA  MD, RICHARD  C,  754  PACIFIC,  66101 
342-3969 

26  M 64902  63  FP 

ILIOPOULOS  MD,JOHN  I,  KU  MED  CENTER,  66103 
588-6197 

44  M 41801  81  GS 


68  (KANSAS  CITY) 


INGRAM  MD,JOHN  E,  1428  S 32ND,  66106 
384-1630 

24  M 3006  57  FP 

KYNER  MD, JOSEPH  L,  KU  MED  CENTER,  66103 
588-6048 

34  M 1902  61  end 

ISERN  MD, HENRY  J,  4601  ORVILLE  SUITE  12,  66102 
287-2226 

43  M 84706  OPH 

LAI  MD, CHI-WAN,  K U MED  CENTER  DEPT  OF  N,  66103 
588-7189 

44  M 38502  78  n 

JACOBS  MD, DAVID  S,  8929  PARALLEL  PARKWAY,  66112 
596-4725 

31  M 2501  65  PATH 

LAING  MD, ROBERT  R,  155  S 18TH  ST,  66102 
371-4301 

37  M 1643  62  GE 

JACOBS  MD,RAE  R,  K U MED  CENTER,  66103 
588-6163 

36  M 3506  72  ORS 

LAWWILL  MD, THEODORE,  K U MED  CENTER,  66103 
588-6605 

37  M 4705  80  OPH 

JACOBSON  MD, EUGENE  D,  KUMC  OFFICE  OF  DEAN  SCH  OF  MED, 
588-5287  66103 

30  M 5002  IM 

LAYBOURNE  JR  MD,PAUL  C,  KU  MED  CENTER,  66103 
588-6475 

18  M 3509  49  CHP 

JAHANIAN  MD,DARYOUSH,  8919  PARALLEL  PARKWAY,  66112 
334-5420 

40  M 51701  74  OBG 

LEE  MD,JAE  M,  155  S 18TH  #105,  66102 
371-6800 

40  M 58302  74  GS 

JAYARAM  MD,MARANDAPALLI  R,  8919  PARALLEL,  66112 
492-6200 

42  M 49509  73  PD 

LEE  MD,KYO  R,  KUMC,  66103 
588-6800 

33  M 58302  73  R 

JEWELL  MD, WILLIAM  R,  KU  MED  CENTER,  66103 
588-6112 

35  M 1611  72  GS 

LEMOINE  JR  MD, ALBERT  N,  K U MED  CENTER,  66103 
588-6600 

18  M 2802  47  OPH 

JOHNSON  MD, BRUCE  E,  KU  MED  CENTER,  66103 
588-6000 

50  M 514  78  IM 

LEO  MD, WILLIAM  A,  K U MED  CENTER,  66103 
588-6109 

22  M 1902  52  GS 

JOHNSON  MD,CYNDA  A,  KU  MED  CTR  FAMILY  PRACTIC,  66103 
588-1908 

51  F 514  80  FM 

LEVINE  MD, ERROL,  K U MED  CENTER,  66103 
588-6800 

41  M 83601  77  DR 

JOHNSON  MD,JOHN  E,  BETHANY  MED  CTR,  66102 
281-8815 

17  M 4706  57  PATH 

LIEBERMAN  MD, BRUCE  IRWIN,  KU  MED  CENTER,  66103 
588-6300 

49  M 3819  79  PD 

JONES  JR  MD, HERMAN  H,  600  NEBRASKA,  66101 
342-4010 

25  M 4707  56  GS 

LINDSLEY  MD, CAROL  B,  K U MED  CENTER,  66103 
588-5907 

41  F 5404  74  PD 

JONES  MD, BARBARA,  KU  MEDICAL  CENTER,  66103 
588-6339 

28  F 4901  PD 

LINDSLEY  MD, HERBERT  B,  K U MED  CENTER,  66103 
588-6008 

40  M 1902  74  rhU 

KARGES  MD, MELVIN  D,  KU  MED  CENTER  PHY  MED  & REHAB,  66103 
588-6777 

55  M 1902  83  PM 

KENNEDY  MD, JAMES  A,  K U MED  CENTER,  66103 

LINN  MD, CATHERINE  P,  155  S 18TH,  66102 
788-9797 

32  F 1902  80  OBG 

588-6000 

35  M 2834  74  IM 

KEPES  MD,JOHN  J,  K U MED  CENTER  - PATH  DEP,  66103 

LIU  MD, ALBERT  T,  8919  PARALLEL,  66112 
788-9797 

49  M 1902  80  OBG 

588-7076 

28  M 47301  62  PATH 

LIU  MD,CHIEN,  K U MED  CENTER,  66103 
588-6035 

21  M 24217  59  ID 

KERBY  MD, GERALD  R,  KU  MED  CENTER,  66103 
588-6044 

32  M 1902  62  PUD 

LLOYD  MD, HARVEY  L,  PO  BOX  6037,  66106 

KIM  MD,JONG  M,  KUMC,  66103 
588-6670 

40  M 58302  74  ANES 

08  M 1803  46  FP 

LUKERT  MD, BARBARA  P,  KU  MED  CENTER,  66103 
588-6048 

34  F 1902  61  end 

KING  MD, CHARLES  R,  K U MEDICAL  CENTER,  66103 
588-6200 

47  M 1902  73  OBG 

LYNCH  MD,SEAN  R,  KU  MED  CENTER,  66103 
588-6031 

38  M 83601  77  HEM 

KIRCHNER  MD, FERNANDO  R,  155  S 18TH  SUITE  270,  66102 
371-7333 

30  M 64901  63  OTO 

MANGOLD  MD,JOEL  VOYCE,  KU  MED  CENTER,  66103 
588-6670 

30  M 1902  77  ANES 

KOVAC  MD, ANTHONY  L,  KU  MED  CENTER  ANES  DEPT,  66103 
588-6670 

52  M 1902  81  ANES 

MANI  MD,MANI  M,  KUMC,  66103 
588-6142 

37  M 49527  74  PS 

KRANTZ  MD,KERMIT  E,  KU  MED  CENTER,  66103 
588-6201 

23  M 1606  59  OBG 

MARSH  MD, ALICE  GARRISON,  K U MED  CENTER,  66103 
588-6390 

24  F 3545  52  PD 

KRUG  MD,PAUL  E,  K U MED  CENTER,  66103 
588-6670 

54  M 1902  ANES 

MARTIN  MD, JOSEPH  P,  9201  PARALLEL,  66112 
334-1515 

49  M 1902  78  IM 

KUEBLER  MD, KEVIN  M,  155  S 18TH,  66102 
371-6800 

50  M 2101  82  GS 

MARTIN  MD, NORMAN  L,  K U MED  CENTER,  66103 
588-6800 

36  M 1902  63  DR 

(KANSAS  CITY) 


MARTIN  MD, RONALD  L,  KU  MED  CENTER  PSYCHIATRY,  66103 
588-6412 

45  M 1606  80  P 

MASTERS  MD, FRANCIS  W,  KU  MED  CENTER,  66103 
588-6142 

20  M 3545  58  PS 

MATHEWSON  MD,HUGH  S,  KUMC,  66103 
588-6675 

21  M 1902  44  ANES 

MATTIOLI  MD, LEONE,  KUMC,  66103 
588-6311 

32  M 56115  69  PDC 

MCCARTHY  MD, ROBERT  P,  8919  PARALLEL,  66112 
334-9003 

25  M 2834  54  U 

MCCUNE  MD,MARK  A,  8919  PARALLEL  PKWY,  66112 
492-6200 

52  M 1902  81  D 

MEBUST  MD, WINSTON  K,  KU  MED  CENTER,  66103 
588-6146 

33  M 5404  66  U 

MEDHAT  MD,MOHAMED  A,  KU  MED  CENTER  REHAB  MED,  66103 
588-6798 

32  M 33002  80  RM 

MILLER  MD, DENNIS  W,  600  NEBRASKA  SUITE  102,  66101 
621-4001 

49  M 4707  82  OBG 

MILLER  MD, NORMAN  S,  KU  MED  CENTER  PSY  DEPT,  66103 
588-6464 

43  M 1003  P 

MILLIGAN  MD, DONALD  B,  KU  MED  CENTER,  66103 
588-1937 

48  M 2307  75  FP 

MOELLER  MD, DONALD  D,  420  S 18TH,  66102 
371-4301 

34  M 1902  61  GE 

MOORE  MD, WAYNE  V,  K U MED  CENTER,  66103 
588-6336 

42  M 2604  74  PD 

MORFFI  MD,RAUL  R,  1225  N 78TH,  66112 
287-8300 

25  M 27501  67  IM 

NEFF  MD, JAMES  R,  KU  MED  CENTER,  66103 
588-6198 

40  M 1902  67  ORS 

NEIGHBOR  MD, ERNEST  H,  1420  S 42ND,  66106 
831-3433 

40  M 1902  67  ORS 

NEIGHBOR  MD, GAYLORD  P,  1420  SOUTH  42ND,  66106 
831-3433 

13  M 1902  41  FP 

NIBBELINK  MD, LARRY  WAYNE,  155  S 18TH,  66102 
371-2330 

48  M 2803  79  OBG 

NOBLE  MD,MARK  J,  KU  MED  CENTER- UROLOGY , 66103 
588-6148 

49  M 2501  81  U 

NORRIS  MD, CHARLEY  W,  KUMC,  66103 
588-6700 

33  M 1902  65  OTO 

O'BOYNICK  II  MD,PAUL  LEONARD,  KU  MED  CENTER,  66103 
588-5000 

48  M 1902  79  NS 

O'DELL  MD, MICHAEL  L,  KU  MED  CTR  DEPT  OF  FP,  66103 
588-1908 

51  M 1902  83  FP 

OTHMER  MD,EKKEHARD,  K U MEDICAL  CENTER,  66103 
588-6440 

33  M 40721  77  P 

OXLER  JR  MD,JOHN  EDWARD,  155  S 18TH,  66103 
362-6161 

46  M 1902  74  IM 


PALMER  MD, MARVIN  M,  8919  PARALLEL  PKW,  66112 
788-9797 

45  M 702  77  OBG 

PARDO  MD, LILLIAN  G,  KU  MEDICAL  CENTER,  66103 
831-6373 

39  F 74802  79  PDN 

PARDO  MD, MANUEL  P,  K U MEDICAL  CENTER,  66103 
588-6464 

35  M 74801  73  P 

PAREKH  MD,AJITKUMAR  M,  6013  LEAVENWORTH  RD,  66104 
299-2069 

47  M 49501  77  PUD 

PARRA  MD, DANIEL  C,  6013  LEAVENWORTH  RD,  66104 
299-2069 

43  M 84703  83  FM 

PARRA  MD, MIGUEL  D,  6013  LEAVENWORTH  RD,  66104 
299-2088 

37  M 84710  70  FP 

PAZELL  MD,JOHN  A,  4631  ORVILLE,  66102 
287-6464 

40  M 2501  73  ORS 

PERRY  JR  MD, LAWRENCE  L,  KUMC  39TH  AT  RAINBOW,  66103 
588-6522 

34  M 1902  73  FP 

PIERCE  MD, GEORGE  E,  KUMC  - PO  BOX  255,  66103 
588-6115 

33  M 2307  72  TS 

PINGLETON  MD, SUSAN  K,  KU  MED  CENTER  DEPT  OF  MED,  66103 
588-6044 

46  F 1902  82  IM 

PIPPIN  MD, LYNNE  K,  KU  MED  CENTER  ANES,  66103 
588-6670 

48  F 35207  72  ANES 

PORTER  MD, SUSAN  S,  KU  MED  CTR  ANES  DEPT,  66103 
588-6670 

54  F 1902  81  ANES 

POTTER  MD, ROBERT  L,  1969  N 33RD,  66102 
321-0341 

38  M 1902  64  IM 

PREMSINGH  MD,NALINI  G,  4631  ORVILLE  #202,  66102 
596-2000 

39  F 49508  76  CD 

PRESTON  MD, DAVID  F,  KU  MED  CENTER,  66103 
588-6810 

33  M 3841  74  NM 

PRETZ  MD, JAMES  B,  1610  WASHINGTON  BOULEVARD,  66102 
342-2442 

24  M 1902  47  FP 

PRICE  MD, JAMES  GORDON,  K U MED  CENTER,  66103 
588-6510 

26  M 702  78  FP 

PRIETO  MD, JORGE  N,  6013  LEAVENWORTH  RD,  66104 
299-2069 

45  M 26401  76  GS 

PUGH  MD, DAVID  M,  K U MED  CENTER,  66103 
588-6015 

29  M 801  64  CD 

OUIMBY  MD, STEVEN  R,  8919  PARALLEL,  66112 
299-8000 

50  M 85  D 

QUINN  MD, CHARLES  E,  4601  ORVILLE,  66102 
287-6604 

43  M 4707  75  OBG 

RAGLAND  MD, CHARLES  W,  155  S 18TH,  66102 
321-2974 

50  M 1902  81  IM 

RECKLING  MD, FREDERICK  W,  KU  MED  CENTER,  66103 
588-6129 

34  M 3545  66  ORS 

BEDFORD  MD,JOHN  W B,  K U MED  CENTER,  66103 
588-6777 

28  M 6501  74  PM 
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REEB  MD, RONALD  JOSEPH,  155  S 18TH,  66102 
371-4343 

46  M 3006  79  DR 

REED  JR  MD, WILLIAM  O,  155  S 18TH,  66102 
371-6802 

50  M 2803  83  ORS 

RHODES  MD, JAMES  B,  KU  MEDICAL  CENTER,  66103 
588-6019 

28  M 1902  66  GE 

RHODES  MD, MARTIN  L,  155  S EIGHTEENTH,  66102 
321-0341 

47  M 1902  73  IM 

RICE  JR  MD, FREDERICK  A,  1029  N 32ND  ST,  66102 
281-5252 

36  M 4802  68  ORS 

RICHARDSON  MD,JAY  L,  8919  PARALLEL,  66112 
299-8000 

38  M 1902  66  GS 

RILEY  MD,RAY  B,  2020  ORVILLE,  66102 

06  M 1902  36  OO 

RISING  MD, JESSE  D,  KU  MEDICAL  CENTER,  66103 
588-1934 

14  M 1902  38  IM 

ROBINSON  MD, RALPH  G,  KU  MEDICAL  CENTER,  66103 
588-6810 

37  M 1902  63  NM 

ROOK  MD,LEE  E,  4116  STRONG,  66106 
831-2834 

09  M 1902  38  FP 

ROSENBERG  MD, ALLAN  J,  KU  MED  CENTER  PED  DEPT,  66103 
588-6339 

38  M 2407  PD 

ROSENTHAL  MD, STANTON  J,  K U MED  CENTER,  66103 
588-6800 

46  M 1902  72  DR 

ROTH  MD,ALAN  E,  BETHANY  HOSPITAL  51  N 12,  66102 
281-8814 

35  M 1902  63  PATH 

RUTH  MD, WILLIAM  E,  K U MED  CENTER,  66103 
588-6044 

26  M 1902  53  PUD 

SANTOS  MD,FERMIN  M,  6013  LEAVENWORTH  RD,  66104 
299-0538 

49  M 84706  82  P 

SAYEGH,  JOHN,  1332  S 42nd,  66106 
321-2420 

46  M 84701  78  GP 

SCHIMKE  MD,R  NEIL,  KU  MED  CENTER,  66103 
588-6043 

35  M 1902  63  END 

SCHWEGLER  MD, RAYMOND  A,  8919  PARALLEL  PKWY,  66112 
492-6200 

37  M 1902  64  CD 

SCHWORM  MD, CURTIS  P,  155  SOUTH  18TH,  66102 
371-4343 

47  M 3005  77  DR 

SHERMAN  MD, ROBERT  P,  9201  PARALLEL  AVE,  66112 
334-0040 

34  M 1902  64  PUD 

SOUCEK  MD, CHARLES  D,  155  S 18TH,  66102 
371-4343 

31  M 3005  64  R 

SPEER  MD,LELAND,  910  N WASHINGTON,  66102 
12  M 1902  36  OO 


STECHSCHULTE  MD, DANIEL  J,  K U MED  CENTER,  66103 
588-6008 

36  M 2834  73  A 


STEELE  MD, CLARENCE  H,  255  BROTHERHOOD  BLDG,  66101 
321-1161 

14  M 1902  40  OTO 

STEINZEIG  MD, SHERMAN  M,  155  S 18TH,  66102 
621-1151 

25  M 1902  52  CD 

STUBBLEFIELD  MD, CHARLES  T,  155  S 18TH,  66102 
371-2330 

32  M 1902  59  OBG 

TAYLOR  MD, WILLIAM  F,  8919  PARALLEL  PKWY,  66112 
299-8000 

53  M 2846  82  IM 

TEMPLETON  MD,ARCH  W,  K U MEDICAL  CENTER,  66103 
588-6805 

32  M 3005  69  R 

THEDINGER  MD, BRADLEY  S,  KU  MED  CTR  DEPT  OF  OTO,  66103 
588-6717 

53  M 1902  83  NOTO 

THEROU  MD, LEONA  F,  K U MED  CENTER  PED  DEPT,  66103 
588-5908 

41  F 6701  71  PD 

THOMAS  MD, JAMES  H,  K U MED  CENTER,  66103 
588-5901 

41  M 2012  75  GS 

THOMPSON  MD, DANNIE  M,  TWO  GATEWAY  CTR  SUITE  917,  66101 
321-3355 

35  M 4707  68  OBG 

TIOJANCO  MD, REYNALDO  R,  6013  LEAVENWORTH  RD,  66104 
799-2069 

44  M 65  FP 

TRUEWORTHY  MD, ROBERT  C,  KU  MED  CENTER,  66103 
588-6340 

40  M 2802  73  PD 

VARGHESE  MD, GEORGE,  K U MEDICAL  CENTER,  66103 
488-6798 

44  M 49509  77  PM 

VATS  MD,TRIBHAWAN  S,  K U MED  CENTER  PED  DEPT,  66103 
588-6340 

40  M 49529  75  PD 

WALKER  MD,JACK  D,  KU  MED  CENTER,  66103 
588-1900 

22  M 1902  53  FP 

WALKER  MD, MAURICE  A,  1417  S 37TH,  66106 
831-1433 

04  M 1601  28  GS 

WALSH  MD, DAVID  J,  KU  MED  CENTER  PED  DEPT,  66103 
588-6371 

46  M 4501  82  PD 

WALTERS  MD, WILLIAM  DAVID,  1428  S 32ND,  66106 
384-1630 

50  M 1902  81  FP 

WEIGEL  MD,JOHN  W,  UROLOGY  DEPT  KU  MED  CTR,  66103 
588-6148 

29  M 1902  54  U 

WILLIAMS  JR  MD, STERLING  B,  K U MEDICAL  CENTER,  66103 
588-6200 

41  M 401  77  OBG 

WILLIAMS  MD, FENTON  A,  701  WASHINGTON,  66101 
281-0361 

40  M 1003  83  R 

WILSON  MD, DAVID  B,  KU  MED  CENTER  CARDIOV  DIS  DPT,  66103 
588-6015 

54  M 4706  81  IM 

WOLF  MD,KARL  T,  621  NORTHROP,  66101 

14  M 1902  48  OO 

ZAREMSKI  MD, SHERMAN  C,  4631  ORVILLE  STE  209,  66102 
596-1185 

33  M 1720  64  IM 

ZIEGLER  MD, DEWEY  K,  KU  MED  CENTER,  66103 
588-6985 

20  M 2401  56  N 
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ZINN  MD, THOMAS  W,  155  S 18TH,  66102 
371-4343 

41  M 1902  68  R 


KANSAS  CITY  MO  — 816 


AHMED  MD,IFTEKHAR,  2900  BALTIMORE  #390,  64108 
756-2651 

45  m N 

ALLEN  MD,MARK  L,  8301  STATE  LINE  SUITE  200,  64114 
361-7555 

53  M 1902  83  ANES 

BARELLI  MD,PAT  A,  2929  BALTIMORE,  64108 

19  M 1902  44  ENT 

BLIM  MD,R  DON,  4400  BROADWAY,  64111 
561-8100 

27  M 1902  PD 

BRIDGENS  MD, JAMES  G,  1025  HUNTINGTON  RD,  64113 
363-1123 

22  M 1902  47  PATH 

CHAPMAN  MD, JAMES  H,  VA  MEDICAL  CENTER  RAD  DEPT,  64128 
265-1684 

27  M 4706  69  R 

CHRISTENSEN  MD, SHANE  R,  A4812  HEINTZ,  64133 
281-8881 

55  M 1902  83  EM 

DARK  MD, DIANA  S,  4801  LINWOOD,  64128 
588-6044 

56  F 2846  81  IM 

DEVINS  MD, GEORGE  S,  6700  TROOST  #520,  64131 

36  M 1902  62  IM 

DIEHL  MD, ANTONI  M,  4320  WORNALL  RD,  64111 
753-4414 

24  M 2604  53  PDC 

GLATTER  MD, THOMAS  R,  VA  HOSPITAL,  64128 
861-4700 

34  M 1611  83  IM 

GODFREY  MD, WILLIAM  A,  4320  WORNALL  RD,  64111 
588-6600 

38  M 1902  66  OPH 

GRAHAM  MD, WALLACE  H,  6724  TROOST  SUITE  304,  64131 
363-6707 

10  M 3006  GS 

GUASTELLO  MD, MARIO  J,  4320  WORNALL,  64111 
753-5663 

38  M 1902  OTO 

HARD  MD, BENJAMIN  F,  BOX  8400  HAWTHORN  RD,  64120 
242-2674 

28  M 4802  64  OBG 

HEIM  MD,MARY  LEE,  9308  NW  80TH  TERR,  64152 
598-4184 

42  F 2846  85  EM 

HOPKINS  MD, JAMES  P,  6650  TROOST,  64131 
523-7811 

22  M 2407  85 

KINDRED  MD,LYNN  H,  4320  WORNALL  RD  STE  40-11,  64111 
531-5510 

37  M 1902  CD 

KINPORTS  SR  MD, EDWARD  B,  2520  GRAND  #309,  64108 

15  M 1602  77  OO 

LUETJE  MD, CHARLES  MARION,  3100  BROADWAY  SUITE  509,  6411 
531-7373 

41  M 2803  78  OTO 

MCVEY  MD, PAMELA  S,  3217  KARNES  BLVD,  64111 
842-1950 

56  F 1902  81  EM 


ORR  MD, STEVEN  M,  4544  N OLIVE,  64116 

55  M 1902  81  EM 

PAYNE  MD,J  RALPH,  3212  CENTRAL,  64111 
334-2500 

40  M 1902  67  EM 

RUSSO  MD,LIBBIE  J,  4318  N LISTER,  64117 
588-6326 

53  F 2846  83  PDE 

RYSER  MD, CAROL  A,  7447  HOLMES,  64131 
363-3313 

37  F 1902  63 

SHECHTER  MD, NATHAN,  6724  TROOST,  64131 
333-1700 

18  M 1611 

SHECHTER  MD, NATHAN,  4320  WORNALL  SUITE  530,  64111 
753-4312 

18  M 1611 

STASS-ISERN  MD, MERRILL,  1405  W 50TH  TERR,  64112 
281-8880 

50  M 84706  78  EM 

THOMPSON  MD, SCOTT  W,  2900  BALTIMORE  #400,  64108 
782-3322 

51  M 64914  83  FP 

UTLEY  MD, JAMES  HARMON,  4951  WESTWOOD  TERR,  64112 
281-8880 

51  M 1606  77  EM 

YOST  JR  MD,JOHN  G,  6420  PROSPECT,  64132 
444-9000 

53  M 3005  ORS 


KINGMAN  — 316 
(Ninnescah  Society) 

BLOOM  MD,L  THEIL,  BOX  496,  67068 

32  M 1902  57  R 

BOYER  MD, ROBERT  E,  760  AVENUE  D WEST,  67068 
532-5145 

36  M 1902  63  FP 

BURKET  JR  MD, GEORGE  E,  SPRING  LAKE  RT  1,  67086 
12  M 1902  37  OO 


KINSLEY  — 316 
(Iroquois  County  Society) 

ATWOOD  MD,M  DALE,  616  NILES,  67547 
659-2114 

19  M 1902  51  FP 

SCHNOEBELEN  MD,RENE  E,  807  EAST  4TH,  67547 
659-2141 

16  M 3901  46  FP 


KIOWA  — 316 
(Tri-County  Society) 

CHRISTENSEN  MD, MARION  D,  220  SOUTH  EIGHTH,  67070 
825-4121 

25  M 3901  53  FP 


LACROSSE  — 913 
(Central  Kansas  Society) 

BHARGAVA  MD,ASHOK  KUMAR,  PO  BOX  490,  67548 
222-2564 

37  M 49547  78  FP 
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BHARGAVA  HD,SHOBHANA,  PO  BOX  490,  67548 
222-2564 

38  F 49547  81  FP 

LARNED  — 316 
(Pawnee  County  Society) 

CRAM  JR  MD,OLE  R,  521  CARROLL,  67550 
285-3161 

18  M 1902  43  FP 

DAVIS  MD, DAVID  H,  815  W 6TH,  67550 

04  M 1902  30  OO 

EWING  MD, THOMAS  D,  804  CARROLL,  67550 
285-3133 

22  M 1902  46  FP 

SHAH  MD,MIAN,  SHAH  CLINIC  PO  BOX  30,  67550 
285-3173 

32  M 70403  76  GS 

SHAH  MD,NASREEN,  SHAH  CLINIC  PO  BOX  30,  67550 
285-3173 

39  F 70409  76  OBG 

SHEPARD  MD, LEROY  W,  603  W 5TH,  67550 

04  M 3006  30  OO 

SMITH  MD,JOHN  D,  804  CARROLL,  67550 
285-3133 

22  M 3901  52  FP 


LAWRENCE  — 913 
(Douglas  County  Society) 

BELOT  JR  MD, MONTI  L,  LAWRENCE  NATIONAL  BK  BLDG,  66044 
843-3640 

13  M 1902  40  FP 

BISHOP  MD, RODNEY  LEE,  LAWRENCE  IM  ASSOC,  66044 
842-7200 

49  M 1902  75  IM 

BOYDEN  MD,MARY  S,  MEDICAL  ARTS  BLDG,  66044 
842-3778 

14  F 2604  42  PDA 

BRANSON  MD, VERNON  L,  346  MAINE,  66044 
842-4477 

17  M 1902  42  PD 

BRUNFELDT  MD,JOAN  KRAUS,  404  MAIN,  66044 
842-3635 

52  F 1902  78  IM 

BUCK  JR  MD, HENRY  W,  1112  W SIXTH,  66044 

841-9200 

34  M 1902  61  OBG 

CHEDIAK  MD, ELIAS,  601  MISSOURI,  66044 

841- 7430 

39  M 84704  71  P 

CULVER  MD, WARREN  T,  3506  W TENTH,  66044 
20  M 3508  67  OO 

DUNLAP  MD, RICHARD  L,  MEDICAL  ARTS  CENTER,  66044 

842- 4344 

12  M 3005  38  EENT 

FRIESEN  MD,DALE,  PO  BOX  521,  66044 

842-7026 

47  M 1902  75  ANES 

FUNK  MD, EDWARD  D,  2725  MAYERICK  LN , 66046 
441-2646 

*14  M 1902  41  ANES 

GILLES  MD, HELEN  M,  1301  IOWA,  66044 

22  F 1902  45  OO 

GODWIN  MD, PHILLIP  A,  500  ROCKLEDGE,  66044 

841-6540 

28  M 1902  55  ANES 


HAGGAN  MD, MARGARET  E,  1746  N H,  66044 
00  F 2501  69  OO 

HASSELLE  III  MD, JAMES  E,  346  MAINE,  66044 

841- 7430 

35  M 4706  69  P 

HATTON  MD, DONALD  W,  404  MAINE  ST  SUITE  3,  66044 

842- 3635 

42  M 1902  69  IM 

HIEBERT  MD, DAVID  L,  1112  W SIXTH,  66044 

841- 3211 

36  M 1902  62  R 

HOFFMAN  MD,J  PHILIP,  404  MAINE,  66044 

842- 3635 

00  M IM 

INGHAM  JR  MD,H  LAIRD,  404  MAINE  SUITE  3,  66044 

842- 3635 

45  M 3901  73  IM 

JONES  MD,H  PENFIELD,  MED  ARTS  CENTER,  66044 
06  M 2401  33  GS 

JOSEPH  MD, HOWARD  F,  308  MAINE,  66044 

843- 3981 

26  M 1902  51  U 

KENNEDY  MD,L  ELAINE,  404  MAINE,  66044 
842-3635 


LEARNED  MD, GEORGE  R,  401  ARKANSAS,  66044 
843-5502 

22  M 1902  56  GS 

LOVELAND  MD,G  CHARLES,  346  MAINE,  66044 
842-4477 

47  M 1902  74  PD 

MADSEN  MD, GLENN  L,  1112  W SIXTH,  66044 

841- 3211 

38  M 3005  68  R 

MANAHAN  MD,G  EUGENE,  MED  ARTS  CENTER,  66044 

842- 0211 

19  M 1902  44  GS 

MITCHELL  MD,ALEX  C,  1626  W 20TH,  66044 

843- 4739 

18  M 1902  50  PH 

MODDRELL  MD, CAROL  A,  404  MAINE,  66044 
749-6100 

45  F 1902  72  PATH 

MONCKTON  MD,LAURANCE  A,  1112  W SIXTH  SUITE  204,  66044 
843-2010 

48  M 1902  76  GS 


NELSON  MD, RICHARD  O,  2425  ORCHARD  LANE,  66044 

843-0921 

11  M 1001  41  FP 

OELSCHLAGER  MD, RONALD  D,  1112  W SIXTH,  66044 
841-3211 

43  M 1902  70  R 

ORCHARD  MD, RICHARD  A,  1112  W SIXTH  SUITE  202,  66044 

841- 2280 

41  M 2802  74  OPH 

OSBERN  MD,LIDA,  404  MAINE,  66044 

842- 3635 

52  F 1902  77  IM 

PRAEGER  MD,MARK  A,  1112  W SIXTH  SUITE  204,  66044 

843- 2010 

42  M 1902  69  GS 


REED  MD, JAMES  S,  WATKINS  MEMORIAL  HOSP,  66045 

843-4455 

23  M 1902  47  FP 

REED  MD, RALPH  R,  404  MAINE,  66044 
842-3635 

27  M 1902  53  IM 
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REESE  MD,JOHN  L,  346  MAINE,  66044 
842-6644 

35  M 1902  62  GS 

RIORDAN  MD, TERRANCE,  346  MAINE,  66044 
842-4477 

51  M 1902  83  ADL 

ROBERTS  MD, RICHARD  S,  342  WOODLAWN  DR,  66044 

19  M 2802  46  00 

SANDERS  MD,J  ALAN,  LAWRENCE  MEMORIAL  HOSP,  66044 

842- 2083 

29  M 19  02  62  PATH 

SCHROEDER  MD, SYDNEY  O,  902  W 25TH,  66044 
841-4311 

18  M 1902  44  00 

SCHWEGLER  MD, RAYMOND  A,  1504  UNIVERSITY  DR,  66044 

07  M 2604  35  00 

SEGEBRECHT  MD, STEPHEN  L,  3012  OXFORD  RD,  66044 
841-5217 

55  M 1902  OTO 

VERNON  MD,MARY  C,  500  ROCKLEDGE,  66044 
841-6540 

52  F 1902  78  FP 

WILCOX  SR  MD, HOWARD  L,  MEDICAL  ARTS  CENTER,  66044 

843- 0677 

18  M 3520  56  OBG 

WOLLMANN  MD, MARTIN,  2615  ORCHARD  LN , 66044 
843-4455 

26  M 1902  70  IM 


LEAVENWORTH  — 913 
(Leavenworth  County  Society) 

ASHKAR  MD,ADNAN,  520  6TH  AVE  SUITE  Cl,  66048 
682-6818 

42  M 52801  80  OBG 

BARRY  MD, DAVID  R,  500  EISENHOWER  RD,  66048 
727-6000 

42  M 1902  71  FP 

BUESING  MD, OLIVER  R,  230  NINTH,  66048 

10  M 2501  76  GS 

CENAC  MD,MARK  T,  500  EISENHOWER  RD , 66048 
727-6000 

27  M 401  70  GS 

COMBS  MD, PETER  S,  419  ARCH  ST,  66048 
682-0242 

14  M 4101  46  IM 

DE  SOUZA  MD, DERRICK  J,  2201  S FOURTH,  66048 
651-6030 

43  M 49501  76  GS 

GRAHAM  MD, KENNETH  L,  RTE  2 BOX  182AA,  66048 
727-6000 

21  M 3840  48  GS 

GRAHAM  MD, THOMAS  W,  500  EISENHOWER  RD,  66048 
727-6000 

26  M 3840  52  IM 

GRISOLIA  MD, ANDRES,  210  ELM,  66048 
682-5400 

27  M 84708  63  ORS 

HAMMEKE  MD,JOHN  C,  3601  S 4TH  ST  TRAFFICWAY,  66048 
682-5201 

27  M 401  66  OPH 

JOHNSON  MD,PAUL  D,  520  SIXTH  AVE,  66048 
682-6661 

36  M 1902  64  FP 

LIPOFF  MD,JAY  I,  410  S FOURTH,  66048 

682-6950 

50  M 3519  82  IM 


MCCOLLUM  MD, WILLIAM  B,  3601  S FOURTH,  66048 
682-6661 

41  M 1902  68  TS 

MERRITT  MD,W  HENRY,  44  WESTWOOD  DR,  66048 
682-6661 

14  M 702  58  00 

MILLS  MD, VERNON  A,  4510  S 4TH  TRFWAY,  66048 
682-6661 

51  M 1902  80  PD 

PARKER  MD, ROBERT  W,  500  EISENHOWER  RD,  66048 
727-6000 

45  M 1902  71  FP 

PRAY  MD, CLAUDIA  M,  529  DELAWARE,  66048 
682-4771 

52  F 1902  79  PD 

RABE  MD, MELVIN  A,  600  S BROADWAY,  66048 

14  M 1902  37  00 

RAO  MD,KAKARALA  J,  WARD  2 EAST  VAMC , 66048 
682-2000 

33  M 49527  IM 

ROGERS  MD, MARSHA  E,  500  EISENHOWER  RD,  66048 
727-6000 

51  F 1902  85  IM 

SNOW  MD, DONALD  L,  PO  BOX  549,  66048 
682-1000 

21  M 64901  62  OO 

STEVENS  MD,LEAH  J,  3601  S 4TH  ST  TRAFFICWAY,  66048 

00  M FP 

STRUTZ  MD, WILLIAM  C,  68  WESTWOOD  DR,  66048 
682-8868 

08  M 5606  59  R 

VOORHEES  MD, CARROLL  D,  520  SIXTH  AVE,  66048 
682-6661 

25  M 1902  52  FP 

VOORHEES  MD, GORDON  S,  520  SIXTH  AVE,  66048 
642-6661 

12  M 1902  39  IM 

WALTZ  MD, CHARLES  A,  520  SIXTH  AVE,  66048 
682-6661 

35  M 3840  82  TS 


LEBO  — 316 
(Flint  Hills  Society) 

HUNTER  MD, KENNETH  R,  , 66856 
256-2565 

07  M 1902  39  FP 


LENORA  — 913 
(Northwest  Kansas  Society) 

STEICHEN  MD, EDWARD  F,  , 67645 

05  M 1601  31  FP 


LIBERAL  — 316 
(Seward  County  Society) 

ALLEN  MD,RAY  E,  2 PLAZA  DR,  67901 


624-5691 

37  M 1902 

64 

IM 

BRADLEY  MD, FENWICK  P, 

SOUTHWEST 

MED  CTR  PO  BOX  1340,  67901 

624-1651 

29  M 1002 

PATH 

74  (LAWRENCE-LIBERAL) 


CAEDO  MD,CARMELITA  D,  2401  LILAC  DR,  67901 
624-1651 

41  F 74801  77  R 

ESTRADA  MD,EDMUNDO  C,  BOX  1855,  67901 
733-1331 

43  M 74801  80  GS 

ESTRADA  MD,LINA,  1023  N KANSAS  SUITE  3,  67901 
733-1331 

43  F 74801  80  PD 

GRIMES  MD,I  ROSS,  PO  BOX  319,  67901 
624-1676 

27  M 3901  61  TS 

HARRIS  MD,NORVAN  D,  PO  BOX  1069,  67901 
624-3811 

20  M 1902  44  OBG 

HOLCOMB  MD, WILLIAM  M,  15  E IITH,  67901 
624-2252 

31  M 3901  63  GS 

KNUDSEN  MD,  DENNIS,  BOX  1069,  67901 
624-3811 
00  M 

KOONS  MD,JESS  W,  1210  N WASHINGTON,  67901 
624-3841 

27  M 1902  57  OPH 

NEVINS  MD, RICHARD  L,  PO  BOX  1824,  67901 
624-0255 

47  M 3901  75  FP 

PROCHAZKA  MD,OTTO  F,  BOX  1809,  67901 

12  M 1902  38  00 

RATHBUN  MD, EDWIN  D,  610  W IITH,  67901 
624-1841 

36  M 1902  63  FP 

REESE  MD,JACK  D,  15  E llTH,  67901 
624-6226 

32  M 1902  57  FP 

WADE  MD, THEODORE  E,  318  N LINCOLN,  67901 
354-5275 

04  M 512  57  00 

ZAINALI  MD,ASSADOLLAH,  601  LILAC  DR,  67901 
624-1651 

46  M 51701  79  R 


LINDSBORG  — 913 
(McPherson  County  Society) 

FREDRICKSON  MD, DUANE  E,  121  W LINCOLN,  67456 
227-3371 


39  M 1902 

67 

FP 

MURFITT  MD, MALCOLM  C, 

231  N MAIN, 

67456 

227-2732 

13  M 801 

46 

OO 

LYNDON  — 913 
(Franklin  County  Society) 

STOUT  MD, NILES  M,  , 66451 
828-4521 

M 1902  50  FP 


LYONS  — 316 
(Rice  County  Society) 

grimes  MD, JAMES  T,  1221  W NOBLE,  67554 
257-5124 

27  M 1902  53  FP 


SIEMENS  MD, RICHARD  A,  1221  W NOBLE,  67554 
257-5124 

30  M 1902  60  FP 

TOBIAS  MD, ROGER  R,  1114  S GRAND  PO  BOX  330,  67554 
257-5182 

51  M 1902  82  FP 

WOLF  MD, CURTIS  V,  1221  W NOBLE,  67554 
257-5124 

37  M 1902  65  FP 


MANHATTAN  — 913 
(Riley  County  Society) 

BAKER  MD, RICHARD  B,  2600  ANDERSON,  66502 
537-4200 

42  M 4113  76  ORS 

BALL  MD, RALPH  G,  215  S DELAWARE,  66502 

03  M 1902  27  OO 

BARLOW  MD,JOHN  M,  1133  COLLEGE,  66502 
539-3504 

45  M 1102  81  OTO 

BASCOM  MD, GEORGE  S,  1133  COLLEGE,  66502 
539-5341 

27  M 2401  59  GS 

BOESE  MD, KENNETH  M,  1133  COLLEGE  AVE,  66502 
776-4744 

25  M 1902  56  FP 

CATHEY  MD, ROBERT  H,  1133  COLLEGE  AVE,  66502 
537-4990 

42  M 1902  68  D 

CRANE  MD, CHARLES  H,  1133  COLLEGE,  66502 
537-9030 

22  M 3520  62  PD 

DURKEE  MD, WILLIAM  R,  1133  COLLEGE  AVE,  66502 
776-4744 

23  M 1902  45  IM 

FAIRCHILD  MD,JOHN  A,  756  COLLEGE  HTS  CIR,  66502 

14  M 3006  46  OO 

FISCHER  MD,REX  R,  1133  COLLEGE,  66502 
776-1400 

34  M 3005  68  OBG 

FREEMAN  MD,FRED  A,  MANHATTAN  MED  CENTER,  66502 
537-8710 

42  M 1902  70  U 

GARDNER  MD, JAMES  D,  1133  COLLEGE  AVE,  66502 
537-4940 

43  M 2834  76  IM 

HANCOCK  MD, DANIEL  E,  1133  COLLEGE  PO  BOX  128,  66502 
539-5363 

45  M 2803  78  PATH 

HAUN  MD,RUDY  T,  1133  COLLEGE,  66502 
537-3888 

49  M 1902  82  OBG 

HEASTY  MD, ROBERT  G,  2030  SCHEU  DR,  66502 

11  M 3519  46  OO 

HINKIN  MD, DOUGLAS  P,  2900  AMHERST,  66502 
776-9761 

53  M 1902  84  FP 

JONES  MD, WILLIAM  T,  2600  ANDERSON,  66502 
537-4200 

50  M 1902  85  ORS 

JUBELT  MD, HILBERT  P,  426  WESTVIEW  DR,  66502 

19  M 1611  49  OO 

KIRK  MD, THOMAS  E,  1133  COLLEGE,  66502 
776-3451 

44  M 3005  76  OPH 


(LIBERAL-MANHATTAN) 


KLOBASA  MD, CHARLES  L,  217  SOUTHWIND  PLACE,  66502 
539-5337 

49  M 2803  80  CHP 

LAFENE  MD, BENJAMIN  W,  1844  ANDERSON  AVE,  66502 

01  M 3806  33  00 

LOWE  MD, STANLEY  W,  1133  COLLEGE  AVE,  66502 
776-3451 

32  M 1902  63  OPH 

LYONS  JR  MD, FRANK  C,  1133  COLLEGE  AVE,  66502 
539-7641 

44  M 3840  74  DR 

MARTIN  MD, DANIEL  C,  LAFENE  HEALTH  CENTER  KSU,  66506 
532-6544 

30  M 1902  59  IM 

MCKNIGHT  MD, DAVID  E,  1133  COLLEGE  AVE,  66502 


539-7641 
32  M 

1902 

63 

R 

MOWRY  MD, GERALD 

L, 

2007 

ARTHUR, 

66502 

776-1400 
26  M 

1902 

53 

OBG 

OLNEY  MD, ROBERT 

D, 

1133 

COLLEGE 

AVE,  66! 

539-7555 
27  M 

3005 

59 

GS 

PETERSON  MD,JACK  T,  1133  COLLEGE,  66502 
539-5363 

25  M 1902  50  PATH 


PHILIPP  MD, JOSEPH  THEODORE,  1133  COLLEGE  AVE  BLDG  D, 
537-7373 

45  M 1902  72  OPH 

SHIELDS  MD, THOMAS  M,  1133  COLLEGE,  66502 
539-5341 

49  M 1902  77  GPVS 

STONE  MD,G  REX,  ROUTE  1 BOX  182,  66502 

29  M 1902  54  00 

TAYLOR  MD, BARBARA  D,  1133  COLLEGE,  66502 
357-4940 


50  F 

1902 

79 

IM 

TIEMANN  MD, 
537-4940 

WILLIAM  H, 

1133  COLLEGE, 

66502 

42  M 

3005 

73 

FP 

VOLKMANN  II 
539-7641 

MD, HARLEY 

W,  1133  COLLEGE  AVE 

47  M 

1902 

73 

R 

MANKATO  — 913 
{ Republic  County  Society) 

KIMBALL  MD, RICHARD  R,  102  S CENTER,  66956 
378-3511 

45  M 1001  73  FP 


MARYSVILLE  — 913 
(Northeast  Kansas  Society) 


KIMBALL  MD, RICHARD  R,  808  N 

19TH, 

66508 

45  M 1001 

73 

FP 

BROWN  MD, RANDALL  J,  808  N 19TH,  66508 
562-2303 

55  M 1902 

FP 

KITOWSKI  MD, THEODORE  L,  708 
562-2311 

N 18TH 

, 66508 

45  M 

84 

DR 

RYAN  MD,JOHN  M,  808  N 19TH, 

66508 

47  M 1902 

FP 

MAYETTA  — 913 
(Shawnee  County  Society) 

BEATY  MD, JAMES  R,  RT  2 BOX  11,  66509 
295-8090 

32  M 5101  74  EM 


McLOUTH  — 913 
(Shawnee  County  Society) 

SNOOK  MD, ROBERT  RUFUS,  , 66054 
796-6116 

11  M 1902  42  FP 


MCPHERSON  — 316 
(McPherson  County  Society) 

BILLINGS  MD, THOMAS,  PO  BOX  1327,  67460 
241-5500 

39  M 1902  67  FP 

BRANDSTED  MD, ERNEST  C,  400  W 4TH,  67460 
241-1654 

66502  18  M 1606  47  OBG 

CABRERA  MD, ALBERTO,  1425  DOVER  RD,  67460 
697-2155 

30  M 74801  80  GS 

CLAASSEN  MD, SAMUEL  D,  400  W FOURTH,  67460 
241-7033 

53  M 1902  79  IM 

COLLIER  MD, WILLIAM  J,  400  W 4TH,  67460 
241-1766 

25  M 3605  59  GS 

DENNIS  MD, DAVID  T,  400  W FOURTH,  67460 
241-7033 

53  M 1902  IM 

FERREE  MD, RICHARD  ALLAN,  400  W FOURTH,  67460 
241-7400 

51  M 3006  78  FP 

FIELDS  MD, GALEN  W,  333  C - S LAKESIDE  DR,  67460 

15  M 1902  49  00 

JOHNSON  MD,J  RICHARD,  400  W 4TH,  67460 
241-4293 

28  M 1902  55  IM 

PIERSON  MD,WEIR,  1000  HOSPITAL  DR,  67460 
241-1445 

17  M 1902  44  FP 

PRICE  MD, VAUGHAN  C,  PO  BOX  451,  67460 

05  M 4706  32  GS 

THOMAS  MD, GREGORY  MCQUEEN,  400  W FOURTH,  67460 
241-7400 

47  M 1902  79  FP 


MEADE  — 316 
(Iroquois  County  Society) 

FELDMEYER  MD, SEELEY  T,  PO  BOX  1030,  67864 
873-5432 

46  M 74811  81  GP 

HILL  MD, RICHARD  H,  234  EAST  CARTHAGE,  67864 
873-2113 

18  M 1902  44  FP 


76 


(MANHATTAN-MEADE) 


MEDICINE  LODGE  — 316 
(Tri-County  Society) 

HOFFER  MD,JOHN  G,  910  N WALNUT,  67104 
886-3222 

13  M 1902  44  GS 

STUCKV  MD,DEAN  E,  901  N WALNUT,  67104 
886-5653 

33  M 1902  61  FP 


MINNEAPOLIS  — 913 
(Saline  County  Society) 

BARKER  MD, STEVEN  E,  311  N MILL,  67467 
392-2144 

51  M 1902  77  FP 

WEDEL  MD, KENNETH  D,  311  N MILL  ST,  67467 
392-2144 

32  M 1902  61  FP 

WEDEL  MD,KERMIT  G,  311  N MILL  ST,  67467 
392-2144 

32  M 1902  61  FP 


MINNEOLA  — 316 
(Iroquois  County  Society) 

STEPHENS  MD, CHARLES,  MINNEOLA  CLINIC,  67865 
885-4202 

33  M 2803  60  FP 


MOUNDRIDGE  — 316 
(McPherson  County  Society) 


KAUFMAN  MD, WILLARD  E, 
345-6322 

PO  BOX  640, 

67107 

28  M 1902 

53 

FP 

LOGANBILL  MD,VARDEN  J, 
345-6322 

, PO  BOX  640, 

, 67107 

26  M 1902 

54 

FP 

MULVANE  — 316 
(Sedgwick  County  Society) 

COBB  MD, LESLIE  H,  102  E MAIN,  67110 
777-0101 

17  M 4804  49  FP 


NEODESHA  — 316 
(Southeast  Kansas  Society) 

CHRONISTER  MD,BERT,  PO  BOX  118,  66757 
325-2622 

38  M 1902  65  FP 

MOORHEAD  JR  MD,F  ALLEN,  709  MAIN  ST,  66757 
325-2200 

39  M 1902  66  FP 


NESS  CITY  — 913 
(Central  Kansas  Society) 

PRAKALAPAKORN  MD,YANYONG,  412  N TOPEKA,  67560 
798-2233 

43  M 89101  78  GS 


NEWTON  — 316 
(Harvey  County  Society) 


ALLEN  MD, FRANCES  A,  1112  BOYD,  67114 

15  F 1902  43  00 

BENTON  MD,JAY  S,  301  MAIN,  67114 
283-7257 

23  M 4804  61  OBG 

BOLT  MD, MICHAEL,  AXTELL  CLINIC,  67114 
283-2800 

51  M 1902  77  GS 

CAMPBELL  MD, FRANCES  S,  PO  BOX  467,  67114 
283-2400 

35  F 4101  76  P 

CARPER  MD,IVAN  H,  203  E BROADWAY,  67114 
283-2800 

28  M 1902  60  GS 

CARPER  MD,OWEN  E,  AXTELL  CLINIC,  67114 
283-2800 

37  M 1902  65  FP 

CLAASSEN  MD, MILTON  A,  201  S PINE  ST,  67114 
283-3600 

32  M 1902  59  ORS 

CRAIG  MD, CHARLES  C,  AXTELL  CLINIC,  67114 
283-2800 

45  M 1902 


72 


ORS 


DYCK  MD, GEORGE,  PRAIRIE  VIEW  INC,  67114 
283-2400 

37  M 6201  73  P 

ENNS  MD, EUGENE  K,  6 INDIAN  LANE,  67114 
15  M 1902  40  00 


FENT  MD,LEE  S,  316  OAK,  67114 
283-0505 

14  M 2834  44 


GS 


FRANSEN  MD, HERBERT,  215  S PINE  SUITE  102,  67114 
283-0033 

32  M 6501  66  GS 

FRANSEN  MD,PAUL  H,  209  S PINE,  67114 
283-5040 

46  M 6501  74  FP 

GLOVER  MD, RICHARD  M,  AXTELL  CLINIC,  67114 
283-2800 

21  M 1902  53  FP 

GRISWOLD  MD,DALE  G,  AXTELL  CLINIC,  67114 
283-2800 

27  M 1902  53  IM 

HENDRICKSON  MD,JON  R,  AXTELL  CLINIC,  67114 
283-2800 

51  M 1902  80  PD 

HENDRICKSON  MD, KATHRYN  D,  AXTELL  CLINIC,  67114 
283-2800 

52  F 1902  80  PD 

HWA  MD, EUGENE  C,  500  MAIN,  67114 
283-1160 

21  M 24216  59  R 

IRWIN  MD, RICHARD  L,  218  S KANSAS  AVE,  67114 
283-1400 

48  M 1902  79  OPH 

ISAAC  MD, CHARLES  A,  203  E BROADWAY,  67114 
283-2800 

25  M 1902  49  U 

KLIEWER  MD, VERNON  L,  PO  BOX  467,  67114 
283-2400 

31  M 1606  58  CP 

KUMAR  MD,SURINDER,  201  S PINE,  67114 
283-3600 

46  M 1902  78  OBG 


LINDHOLM  MD, GERALD  R,  AXTELL  CLINIC,  67114 
283-2800 

51  M 1902  78  FP 


(MEDICINE  LODGE-NEW  rON) 


77 


MORGAN  MD, SCOTT,  201  S PINE,  67114 
883-3600 
00  M 

NACHTIGALL  MD, ANDREW,  BETHEL  CLINIC,  67114 
283-3600 

28  M 1902  64  PD 

OLSON  MD, ERWIN  T,  BETHEL  CLINIC,  67114 
283-3600 

19  M 1902  47  PD 


PRENTISS  MD, HAROLD,  1 
283-9433 

36  M 1720 

QAMAR  MD, YUSUF,  203  E 
283-2800 

38  M 70409 


305  TERRACE  DR,  67114 
77  R 

BROADWAY,  67114 
70  IM 


RADOVANOV  MD, RADMILA,  BOX  364,  671 

286-1130 

34  F 95702  72  R 

RICH  MD, ELDON  S,  PO  BOX  277,  67117 

16  M 1902  46  00 

SCHMIDT  MD, HERBERT  R,  413  SE  lOTH  ST.,  67114 

03  H 1902  34  00 

SILLS  MD, CHARLES  T,  1631  HILLCREST,  67114 

09  M 1902  37  00 

SIMMONS  MD, ROBERT  EARLE,  209  S PINE,  67114 
283-5040 

49  M 1902  76  IM 

STEVENS  MD. RONALD,  201  S PINE,  67114 
883-3600 

49  M 64914  87  FP 


TANDOC  JR  MD, VALENTIN  T,  BETHEL  CLINIC,  67114 
283-3600 

39  M 74809  74  U 

TOMPKINS  MD,CARL  0,  316  OAK  STREET,  67114 
283-1380 

22  M 1902  51  FP 


VOGT  MD, VERNON  W,  BETHEL  CLINIC,  67114 
283-3600 

22  M 3005  55  FP 

WHEELER  MD, DWIGHT  E,  BETHEL  CLINIC,  67114 
283-3600 

50  M 2012  79  IM 

WIENS  MD,J  WENDELL,  201  S PINE,  67114 
283-3600 

32  M 1902  60  GS 


NORTON  — 913 
(Northwest  Kansas  Society) 

COLIP  MD,F  MERLYNN,  711  N NORTON,  67654 
877-3305 

35  M 1902  63  FP 

COOPER  MD, ARTHUR  E,  307  W WILBERFORCE,  67654 
08  M 1611  36  GP 


HARTMAN  MD, ROGER  L,  711  N NORTON 
877-3305 

35  M 1902  65 


LONG  MD, ROBERT 
927-3305 
27  M 


C,  711  N NORTON, 
1902  53 


, 67654 
FP 

67654 

GS 


NORTONVILLE  — 913 
(Atchison  County  Society) 

MADISON  MD, WILLARD  A,  , 66060 
886-2110 

20  M 1902  51  FP 


OAKLEY  — 913 
(Northwest  Kansas  Society) 

ADAMS  MD,ALAN  W,  123  CENTER  AVE  BPX  756,  67748 
672-3261 

54  M 1902  81  FP 

OHMART  MD, RICHARD  V,  PO  BOX  756,  67748 
672-3262 

36  M 1902  63  FP 

SEKAVEC  MD, GORDON  B,  209  CENTER  AVE,  67748 
672-3351 

07  M 1902  38  FP 


OBERLIN  — 913 
(Northwest  Kansas  Society) 

PALMER  MD, MARGUERITE  L,  BOX  110,  67749 
475-2221 

25  F 5404  76  GP 

SIMPSON  MD, ROBERT  LIMBAUGH,  902  W COLUMBIA,  67749 
475-2221 

25  M 4706  77  GS 

WHITAKER  MD,REN  R,  902  W COLUMBIA,  67749 
475-2222 

37  M 5404  70  FP 


OLATHE  — 913 
(Johnson  County  Society) 

ARONOFF  MD, MICHAEL  E,  407  S CLAIRBORNE  STE  209,  66062 
782-3953 

39  M 1604  73  ENT 

ASBURY  DO  , LAWRENCE  J,  OLATHE  COMMUNITY  HOSP,  66062 

782-1451 

45  M 2878  78  EM 

BEEBE  MD,EDMER,  420  EAST  CEDAR,  66061 

03  M 5605  33  FP 

BILLINGSLEY  JR  MD,JOHN  A,  460  E SANTA  FE,  66061 
782-1855 

31  M 1902  59  ADT 

BLISS  MD,JOY  V,  42  HOLLY  DRIVE,  66062 
791-4220 

42  F 3005  70  ANES 

BLUM  D.O.  , MICHAEL  A,  401  S CLAIRBORNE,  66062 

764-7060 

47  M 2878  77  PD 

DELPHIA  MD, ROBERT  E,  401  S CLAIRBORNE,  66062 
782-1610 

24  M 1902  56  FP 

ELLIS  MD,S  CHRISTOPHER,  300  S ROGERS  RD,  66061 
791-4220 

47  M 85  ANES 

FORTUNE  MD, CEDRIC  B,  PO  BOX  910,  66061 
782-3322 

40  M 1902  67  FP 

GLAZZARD  MD, CHARLES  D,  407  S CLAIRBORNE  SUITE  208,  66062 
782-7000 

28  M 2507  65  P 

HALVORSON  MD, HOWARD  C,  407  S CLAIRBORNE  SUITE  104,  66062 
782-2020 

41  M 5404  75  U 


l: 


78 


(NEWTON-OLATHE) 


HUDSON  MD, ROBERT  P,  12925  FRONTIER  RD,  66061 
588-7040 

26  M 1902  52  IM 

JENSEN  MD, THOMAS  M,  407  S CLAIRBORNE  SUITE  101,  66062 
782-1148 

47  M 3005  75  ORS 

LAIRD  MD,DALE  D,  ONE  PATRONS  PLAZA  SUITE  102,  66061 
782-3631 

42  M 1902  69  OPH 

MATTHEW  MD, WILLIAM  L,  405  S CLAIRBORNE,  66061 
782-3322 

29  M 1902  56  FP 

MCCANN  MD, WILLIAM  E,  PO  BOX  8,  66061 
782-0262 

22  M 3901  53  FP 

MEE  MD, ADRIAN  W,  28  HOLLY  DRIVE,  66062 
791-4220 

19  M 1902  54  ANES 

MENDLICK  MD,R  MICHAEL,  407  S CLAIRBORNE  STE  101,  66062 
782-1148 

44  M 1902  71  ORS 

MORGAN  II  MD, DAVID  LLOYD,  807  S CLAIRBONRE,  66062 
782-8300 

49  M 2820  75  IM 

RIEDERER  MD, ROBERT  E,  500  E CEDAR,  66061 
829-3822 

16  M 1902  42  00 

ROMONDO  MD, STEVEN  A,  OLATHE  COMMUNITY  HOSP,  66061 
791-4220 

47  M 1902  75  ANES 

RUHLEN  MD, JAMES  L,  807  S CLAIRBORNE,  66062 
782-8300 

46  M 1902  73  IM 

SEAMAN  MD, LAUREN  I,  1613  E SHERIDAN,  66062 

07  M 6001  68  00 

SHEFFER  MD, KEITH  D,  407  S CLAIRBORNE  STE  101,  66062 
782-1148 

37  M 1720  74  ORS 

SNYDER  MD, RICHARD  HENRY,  OLATHE  COMMUNITY  HOSP,  66061 
791-4220 

45  M 1902  75  ANES 

STANDLEE  MD,TIM  E,  300  S ROGERS  RD,  66062 
791-4220 

56  M 1902  85  ANES 

WARNER  MD, RICHARD  B,  407  S CLAIRBORNE  #208,  66061 
782-3384 

45  M 1902  85  P 


OSAWATOMIE  — 913 
(Miami  County  Society) 

APPENFELLER  MD, WILLIAM  O,  524  BROWN  AVE , 66064 


755-3166 

25  M 

1902 

53 

FP 

BOSSEMEYER  II 

MD, CHARLES  H, 

309 

EASTGATE,  66064 

755-3044 

49  M 

1902 

84 

FP 

OSWEGO  — 316 
(Labette  County  Society) 

BURGESS  MD, ARTHUR  P,  PO  BOX  126,  67356 
795-4427 

19  M 1902  52  00 


OTTAWA  — 913 
(Franklin  County  Society) 

COLLIER  II  MD, ROBERT  A,  1320  S ASH,  66067 
242-1620 

40  M 1902  67  FP 

HADLEY  MD,DELMONT  C,  1320  SOUTH  ASH,  66067 
242-3891 

35  M 1902  65  FP 

HENNING  MD, CALVIN  W,  PO  BOX  2,  66067 

05  M 1902  35  00 

ransom  MD, WILLARD  B,  1320  S ASH,  66067 
242-1620 

49  M 1902  79  FP 


REYES  JR  MD, FRANCISCO  A,  1320  S ASH,  66067 
242-5312 

38  M 74801  74  GS 


SPEER  MD, LOUIS  N,  PO  BOX  D,  66067 
242-1257 

14  M 1606  41 


FP 


OVERBROOK  — 913 
(Flint  Hills  Society) 

RUBLE  JR  MD, JAMES  L,  OVERBROOK  COMM  CLINIC,  66524 
665-2205 

26  M 1902  53  FP 


ONAGA  — 913 

(Pottawatomie  County  Society) 

WALSH  MD, THOMAS  E,  ONAGA  CLINIC,  66521 
889-4241 

48  M 1902  75  FP 


OSAGE  CITY  — 913 
(Flint  Hills  Society) 

ADAMS  MD, DWIGHT,  608  HOLLIDAY,  66523 
528-3161 


00 

M 1902 

56 

GP 

WILLIAMS 

MD, HOMER  J, 

611  S SIXTH, 

66523 

05 

M 1902 

31 

OO 

PAOLA  — 913 
(Miami  County  Society) 

BANKS  MD, ROBERT  E,  PO  BOX  298,  66071 
294-2305 

29  M 1902  55  FP 

ROWLETT  MD,JACK  G,  PO  DRAWER  A,  66071 
294-2356 

21  M 1902  52  FP 

STANLEY  MD,REX  C,  PO  DRAWER  A,  66071 
294-2056 

24  M 1902  52  GS 


PARSONS  — 316 
(Labette  County  Society) 

AVES  MD, AGNES,  1509  MAIN,  67357 
421-0600 

38  F 74801  72  IM 


(OLATHE-PARSONS) 


79 


AVES  MD.RENATO  B,  1509  MAIN  STREET,  67357 
421-0600 

35  M 74801  72  GS 

CAREY  MD, LARRY  J,  LABETTE  CO  MED  CL  SUITE  5,  67357 
421-8361 

51  M 1902  78  FP 

CRAMER  MD,GUY  W,  412  MURDOCK,  67357 

11  M 1902  39  00 

DAIZ  MD, ANTONIO  S,  PO  BOX  935,  67357 
421-0091 

37  M 74810  80  DR 

DILLON  MD, WILLIAM  L,  LABETTE  CO  MED  CL  BOX  H,  67357 
421-0881 

45  M 1902  73  ORS 

EDROZO  MD,M  LUZ  LUNA,  PARSONS  STATE  HOSP  & TRAIN  CTR , 

44  F 74801  76  PATH 

KISHORE  MD,ROY  N,  PO  BOX  238,  67357 
421-4062 

44  M 49511  80  OTO 


KISHORE  MD,SHEELA,  2907  JOHNSON  RD,  67357 
421-2741 

43  F 49511  74  ANES 

LAVA  MD,CHIRUND,  PO  BOX  290,  67357 
421-6210 

40  M 89102  76  GS 


MILLER  MD, CHARLES  H,  2819  CLARK,  67357 

07  M 3006  32  00 

MILLER  MD,DEAN  M,  203  CRESTVIEW,  67357 
421-4880 

22  M 1902  48  R 

MILLER  MD, STEPHEN  FRANCIS,  1509  MAIN,  67357 
421-0600 

45  M 1902  72  GS 

PACE  MD,JOHN  D,  KATY  HOSPITAL,  67357 
94  M 1902  20  FP 


PAI  MD,RADHA  V,  PO  BOX  1057,  67357 
421-0080 

45  F 6701  78  ANES 

PAI  MD,VARADARAJ  S,  PO  BOX  1057,  67357 
421-0080 

42  M 6701  78  U 


PARANJOTHI  MD, SUBRAMONIAM  P,  1509  MAIN,  67357 
421-6160 

39  M 49531  74  IM 

PAULS  MD, DANIEL  N,  PO  BOX  1014,  67357 
421-1431 

45  M 1902  72  IM 

ROTHSTEIN  MD, TERRY  B,  PO  BOX  B,  67357 
421-5900 

43  M 1606  76  OPH 

SHARMA  MD,ARUN  L,  1509  MAIN,  67357 
421-0600 

46  F 49503  77  FP 


TANG  MD,CHANTRA,  PO  BOX  1054,  67357 
421-2460 

47  F 89104  82  PD 

TANG  MD,SAROHD,  PO  BOX  1054,  67357 
421-2460 

43  M 89102  76  OBG 


VERMA  MD,ASHA,  400  KATY,  67357 
421-9090 

37  F 49530  76  PD 

VICHYANOND  MD,PAKIT,  LABETTE  CO  MEDICAL  CENTER,  67357 
421-2460 

58  M 89101  PD 


PITTSBURG  — 316 
(Crawford-Cherokee  County  Society) 

ARMSTRONG  MD, HAROLD  J,  PROFESSIONAL  BUILDING,  66762 
232-2600 

40  M 1902  69  ORS 

BENA  MD, JAMES,  405  WEBSTER,  66762 

12  M 3005  38  00 

BERKEY  MD, VERNON  A,  NATL  BANK  BLDG,  66762 
231-7650 

18  M 1902  43  R 

BIERLEIN  MD, KENNETH  J,  812  S CATALPA,  66762 

06  M 1606  33  00 

67357  COOMER  MD, TYLER  E,  315  NATL  BANK  BLDG,  66762 
231-7730 

30  M 2101  65  GS 

COOPER  MD,KENT  J,  909  CENTENNIAL,  66762 
231-6280 

41  M 1902  74  FP 

COPELAND  MD,JACK  L,  1015  MT  CARMEL  PLACE,  66762 
231-5900 

53  M 3901  83  IM 


ERICKSON  MD, CLARENCE  W,  217  NATL  BANK  BLDG,  66762 
231-7400 

06  M 1902  33  IM 

FREEMAN  MD, MALCOLM  C,  1102  VILLAGE  DR,  66762 
231-6100 

44  M 35207  80  ANES 

GOMETZ  MD, MODESTO  S,  909  E CENTENNIAL  #6,  66762 
231-2490 

35  M 72601  71  PD 

HOLSINGER  MD, DONALD  M,  1015  MT  CARMEL  PL,  66762 
231-5900 

38  M 1902  65  IM 


HUEBNER  MD, ROBERT  STEPHAN,  NATIONAL  BANK  BLDG,  66762 
231-6160 

42  M 1606  78  GS 

HUERTER  MD, DAVID  F,  909  CENTENNIAL,  66762 
231-1650 

46  M 1902  75  IM 


LANCE  MD, RAYMOND  W,  608  W QUINCY,  66762 
22  M 1902  47  00 

LEFFLER  MD,PAUL  B,  309  WINWOOD,  66762 
02  M 1902  40  00 


LEFFLER  MD,PAUL  B,  909  CENTENNIAL,  66762 

02  M 1902  40  00 

MILLER  MD,EARL  E,  1312  S BROADWAY,  66762 
231-6410 

13  M 1902  37  ENT 


MULLER  MD, SAMUEL  B,  611  W QUINCY,  66762 
05  M 1902  34  OO 

NEWMAN  MD, CLIFFORD  B,  1204  E 7TH , 66762 
01  M 1902  28  OO 


ODGERS  MD, RODNEY  K,  909  CENTENNIAL,  66762 
231-4300 

00  M 1902  75  IM 

PAPP  JR  MD,S  DEAN,  R 5 BOX  293,  66762 
231-7650 

46  M 1902  80  DR 


POGSON  MD, GEORGE  W,  1015  MT  CARMEL  PLACE,  66762 
231-5900 

24  M 1902  47  IM 


80  (PARSONS-PITTSBURG) 


00 


RAMIREZ  MD,AUGUST0  H,  909  CENTENNIAL,  66762 
231-1600 

32  M 26407  74  IM 

RAMIREZ  MD, IRENE,  909  CENTENNIAL,  66762 
231-6280 

00  F 74  PD 

SCHLEMMER  MD, ROGER  B,  1009  S BROADWAY,  66762 
231-6380 

37  M 1902  68  OPH 

SEGLIE  MD, FLOYD  RONALD,  909  CENTENNIAL  DR  SUITE  3, 
231-6280 

43  M 1902  70  FP 

TAWIL  MD, ELIAS  ADIB,  2701  S ROUSE,  66762 
231-0850 

52  M 33004  83  U 

TWEET  MD, FREDRICK  A,  RR  5 BOX  196,  66762 

231- 6100 

39  M 1602  68  PATH 

WHITE  D.O.  ,JOHN  P,  MT  CARMEL  MED  CENTER, 

232- 2270 

43  M 1875  76  P 

YAGHMOUR  MD,TALAAT  E,  2701  S ROUSE,  66762 
231-0850 

40  M 33002  72  U 

ZABEL  MD, KENNETH  P,  909  CENTENNIAL,  66762 
231-1650 

37  M 1902  66  IM 


FILLEY  MD, VERNON  W,  LAKE  ROAD,  67124 

13  M 3005  49 

FREEMAN  MD,F  GILES,  PO  BOX  1044,  67124 
672-5555 


18 

M 

1902 

44 

MASON 

MD, ROGER, 

PO  BOX  869, 

67124 

672- 

■2411 

DO 

M 

84 

66762  PAULY  MD, TIMOTHY  R,  604  E 2ND,  67124 
672-7422 

56  M 1902  85  FP 

ROSEN  MD,CARL  H,  PO  BOX  869,  67124 
672-7411 

46  M 4812  84  U 

SUITER  MD, DANIEL  JAY,  PO  BOX  869,  67124 
672-7411 

44  M 1902  74  GE 

762  THORPE  MD, FRANCIS  A,  2 LAKE  ROAD,  67124 

672-5555 

08  M 1606  37  00 

WARD  MD, ROBERT  L,  1219G  E FIRST,  67124 
672-6220 


24 

M 

1902 

52 

FP 

WOLFF 

MD, FREDERICK  P, 

PO  BOX  1044, 

67124 

672- 

-6403 

20 

M 

1902 

44 

IM 

PLAINVILLE  — 913 
(Central  Kansas  Society) 

KELLERMAN  MD,RICK,  409  S COCHRAN,  67663 
434-4609 

00  M 1902  81  FP 

PAGE  MD,0  VALE,  409  S COCHRAN  ST,  67663 
434-4609 

20  M 1902  51  00 

PEDERSON  MD, ARNOLD  M,  409  S COCHRAN,  67663 
434-4609 

22  M 1902  51  FP 


PLEASANTON  — 913 
(Bourbon  County  Society) 


JUSTUS  MD, WILLIAM  J, 
352-6134 

PO 

BOX  407, 

66075 

29  M 1902 

55 

FP 

MANGLER  MD, VICTOR  R, 
352-8943 

900 

MAIN  BOX 

524,  66075 

56  M 1902 

85 

FP 

PRATT  — 316 
(Ninnescah  Society) 

AMBLER  MD,CARL  D,  PO  BOX  364,  67124 
672-6476 

31  M 1902  57  R 

BARKER  MD, PATRICK  N,  PO  BOX  869,  67124 
672-7411 

45  M 1902  72  GS 

BLACK  MD, CYRIL  V,  223  E 4TH,  67124 
672-6403 

05  M 4802  31  GS 

DILLON  MD, STEVEN  C,  PO  BOX  869,  67124 
672-7411 

53  M 1902  82  IM 


QUINTER  — 913 
(Northwest  Kansas  Society) 

HIESTERMAN  MD, HERMAN  W,  QUINTER  CLINIC  BLDG,  67752 
754-3333 

23  M 1902  51  FP 


RANSOM  — 913 
(Central  Kansas  Society) 

MCLAIN  MD, KENNETH,  BOX  247,  67572 
731-2295 

21  M 1902  46  FP 


RUSSELL  — 913 
(Central  Kansas  Society) 

MERKEL  MD,EARL  D,  SHIELDS  BLDG,  67665 
483-2178 

32  M 1902  57  FP 

PANICHABHONGSE  MD, SAMBHUNDH , 213  WEST  7TH , 67665 
483-2133 

43  M 89101  76  GS 

PETTIJOHN  MD, WALTER  J,  624  W 12TH,  67665 

12  M 1902  37  00 

STARKEY  MD, JERALD  L,  326  MAIN,  67665 
483-2178 

30  M 1902  56  FP 

SWANN  MD, CLAIR  L,  112  W SIXTH,  67665 


4 Di- 

-4212 

ll 

M 

1902 

39 

IM 

WHITE 

MD, FAGAN 

N,  356  W 5TH, 

, 67665 

11 

M 

702 

37 

00 

(PITTSBURG-RUSSELL) 


81 


SABETHA  — 913 
(Northeast  Kansas  Society) 

KENNALLY  MD, KEVIN  P,  1115  MAIN,  66534 
284-2141 

53  M 1902  81  FP 

MONTGOMERY  MD, THOMAS  ALLEN,  1013  WYOMING,  66534 

10  M 1902  49  00 

WENGER  MD, GREGG  D,  1115  MAIN,  66534 
284-2141 

00  M 1902  81  PD 

YULICH  MD,JOHN  0,  PO  BOX  227,  66534 
284-2125 

33  M 1902  61  FP 


SAUNA  — 913 
(Saline  County  Society) 

ALLEN  MD,  MONTE  L,  600-E  SOUTH  SANTA  FE , 67401 
827-0307 

36  M 1902  62  OTO 

ALSOP  MD, WILLIAM  R,  PO  BOX  260,  67402 
827-7261 

52  M 78  GE 

ANDERSON  MD,JODY,  PO  BOX  260,  67402 
827-7261 

32  F 1902  64  IM 

BAXTER  MD,W  REESE,  PO  BOX  1847,  67402 
825-8221 

47  M 1902  74  FP 

BELL  MD,MARK  G,  909  E WAYNE,  67401 
823-7225 

50  M 1902  77  ENT 

BROWN  MD, ROBERT  WAYNE,  PO  BOX  1757,  67402 
825-7251 

23  M 1902  55  IM 

BRUMMETT  MD, RICHARD  R,  HLTH  CARE  PLUS  OF  AMERICA,  67401 
823-6015 

34  M 1902  65  FP 

BRUNGARDT  MD, BERNARD  A,  400  E BELOIT,  67401 

21  M 3006  46  00 

BYERS  MD,JONELL,  PO  BOX  260,  67402 
827-7261 

53  F 1902  79  D 

CATHCART-RAKE  MD, WILLIAM  F,  BOX  260,  67402 
827-0260 

48  M 1902  75  IM 

CLARK  MD, DAVID  H,  PO  BOX  1847,  67402 
825-8221 

36  M 1902  63  FP 

COFFEY  MD,ROY  B,  762  VICTORIA  HEIGHTS  TERRACE,  67401 

24  M 1902  47  00 

CONNELLY  MD, MAURICE  R,  RR  3 BOX  44,  67401 

12  M 2002  54  00 

CONNER  MD, BRIAN,  1518  B EAST  IRON,  67401 
825-2020 

46  M 1902  73  OPH 

COSSETTE  MD,JERROLD  E,  909  E WAYNE,  67401 
823-7225 

46  M 1902  76  ENT 

CULTRON  MD, FRANK  T,  837  D FAIRDALE  ROAD,  67401 

10  M 1643  47  OO 

D'SOUZA  MD, BISMARCK  C,  PO  BOX  2327,  67402 
827-9526 

45  M 49501  78  R 


DOWELL  MD, JAMES  C,  645  E IRON,  67402 
827-7255 

26  M 1611  53 


IM 


DRAEMEL  MD,H  RICHARD,  600-E  SOUTH  SANTA  FE , 
827-0307 


18 


M 


1902 


53 


OTO 


DREHER  MD, HENRY  S,  PO  BOX  260,  67402 
827-7261 

18  M 1902  43 


IM 


EATON  MD,GLEN  E,  RR  6 BOX  359,  67401 
827-3064 

28  M 1902  54  ANES 

EATON  MD, LESLIE  F,  RR  1 BOX  346,  67401 

06  M 1902  34  OO 

ELLISON  MD,PAUL  D,  1499  E IRON,  67401 
825-7271 

35  M 2105  67  OPH 

FEIGHNY  MD, ROBERT  E,  2437  VILLAGE,  67401 

20  M 1902  51  OO 

FRANCIS  MD, ANTHONY  E,  519  S SANTA  FE , 67401 
827-4424 

54  M 1902  82  ORS 

FREEMAN  MD, RAYMOND  S,  644  S OHIO  BOX  2244, 
823-6222 

20  M 702  59  PD 

GANS  MD, FREDERICK  A,  950  S ELEVENTH,  67401 

22  M 2834  51  OO 

GRIFFING  MD, RICHARD  B,  PO  BOX  2606,  67402 
827-3294 

00  M 1902  ANES 

GRIFFITH  MD, FRANK  H,  1493  E IRON,  67401 
827-0488 

45  M 4813  76  OPH 

GUNN  MD, MARVIN  R,  PO  BOX  2327,  67402 
827-9526 

28  M 3901  63  R 

GUZMAN  MD, MANUEL,  CKMHC,  67401 
823-6322 

27  M 64901  69  P 

HARBIN  MD,GARY  LYNN,  523  S SANTA  FE,  67401 
823-7213 

50  M 1902  77  ORS 

HARRIS  MD, NORMAN  R,  833  ELMHURST  PO  BOX  138 
825-8191 

30  M 1902  63  OBG 

HASSLER  MD, RANDY  D,  645  E IRON,  67401 
827-9635 

45  M 1902  78  U 

HATTON  MD, LLOYD  W,  709  HIGHLAND,  67401 

06  M 1902  33  OO 

HERRMAN  MD,ADAM  L,  519  S SANTA  FE,  67401 
827-4424 

48  M 1902  82  ORS 

HODGES  MD, MERLE  A,  PO  BOX  1845,  67402 
825-8191 

34  M 1902  66  OBG 


HOLMAN  MD,JON  B,  PO  BOX  61,  67401 
827-9366 

33  M 1902  64 

HOUSE  MD,R  E,  PO  BOX  2327,  67401 
827-9526 

54  M 1902  82 


DR 


HUNNINGHAKE  MD, RONALD,  PO  BOX  1847,  67402 
825-8221 

51  M 1902  82  FP 


JACKSON  JR  MD,DELMAS  A,  645  E IRON,  67402 
827-7255 

35  M 2101  65  IM 


67401 


67402 


, 67402 


82 


(SABETHA-SALINA) 


KREHBIEL  MD,MARK  A,  PO  BOX  1847,  67402 
825-8221 

49  M 1902  76  FP 

KRUCKEMYER  MD,ALAN  L,  645  E IRON,  67401 
823-2215 

45  M 1103  77  ORS 

LAWRENCE  MD, GILBERT  A,  116-A  S SEVENTH,  67401 
827-9526 

47  M 49501  83  R 

LISTERMAN  MD,JOHN  C,  PO  BOX  1757,  67402 
825-7251 

42  M 2803  83  FP 

LIVINGSTON  MD, CHARLES  E,  400  E IRON,  67401 
823-9166 

32  M 1611  64  GS 

MACY  MD, NORMAN  E,  PO  BOX  2027,  67402 
827-4053 

35  M 1902  64  PATH 

MACY  MD,TED  L,  PO  BOX  260,  67402 
827-7261 

43  M 1902  73  GS 

MANGUOGLU  MD,ALI  B,  523  S SANTA  FE,  67401 
823-1032 

53  M 90205  85  N 

MARCHBANKS  MD, DONALD  L,  520  COUNTRY  CLUB  RD,  67401 
823-2380 

24  M 1902  51  FP 

MARSHALL  MD, GEORGE  W,  PO  BOX  1845,  67402 
825-8191 

44  M 1902  71  OBG 

MARTIN  MD, OLIVER  L,  715  E REPUBLIC,  67401 
827-9631 

08  M 1902  38  00 

MATTHEWS  MD,EARL  H,  135  E CLAFLIN,  67401 
827-9631 

49  M 1902  78  GS 

MAXWELL  MD, GORDON  E,  135  E CLAFLIN,  67401 
827-9631 

29  M 1902  55  OBG 

MCCRAE  MD, SPENCER  C,  655  GUERNSEY  DR,  67401 

18  M 3509  52  00 

MILLER  MD,ELDEN  V,  1928  RIDGELEA,  67401 
827-3061 

19  M 1902  44  00 

MOWERY  MD, WILLIAM  E,  PO  BOX  260,  67402 
827-7261 

23  M 1902  47  GS 

NEUMANN  MD, JAMES  W,  600-E  SOUTH  SANTA  FE,  67401 
825-5041 

24  M 1902  83  N 

NICKELL  MD, WENDELL  K,  400  E IRON,  67401 
823-9166 

26  M 1606  51  TS 

NIXON  MD, RICHARD  R,  BOX  2327,  67402 
827-9526 

32  M 1643  65  R 

NULL  MD, WILLIAM  G,  135  E CLAFLIN,  67401 
827-9631 

31  M 102  66  PD 

OBANDO  MD, GUILLERMO,  2110  KNOLLCREST  DR,  67401 
827-7261 

35  M 26404  74  R 

PALMER  MD, GERALD  K,  PO  BOX  2027,  67402 
823-7201 

24  M 1803  61  PATH 

PETERSON  MD, JAMES  E,  PO  BOX  2327,  67402 
827-9526 

53  M 1902  82  DR 

REECE  MD, RICHARD  J,  502  BEECHWOOD,  67401 
23  M 1902  49  00 


RICHARDS  MD,JON  F,  135  E CLAFLIN,  67401 
827-9631 

50  M 1902  IM 


RODERICK  MD, JAMES  E,  645  E IRON,  67401 
827-9635 

23  M 1902  47  U 

ROMEISER  MD,REX  S,  645  E IRON,  67401 
827-9635 

41  M 1902  68  U 

ROSALES  MD,J  EDGAR,  737  E CRAWFORD,  67401 
00  M 

RUEB  MD, ANDREW  E,  11  CRESTVIEW  DR,  67401 
827-6691 

11  M 1606  36  00 

SCHMIDT  MD, RAMON  WARNER,  400  E IRON,  67401 
823-9166 

39  M 1902  66  GS 

SCOTT  MD, CHESTER  E,  519  S SANTA  FE,  67401 
827-5549 

23  M 1902  51  FP 

SEATON  MD, ROBERT  D,  PO  BOX  260,  67402 
827-7261 

00  M 83  NEP 

SEBREE  MD, STEVEN  G,  PO  BOX  260,  67401 
827-7261 

47  M 1902  74  OBG 

SLOO  MD,MILO  G,  645  E IRON,  67401 
823-2215 

41  M 1902  68  ORS 

SMITH  MD,BOYD  E,  BOX  2027,  67402 
827-4053 

46  M 3005  78  PATH 

SMITH  MD, DAVID  E,  PO  BOX  260,  67402 
827-7261 

50  M 1902  77  GS 

SMITH  MD, HAROLD  R,  PO  BOX  260,  67402 
827-7261 

19  M 1902  51  GS 

SNYDER  MD, THOMAS  E,  PO  BOX  260,  67402 
827-7261 

47  M 1902  82  OBG 

STOSKOPF  MD, LAWRENCE  E,  2413  EDGEHILL,  67401 
823-9498 

39  M 1902  73  ANES 

STUEWE  MD, BRADLEY  R,  PO  BOX  260,  67402 
827-7261 

49  M IM 

TAYLOR  MD, THOMAS  F,  PO  BOX  676,  67402 
827-0346 

26  M 1902  53  FP 

WAGENBLAST  MD, HOWARD  R,  PO  BOX  260,  67402 
827-7261 

21  M 1902  49  FP 

WATERS  MD, CLARENCE  N,  833  MANOR  RD,  67401 
823-6497 

13  M 2834  60  00 

WEBER  MD, ROBERT  W,  645  E IRON,  67402 
827-7255 

26  M 1902  49  IM 


SATANTA  — 316 
(Southwest  Kansas  Society) 

JABEL  MD, JUVENAL  T,  SATANTA  CLINIC,  67870 
649-2771 

43  M 74809  79  IM 


(SALINA-SATANTA) 
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SCOTT  CITY  — 316 
(Southwest  Kansas  Society) 

DUNN  MD, DANIEL  R,  202  COLLEGE,  67871 
872-2187 

49  M 1902  75  FP 

HOPKINS  JR  MD,B  MORRISON,  202  COLLEGE,  67871 
872-2187 

23  M 1902  53  FP 


SEDAN  — 316 
(Southeast  Kansas  Society) 

TAYLOR  MD, ELMER  W,  120  WEST  OSAGE,  67361 


725-3141 

28  M 512 

62 

WALKER  MD, WILLIAM  K, 

111  E CHEROKEE 

725-3171 

18  M 1902 

45 

SENECA  — 913 
(Northeast  Kansas  Society) 

BERKLEY  MD, NORMAN  W,  15  SOUTH  5TH  ST,  66538 
336-2128 

31  M 1902  64  FP 

GILBERT  MD,J  HOWARD,  211  S FOURTH,  66538 

05  M 1902  41  00 

LUEGER  D O,  JAMES  JOHN,  713  MAIN,  66538 
336-6107 

51  M 2878  GP 


SHARON  SPRINGS  — 913 
(Northwest  Kansas  Society) 

CHUNG  MD,JOHN  J,  WALLACE  CO  MED  CLINIC,  67758 
852-4214 

23  M 58301  60  FP 


SHAWNEE  MISSION  — 913 
(Johnson  County  Society) 

ALLEN  MD,MAX  S,  5103  W 96TH  TERR,  66207 
588-6063 

11  M 1902  37  IM 

ALTENBERND  MD,ELVIN  CONRAD,  7319  W 81ST,  66204 
648-2010 

26  M 1902  54  FP 

ANDERSON  MD, WILLIAM  A,  2508  W 71ST,  66208 
236-7288 

50  M 2846  83  EM 

ARMBRUSTER  MD, ALBERT  A,  9119  WEST  74TH  SUITE  302,  66204 
362-9220 

17  M 512  58  GS 

BADEEN  II  MD, LOUIS  JOHN,  10550  QUIVIRA  RD,  66215 
492-3344 

49  M 2846  78  OPH 

BAEKE  MD,JOHN  0,  6806  WEST  83RD,  66204 
642-4242 

19  M 1902  52  FP 

BAKER  MD, WILLIAM  STEVEN,  7700  W 63RD,  66202 
262-1843 

47  M 702  76  P 

BALANOFF  MD, ARNOLD  Z,  4601  W 109TH  SUITE  122,  66211 
642-4040 

42  M 1803  72  PD 


BANSAL  MD,ROOPA  O,  5600  W 9 5TH  SUITE  105,  66207 
384-2220 

37  F 49504  80  FP 

BANSAL  MD,SATISH  C,  8901  W 74TH  SUITE  147,  66204 
384-2220 

38  M 49541  74  ORS 

BAPTIST  MD, JEREMY  E,  5811  OUTLOOK,  66202 
432-0625 

40  M 2846  79  A 

BARE  II  MD, CHARLES  E,  8901  W 74TH  SUITE  353,  66204 
677-2460 

43  M 1902  70  U 

BARKER  MD, ELIZABETH  B,  4121  WEST  83RD  SUITE  123,  66208 
381-6669 

30  F 4706  66  P 

BARKER  MD, JAMES  BERTON,  8901  W 74TH,  66204 
362-6310 

31  M 4706  66  OTO 

BARNETT  JR  MD, THOMAS  E,  10550  QUIVIRA  SUITE  290,  66215 
492-2555 

52  M 1902  80  IM 

BARNHART  MD, RONALD  J,  9119  WEST  74TH,  66204 
831-2334 

41  M 2501  69  OBG 

BARNHORST  MD, DONALD  A,  10550  QUIVIRA  STE  510,  66215 
492-6200 

37  M 2834  76  CDS 

BARR  MD, RICHARD  N,  7301  MISSION  ROAD  SUITE  119,  66208 
432-4366 

32  M 1902  57  OPH 

BARRICK  MD, BRUCE,  SH  MISSION  MEDICAL  CENTER,  66201 
676-2340 

39  M 1902  66  PATH 

BATTY  MD, LARRY  H,  9119  W 74TH,  66204 
831-2334 

51  M 1902  77  OBG 

BAUER  MD,LAFE  W,  4818  W 80TH,  66208 
642-5369 

20  M 1902  49  00 

BAUER  MD, MARTIN  L,  2500  W 71ST,  66205 
281-8881 

47  M 1902  76  PD 

BEEZLEY  MD, MICHAEL  J,  8800  W 75TH  SUITE  115,  66204 
262-9201 

47  M 1902  74  GPVS 

BELL  MD,DELORIS  W,  4601  W 109TH  SUITE  116,  66211 

491- 6550 

42  F 1902  69  OPH 

BELT  MD, ROBERT  J,  12000  W 110  #400,  66210 
362-3023 

45  M 702  75  IM 

BELZER  MD, EDWARD  G,  4601  W 109TH  #110,  66211 
381-8282 

36  M 3005  67  PD 

BIKALES  MD, VICTOR  WILLIAM,  10688  RIGGS  LANE,  66212 
383-1311 

13  M 2105  78  P 

BILLINGSLEY  MD,THAD  H,  7000  SQUIBB  RD  #100,  66202 
432-9900 

41  M 1902  67  P 

BISHOP  MD, FRANCIS  E,  7501  MISSION  RD,  66208 
648-3533 

20  M 1902  45  P 

BISHOP  MD, HENRY  R,  10600  QUIVIRA  SUITE  320,  66215 
541-3200 

53  M 4813  82  OBG 

BLETZ  MD, DONALD  B,  10550  QUIVIRA  SUITE  510,  66215 

492- 6200 

28  M 5104  72  IM 

BOLES  MD,J  MICHAEL,  5949  NIEMAN  ROAD,  66203 
631-1300 

35  M 1902  62  FP 


84 


(SCOTT  CITY-SHAWNEE  MISSION) 


BRAVERMAN  MD, DAVID  ELLIOTT,  4601  W 109  SUITE  316,  66211 
341-1101 

47  M 2507  77  PDO 

CREEK  D.O.  ,ALAN  D,  10550  QUIVIRA  SUITE  430, 

437-2200  66215 

46  M 2878  83  FP 

BROOKS  MD, WILLIAM  HENRY,  2213  W 49TH  TERR,  66205 
371-4343 

49  M 1902  78  R 

DARR  MD, RICHARD  B,  74TH  & GRANDVIEW,  66201 
676-2097 

42  M 3401  72  IM 

BROWN  MD, WILLIAM  R,  7301  MISSION  RD  SUITE  339,  66208 
236-8866 

23  M 1902  48  IM 

DAVIA  MD, JAMES  E,  10550  QUIVIRA  SUITE  510,  66215 
492-6200 

37  M 1611  85  CD 

BROXTERMAN  MD, STEVEN  JOSEPH,  9119  W 74TH  SUITE  150,  66204 

DAVIS  MD, RICHARD  E,  8340  MISSION  RD  #118,  66207 

362-5510 

51  M 1902  77  FP 

26  M 1902  54  OO 

BRUNING  MD, DANIEL  LEE,  8901  W 74TH  SUITE  200,  66212 
262-2263 

56  M 2834  84  ANES 

DAY  MD, HUGHES  W,  6332  WOODSON  DR,  66202 
432-3882 

15  M 1902  39  OO 

BRUNING  MD, ROGER  MARION,  7301  MISSION  SUITE  342,  66208 
384-0745 

48  M 1902  79  FP 

DEITZ  MD, MICHAEL  R,  FOXRIDGE  TOWERS  IN  MISSION,  66202 
342-2222 

32  M 4101  62  OPH 

BUBB  MD, STEPHEN  K,  8901  W 74TH  STE  3,  66204 
362-0031 

DELP  MD,MAHLON  H,  6131  TERRYDALE  RD,  66202 

48  M 1902  76  ORS 

03  M 1902  34  IM 

BUCKMAN  MD, MARTIN  SPALDING,  10550  QUIVIRA  SUITE  290, 
492-2555  66215 

49  M 2802  75  IM 

DENISON  MD, TERRY  R,  5811  OUTLOOK,  66202 
432-0625 

29  M 1902  56  PD 

BURGER  MD,PAUL  B,  5638  NIEMAN  RD,  66203 
631-9306 

25  M 2834  50  FP 

DERRINGTON  MD, KENNETH  L,  FOX  HILL  MED  BLDG,  66211 
49 1-6464 

44  M 1902  72  FP 

BYERS  MD, MARTHA  S,  5808  NALL,  66202 
432-5515 

54  F 1902  81  FP 

DOCKHORN  MD, ROBERT  J,  5300  W 94TH  TERR,  66207 
381-4674 

34  M 1902  61  PDA 

CALKINS  MD, LARRY  L,  5635  SUWANEE,  66205 
18  M 1902  43  00 

DOHERTY  MD, WILLIAM  R,  7600  STATE  LINE,  66208 
649-3900 

20  M 3006  57  FP 

CASTEEL  MD, CHARLES  K,  8901  W 74TH  SUITE  357,  66204 
831-1003 

34  M 3901  64  U 

DRAKE  MD, CYNTHIA  K,  8901  W 74TH  SUITE  248,  66204 
384-4990 

57  F 1902  83  OBG 

CATTANEO  MD, ERNEST  A,  360  SHAWNEE  MISSION  MED  BLDG,  66204 
262-3930 

39  M 1902  66  IM 

DREILING  MD, ROGER  J,  8901  W 74TH  SUITE  21,  66204 
722-0080 

51  M 1902  79  CD 

CEDERLIND  MD, CRANSTON  JAY,  8901  W 74  SUITE  36,  66204 
236-6455 

45  M 1902  72  OBG 

DUCKETT  II  MD, THOMAS  G,  4601  W 109TH  SUITE  116,  66211 
491-4322 

41  M 1902  68  OPH 

CLENDENIN  MD, ROBERT  KEELE,  BOX  25785,  66225 
341-2100 

48  M 1902  75  EM 

EMMOTT  MD, DAVID  F,  8901  W 74TH  SUITE  357,  66204 
831-1003 

53  M 3901  81  U 

COE  MD, RICHARD  O,  7301  MISSION  RD  SUITE  247,  66208 

ENDERS  MD,WRAY,  9034  COTTONWOOD  DR,  66215 

362-8505 

31  M 4804  62  OPH 

02  M 1902  36  ANES 

COHEN  MD, ROBERT  A,  3700  W 83RD  SUITE  110,  66208 
642-2100 

39  M 2803  70  PD 

ESRIG  D.O.  , HAROLD  L,  8132  SAGAMORE,  66206 

381-5033 

30  M 2878  62  ANES 

COLEMAN  MD, ROBERT  L,  8901  W 74TH  SUITE  1,  66204 
362-0100 

41  M 4113  79  PS 

ETZENHOUSER  III  MD, RUSSELL  D,  4601  W 109TH  SUITE  110, 
381-8282  66211 

34  M 1902  64  PD 

COOLEY  MD, DAVID  A,  8800  W 75TH  SUITE  300,  66204 
362-1226 

40  M 2802  72  RHU 

EVANS  JR  MD, WILLIAM  E,  8741  HIGH  DRIVE,  66206 
362-7363 

24  M 1902  59  FP 

COOPER  MD,JACK  R,  5300  MISSION  RD,  66205 
17  M 3840  52  00 

EVANS  MD, CAROL  ANN,  8901  W 74TH  SUITE  228,  66204 
362-0000 

54  F 2846  82  IM 

CORBIN  MD, MURRAY  D,  10550  QUIVIRA  RD-5TH  FL,  66215 
492-6200 

39  M 1902  66  CD 

FERGUSON  MD, ROBERT  LEON,  8901  W 74TH  SUITE  208,  66204 
362-0300 

47  M 1902  74  IM 

COULTER  MD, HENRY  F,  4203  W 151  ST,  66224 
23  M 1902  51  00 

FORDYCE  MD, NORMAN,  8901  W 74TH,  66204 
722-0020 

41  M 1902  67  OTO 

COULTER  MD, THOMAS  B,  8800  W 75TH  SUITE  310,  66204 
677-3113 

38  M 1205  72  OPH 

FRANCISCO  MD, CLARENCE  L,  3509  W 85TH,  66206 
371-6802 

09  M 1902  34  ORS 

COX  JR  MD,IRA,  5829  WOODSON  PO  BOX  975,  66201 
722-1100 

19  M 1902  49  FP 

FRANCISCO  MD,W  DAVID,  8121  FONTANA,  66208 
371-6802 

21  M 1902  44  ORS 

(SHAWNEE  MISSION)  85 


FRANKEL  MD, SCOTT  J,  4601  W 109TH  SUITE  318,  66211 

383- 3630 

53  M 2802  84  A 

GAGE  MD,BETSE  M,  9119  W 74TH  SUITE  107,  66204 

384- 5500 

55  F 1902  84  PD 

GALLEHUGH  MD, KEITH  W,  9027  BIRCH,  66207 
371-4343 

32  M 1902  57  R 

GARCIA  MD, FRANCISCO,  8020  SANTA  FE,  66204 
642-5000 

32  M 27501  73  FP 

GAUGHAN  MD, MICHAEL  J,  PO  BOX  10919,  66210 
677-0883 

49  M 1902  77  R 

GENTRY  MD,KALE  C,  5105  W 84TH,  66207 
632-4242 

31  M 1902  60  FP 

GILBERT  MD, ROBERTA  M,  4121  W 83RD,  66208 
649-5566 

35  F 3506  73  P 

GILLEN  MD, BILLY  A,  8802  BIRCH  LANE,  66207 

29  M 1902  54  ANES 

GOLDSTEIN  MD, GERALD  L,  4601  W 109TH  SUITE  318,  66211 
383-3630 

47  M 16504  81  P 

GOLLERKERI  MD, MOHAN  P,  7301  MISSION  RD  STE  339,  66208 
236-8866 

30  M 49516  74  HEM 

GOMEZ  MD, FRANCISCO,  4200  SOMERSET  #160,  66208 
649-7300 

15  M 26401  63  P 

GOOD  MD, WENDELL  LISLE,  4601  W 109TH  SUITE  212,  66211 

491- 9183 

24  M 1902  48  FP 

GOSALIA  MD,ANIL  V,  11701  MACKEY,  66210 
334-2500 

46  M 49501  76  GP 

GRASHOFF  MD, JOYCE  A,  11116  W 114TH,  66210 
596-4180 

59  F 3005  83  EM 

GREENE  MD, LAWRENCE  S,  10550  QUIVIRA  RD  STE  510,  66215 

492- 6200 

33  M 3506  81  GE 

GROSSMAN  HD, HARVEY  M,  4601  W 109TH  SUITE  122,  66211 
642-4040 

49  M 1902  77  PD 

GRUNDMEIER  MD, ANNETTE  M,  9119  W 74TH  SUITE  101,  66204 
492-2013 

46  F 1611  79  PD 

HACKER  MD, DAVID  C,  6900  W 67TH,  66202 
588-6670 

50  M 1902  78  ANES 

HAMTIL  MD, LAWRENCE  W,  10550  QUIVIRA  RD,  66215 
341-3937 

36  M 2803  69  PD 

HARMS  MD, ALBERT  C,  4200  W 91ST,  66207 
381-5550 

13  M 1902  38  FP 

HARTMAN  MD, GERALD  V,  6616  EL  MONTE,  66208 

20  M 1902  45  OO 

HARTONG  MD,TOBY  JOSEPH,  8901  W 74TH  SUITE  25,  66204 
362-3210 

53  M 1902  83  PD 

HARTONG  MD, WILLIAM  A,  8901  W 74TH  STE  372,  66204 
831-9300 

44  M 1902  72  IM 

HATHAWAY  MD, PETER,  11055  CEDAR  STE  216,  66211 
383-2270 

31  M 3503  74  IM 


HEISLER  MD, NORMAN  T,  8901  W 74TH  SUITE  269,  66204 
362-4040 

55  M 3005  P 

HESSER  MD, HERBERT  H,  7207  EDGEWOOD  BLVD,  66203 

06  M 1902  34  OO 

HETTINGER  MD, MICHAEL  E,  8800  W 75TH  SUITE  310,  66204 
588-6600 

46  M 4706  81  OPH 

HILL  MD, RODNEY  W,  8901  W 74TH  SUITE  208,  66204 
362-6161 

47  M 1902  75  IM 

HITCHCOCK  MD,C  THOMAS,  8901  W 74TH  SUITE  356,  66204 
677-2508 

47  M 82  GS 

HOBSON  MD,MILBURN  W,  9119  W 74TH  SUITE  201,  66204 
831-2334 

30  M 1902  55  OBG 

HODES  MD, HERBERT  C,  4840  COLLEGE  BLVD  SUITE  100,  66211 
381-6868 

43  M 1902  70  OBG 

HODGES  MD, BRUCE  E,  10550  QUIVIRA  SUITE  430,  66215 
888-0777 

32  M 1902  64  FP 

HOOD  MD, ROGER  W,  8300  COLLEGE  BLVD  STE  105,  66210 
451-9310 

48  M 1643  76  ORS 

HOPKINS  MD,LENLEY,  7312  ANTIOCH,  66204 
722-6121 

30  M 3841  65  GS 

HOPKINS  MD, WILLIAM  O,  8575  W llOTH  SUITE  360,  66210 
451-19 19 

33  M 2803  72  ORS 

HORSEMAN  MD, ROBERT  F,  9119  W 74TH  ST  SUITE  306,  66204 
432-7419 

19  M 1902  44  OBG 

HOUSTON  II  MD, LAWRENCE  MORLEY,  8650  W COLLEGE  BLVD 
451-1311  STE  114,  66210 

50  M 2803  79  FP 

HUANG  MD,GEORGIANA  L W,  6300  GLENWOOD  #3,  66202 
384-4998 

41  F 4107  76  GP 

HUNKELER  MD,JOHN  D,  4601  W 109TH,  66211 
356-8909 

41  M 1902  85  OPH 

INNES  MD, ROBERT  C,  10226  BRIAR,  66207 

25  M 2802  66  OO 

ITURRALDE  MD, GEORGE,  7501  MISSION  RD,  66208 
648-4949 

21  M 13201  60  P 

JACKSON  MD, ROBERT  V,  8901  W 74TH  SUITE  10,  66204 
362-1660 

49  M 2803  80  PD 

JANES  MD, DONALD  R,  10550  QUIVIRA  #310,  66215 
492-1955 

34  M 1902  62  OBG 

JONES  MD, CHARLES  E,  SHAWNEE  MISSION  MED  CNTR,  66201 

676- 2214 

31  M 1902  61  FP 

JONES  MD,H  IVOR,  8901  W 74TH  SUITE  269,  66204 
362-4040 

24  M 80303  59  P 

KADIAN  MD,RAJESH  S,  10550  QUIVIRA  SUITE  260,  66215 
541-0577 

50  M 49573  74  IM 

KARLIN  MD, CHARLES  A,  12000  W llOTH  SUITE  500,  66210 

677- 0883 

49  M 1902  76  DR 

KASHYAP  MD,BANSHI  PRASAD,  8901  W 74TH  SUITE  257,  66204 
236-4500 

47  M 49554  78  IM 


86  (SHAWNEE  MISSION) 


KATZ  MD,FRED  S,  8901  W 74TH  SUITE  145,  66204 
722-0020 

50  M 1902  84  PS 

MANTZ  MD, FRANK  A,  9309  W 103RD,  66212 
12  M 4101  61  OO 

KELLEY  MD, GORDON  R,  4601  W 109TH  SUITE  210,  66211 
341-3040 

52  M 6002  83  N 

MARVIN  HD, NORMAN  G,  WYCLIFF  SHOPPING  CENTER,  66212 
541-8282 

29  M 1902  56  FP 

KETCHUM  HD, LYNN  D,  12301  W 106TH  SUITE  201,  66215 
492-3737 

36  M 2101  69  PS 

MATHEWS  MD, DAVID  R,  10009  W 120TH,  66213 
491-4193 

53  M 1902  80  FP 

KODANAZ  MD,A  AYTEKIN,  5710  REINHARDT  DR,  66205 
334-2500 

28  M 90201  70  ANES 

MATHEWS  MD, ROBERT  MAJOR,  7301  MISSION  RD  SUITE  225,  66208 
362-6888 

25  M 1902  54  GS 

KOZIKOWSKI  MD,BEN  M,  7301  MISSION  RD  SUITE  348,  66208 
362-8317 

30  M 2834  62  ORS 

MAXWELL  MD, ROBERT  A,  8901  W 74TH  SUITE  10,  66204 
362-1660 

46  M 1902  75  PD 

KRISHNAN  MD,LEELA,  8800  NALL  AVE,  66207 
588-3609 

43  F 4802  80  RO 

MCCAUGHEY  MD,HUGH  W,  11055  CEDAR  SUITE  217,  66211 
491-3724 

28  M 1902  53  IM 

KRUEGER  MD,KURT  ALLEN,  10420  ENGLAND,  66212 
648-0323 

48  M 3006  78  ANES 

MCEACHEN  MD, WILLIAM  H,  3700  WEST  83RD  SUITE  102,  66208 
649-3335 

32  M 1902  60  PD 

KUBIN  MD, DORIS  A,  2504  W 71ST,  66208 

MCWHERTER  MD, LOTTIE  B,  5920  NALL  SUITE  308,  66202 
362-1464 

15  F 1902  43  00 

30  F 1902  58  IE 

KURTH  MD, ROBERT  H,  5555  W 58TH,  66202 
432-2080 

28  M 3005  59  IM 

MIGLIAZZO  MD,CARL  V,  8800  W 75TH  #310,  66204 
677-3113 

49  M 2803  85  OPH 

LAPI  MD,RUTH  M,  2012  STRATFORD  RD,  66208 

MILLER  MD, FREEMAN  LANCE,  10550  QUIVIRA  SUITE  340,  66215 
492-1111 

14  F 4107  50  OO 

48  M 1902  77  PD 

LARSON  MD, DANUTA  OKTAWIEC,  5848  FONTANA  DR,  66205 

MISKEW  MD,DON  B W,  7301  MISSION  RD  SUITE  348,  66208 
362-8317 

22  F 80303  61  OO 

42  M 6506  80  ORS 

LASH  MD,RAY  E,  8901  W 74TH  SUITE  21,  66204 
722-0080 

50  M 1902  76  CD 

MOFFAT  MD, ROBERT  E,  12000  W llOTH  SUITE  500,  66210 
677-0883 

42  M 1902  69  DR 

LEAHY  MD, JAMES  D,  8220  TRAVIS  #115,  66204 
342-7184 

48  M 3005  PS 

MORITZ  MD,RICK  S,  12316  NIEMAN  RD,  66213 
371-4343 

54  M 1902  81  DR 

LEATHERS  MD, HOLLIS  K PAT,  SHAWNEE  MISSION  MED  CNTR,  66201 
676-2340 

38  M 3901  77  PATH 

MORONEY  MD,JEAN  M,  10550  QUIVIRA  SUITE  510,  66215 
492-6200 

25  F 4107  68  N 

LEE  JR  MD, JAMES  G,  5739  METCALF  CT,  66202 
371-2330 

18  M 1902  44  OBG 

MUEHLBERGER  MD, JAMES  J,  4601  W 109TH  SUITE  314,  66211 
491-3242 

34  M 3006  70  PD 

LEGASPI  JR  MD, PEDRO  L,  SHAWNEE  MISSION  MED  CNTR,  66201 
676-2479 

36  M 74801  71  ANES 

MUELLER  MD,J  KENT,  3700  WEST  83RD  SUITE  203,  66208 
649-0923 

35  M 1902  63  P 

LESTER  MD,JOHN  BUCKLES,  4140  W 71ST  SUITE  108,  66208 
432-7276 

45  M 1902  71  P 

MUNDEN  MD, FRANK  A,  5300  W 94TH  TERR,  66207 
381-4674 

38  M 1902  65  A 

LEWIN  MD, WALTER,  8901  W 74TH  SUITE  269,  66204 
362-4040 

30  M 1902  56  P 

MURPHY  MD,JAY  W,  8901  W 74TH  STE  21,  66204 
362-6161 

49  M 3840  74  CD 

LEWIS  MD, JAMES  E,  3700  W 83RD  SUITE  203,  66208 
649-0923 

37  M 2101  71  P 

MURRAY  MD,W  LEE,  4601  W 109TH  SUITE  225,  66211 
491-6831 

35  M 1902  78  OPH 

LIU  MD, JOHNS  N,  5500  COLLEGE  BLVD,  66211 
491-9299 

51  M 1902  R 

NASH  MD, ROBERT  A,  11111  NALL  STE  200,  66211 
491-6686 

31  M 1902  55  P 

LULO  MD, ANTONIO  R,  7600  STATE  LN , 66208 
649-3900 

35  M 30801  72  IM 

NAUER  MD, PAULA  LOU,  7301  MISSION  RD  STE  342,  66208 
384-0745 

49  F 1902  78  FP 

MACDOUGALL  MD, MARGARET  L,  6251  ASH,  66202 
588-6074 

48  F 1902  82  NEP 

NAVICKAS  MD, LEONARD  A,  9119  W 74TH  SUITE  150,  66204 
362-5510 

53  M 1902  78  FP 

MALLORY  MD,JOHN  A,  10550  QUIVIRA  SUITE  510,  66215 
492-6200 

43  M 2803  75  IM 

NEIBURGER  MD, JAMES  B,  11111  NALL  AVE  STE  114,  66211 
491-3300 

46  M 1642  75  A 

MANLEY  MD, JOSEPH  W,  PO  BOX  8162,  66208 
381-8838 

42  M 1902  70  OBG 

NELSON  MD, BRYAN  C,  9119  W 74TH  SUITE  107,  66204 
384-5500 

50  M 1902  78  PD 

(SHAWNEE  MISSION) 
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NELSON  MD,JOHN  B,  10550  QUIVIRA  SUITE  510,  66215 
492-6200 

48  M 2846  78  PM 

NOSTI  MD,JUAN  C,  8901  W 74TH  SUITE  345,  66204 
262-5014 

38  M 13204  72  PS 

NOTHNAGEL  MD, ARNOLD  F,  9936  EDELWEISS  CIR,  66203 

15  M 1902  39  00 

NYE  MD,C  ERIK,  7301  MISSION  RD  SUITE  348,  66208 
362-8317 

39  M 3520  78  ORS 

O'BRYAN  MD, JAMES  J,  10550  QUIVIRA  SUITE  250,  66215 
492-2525 

47  M 1902  76  PD 

OLSON  MD, THOMAS  H,  8901  W 74TH  SUITE  10,  66204 
362-1660 

54  M 3005  84  PD 

OSGOOD  MD, GEORGE  M,  8020  SANTA  FE  DR,  66204 
381-5200 

14  M 1902  44  GP 

PATTERSON  MD,JOHN  R,  5317  CHADWICK  RD,  66205 

20  M 1902  48  OO 

PEARCE  MD, EUGENE  W J,  9119  W 74TH  SUITE  104,  66204 
722-3102 

24  M 2802  54  OBG 

PEARCE  MD,LUNETTA  M,  9119  W 74TH  SUITE  104,  66204 
362-1525 

26  F 3005  52  FP 

PENTECOST  MD, RICHARD  L,  6620  RIGGS,  66206 
32  M 1001  65  OO 

PETELIN  MD, JOSEPH  B,  8901  W 74TH  SUITE  328,  66204 
677-2508 

49  M 1902  81  GPVS 

PETERSEN  MD, GERALD  D,  3700  WEST  83RD  SUITE  104,  66208 
648-3911 

30  M 1902  66  IM 


PETIT  MD,CARL,  10550  QUIVIRA  SUITE  240,  66215 
888-1114 

33  M 13202  76  GS 

PETRIE  MD, SAMUEL  C,  GEORGETOWN  MED  BLDG,  66202 
722-1166 

27  M 1902  60  IM 

PFUETZE  MD, BRUCE  L,  4601  W 109TH  SUITE  318,  66211 
383-3630 

42  M 1902  69  A 

PFUETZE  MD,KARL  D,  10550  QUIVIRA  SUITE  510,  66215 
492-6200 

40  M 1902  67  CD 

PHILLIPS  MD, WARREN  G,  3700  W 83RD,  66208 
649-0923 

26  M 1902  63  P 

PILCHARD  MD, WILLIAM  A,  GEORGETOWN  MED  BLDG,  66204 
362-3210 

39  M 1602  72  OPH 

PITTS  MD, RONALD  L,  8901  W 74TH  - SUITE  330,  66204 
362-2524 

35  M 2002  72  D 

POONAWALA  MD,HUSENI,  3001  W 121,  66209 
561-2025 

33  M 49528  71  P 

POWELL  MD, CAROL  W,  8216  CHEROKEE  CIRCLE,  66206 
381-3785 

25  F 1902  51  P 

POWELL  MD, KENNETH  A,  8216  CHEROKEE  CIRCLE,  66206 
753-7000 

25  M 1902  53  IM 


PRENDES  MD, CARLOS  A,  5750  W 95TH  SUITE  225,  66207 
381-5550 

50  M 3005  81  GP 

PRONKO  MD, MICHAEL  J,  4121  W 83RD  SUITE  223,  66208 

648- 7878 

34  M 1902  61  P 

PROUD  MD,G  ONEIL,  3721  W 87TH,  66206 

649- 1098 

13  M 2802  50  OTO 

QUIGLEY  MD, JAMES,  SHAWNEE  MISSION  MED  CTR,  66201 
676-2340 

50  M 2803  84  PATH 

RALSTIN  MD, JAMES  H,  14708  W 71ST  TERR,  66216 
299-2069 

49  M 1902  78  IM 

REIVICH  MD, RONALD  S,  8900  STATE  LN  #331,  66206 

383- 3050 

34  M 3806  66  P 

RICE  MD, BERNARD  F,  8901  W 74TH  SUITE  125,  66204 
262-9222 

31  M 4113  79  END 

RICHTER  MD,DON  G,  SHAWNEE  MISSION  MED  CTR,  66201 
676-2464 

50  M 1902  79  ANES 

RICK  JR  MD, GREGORY  G,  THE  GEORGETOWN  MED  BLDG,  66204 
831-9300 

40  M 1902  67  GE 

RIEKHOF  MD,PAUL  L,  10600  QUIVIRA  SUITE  320,  66215 
541-3200 

40  M 2803  OBG 

RIFFEL  MD, LAWRENCE  D,  10550  QUIVIRA  SUITE  270,  66215 
492-5456 

53  M 1902  81  IM 

ROBERTSON  MD, EDWARD  J,  SHAWNEE  MISSION  MED  CTR,  66201 
676-2479 

46  M 1902  78  ANES 

ROBINSON  MD, DAVID  W,  5500  BELINDER,  66205 
588-6136 

14  M 4101  40  PS 

ROBINSON  MD,JOHN  D,  SHAWNEE  MISSION  MEDICAL  CENTER,  66201 

676- 2479 

48  M 1902  75  ANES 

ROSENBERG  MD, STANTON  L,  1900  W 75TH  SUITE  200,  66208 
362-8080 

30  M 1902  55  P 

RUBIN  MD, HERBERT  M,  10550  QUIVIRA  - SUITE  340,  66215 
792-4220 

37  M 2803  72  PD 

RYAN  MD, MICHAEL  E,  4601  W 109TH  SUITE  210,  66211 

491- 4330 

46  M 1902  73  N 

RYMER  MD, ROBERT  A,  8901  W 74TH  SUITE  373,  66208 
722-0170 

41  M 702  80  OPH 

SAFFO  MD,KARL  S,  8901  W 74TH  SUITE  176,  66204 
362-9585 

39  M 52801  73  PS 

SATHYANARAYANA  MD, SARASWATHI , 8901  W 74TH  SUITE  20,  66204 

677- 2281 

45  F 76  OBG 

SAWKAR  MD,LAXMIDAS  A,  8901  W 74TH  SUITE  312,  66204 

384- 4844 

36  M 49523  74  ON 

SCHAEFER  MD, JOSEPH  PETER,  10550  QUIVIRA  - SUITE  230, 

492- 7440  66215 

34  M 1902  61  IM 

SCHREPFER  MD, ROSEMARY,  9119  W 74TH  SUITE  104,  66204 
722-3102 

22  F 1902  47  OBG 

SCHROLL  MD,JOHN  T,  8901  W 74TH  SUITE  248,  66204 
384-4990 

51  M 1902  77  OBG 
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SCLAR  MD, WILLIAM  C,  DOCTORS  BLDG  SUITE  450,  66215 
492-7730 

SUTTON  JR  MD, RICHARD  L,  3203  W 83RD,  66206 

46  M 2501  79  GS 

08  M 2501  38  OO 

SETTLE  JR  MD, RUSSELL  0,  8717  W llOTH  SUITE  350,  66210 
782-3384 

35  M 1902  61  P 

TAYLOR  MD, THOMAS  L,  8901  W 74TH  SUITE  34,  66204 
362-9444 

40  M 1902  67  GS 

SHAAD  MD, DOROTHY  J,  2322  W 51ST,  66205 
09  F 1902  44  OO 

TENNY  MD, ROBERT  T,  4601  W 109TH  SUITE  307,  66211 
341-7299 

51  M 1902  81  NS 

SHAFFER  MD, KATHLEEN  BRAY,  9119  W 74TH  SUITE  107,  66204 
384-5500 

54  F 2846  82  PD 

THOMAS  MD, MARTY  H,  10600  QUIVIRA  SUITE  320,  66215 
541-3200 

51  F 1902  84  OBG 

SHAFFER  MD, STANLEY  G,  9119  W 74TH  SUITE  107,  66204 
384-5500 

55  M 2846  82  PD 

THOMSEN  MD,GARY,  9119  W 74TH  SUITE  150,  66204 
362-5510 

51  M 3005  77  FP 

SHERIDAN  MD, RANDY  M,  8901  W 74TH  SUITE  36,  66204 
236-6455 

53  M 1902  81  OBG 

TOALSON  MD, WILLIAM  B,  8901  W 74TH  SUITE  21,  66204 
722-0080 

37  M 1902  64  CD 

SHOFSTALL  MD, WILLIAM  H,  6701  WEST  56TH,  66202 
11  M 3901  51  OO 

TRETBAR  MD, LAWRENCE  L,  8901  W 74TH  SUITE  300,  66204 
677-1776 

33  M 1902  67  GS 

SIFERS  MD, TIMOTHY  M,  8901  W 74TH  SUITE  356,  66204 
677-2508 

48  M 1902  75  GS 

TUCKER  MD, SHERIDAN  G,  4121  W 83RD  SUITE  150,  66208 
649-5566 

50  M 1902  77  CHP 

SILLS  MD, THOMAS  D,  8309  MULLEN  RD,  66215 
281-8883 

49  M 5606  77  EM 

VALK  MD, WILLIAM  L,  5401  W 81ST,  66208 
588-6146 

09  M 2501  46  U 

SILVER  MD,BRADD  J,  8901  W 74TH  SUITE  270,  66204 
432-2280 

50  M 1205  77  IM 

VANNAMAN  MD, DONALD  D,  4601  W 109TH  #110,  66211 
381-8282 

43  M 1902  72  PD 

SMITH  MD,DALE  C,  4601  W 109TH  ST  SUITE  224,  66211 
381-0353 

20  M 1902  45  OPH 

WANG  MD, SIDNEY  W,  10550  QUIVIRA  SUITE  130,  66215 
492-1500 

32  M 38503  70  FP 

SMITH  MD, DONALD  J,  8600  W 95TH,  66212 
642-4515 

18  M 1902  49  FP 

WAXMAN  MD, DAVID,  12516  W 85TH  TERR,  66215 
588-1227 

18  M 3515  70  IM 

SMITH  MD, WILLIAM  P,  12000  W llOTH  SUITE  500,  66210 
677-0883 

51  M 1902  79  R 

WEBB  MD, JAMES  R,  5949  NIEMAN  ROAD,  66203 
631-0900 

34  M 1902  62  FP 

SNODELL  MD,FIRMIN  E,  5555  W 58TH,  66202 
432-2080 

WHITE  MD,JOHN  P,  8347  VALLEY  VIEW,  66212 

31  M 1902  62  IM 

17  M 1902  42  OO 

SNOW  JR  MD, ARTHUR  D,  9119  W 74TH  SUITE  150,  66204 
362-5510 

45  M 1902  76  FP 

WHITEHEAD  MD, RICHARD  E,  7301  MISSION  RD  SUITE  348,  66208 
362-8317 

31  M 2501  65  ORS 

SOELDNER  MD, JAMES  0,  9124  DEARHORN  DR,  66207 
722-6214 

44  M 1902  72  FP 

WHITLEY  MD, DOUGLAS  M,  4601  W 109TH  SUITE  202,  66211 
341-4770 

34  M 1902  61  D 

STEVENSON  MD,E  KENT,  4121  W 83RD  SUITE  150,  66208 
649-5566 

45  M 2802  74  CHP 

WIEN  MD, STEVEN  M,  12456  W 62ND  TERR,  66203 
268-4454 

50  M 1902  84  FP 

STRIEBINGER  MD, CHARLES  M,  4601  W 109TH  SUITE  307,  66211 
341-7299 

45  M 1606  77  NS 

WIGGINTON  D.O.  , GERALD  D,  9119  W 74TH  SUITE  250, 

384-5500  66204 

44  M 2878  73  PD 

STUBER  MD,JACK  LAWRENCE,  12000  W llOTH  SUITE  500,  66210 
677-0883 

40  M 1902  67  DR 

WILEY  MD,JOHN  H,  9119  W 74TH  SUITE  201,  66204 
831-2334 

37  M 4113  70  OBG 

STUCKEY  MD, CHARLES  E,  10550  QUIVIRA  SUITE  240,  66215 
492-7737 

41  M 3005  80  GS 

WILLIAMS  MD, THOMAS  A,  10550  QUIVIRA  #310,  66215 
894-6317 

36  M 1902  63  FP 

SUGAR  MD, ROBERT  L,  8901  W 74TH  SUITE  248,  66204 
384-4990 

40  M 3508  72  OBG 

WILSON  MD, ROBERT  B,  10925  W 98TH,  66214 

10  M 1902  40  OO 

SULLIVAN  JR  MD, HENRY  B,  5817  NIEMAN  RD,  66203 
631-6160 

WILSON  MD, SLOAN  J,  5618  W 62ND,  66202 

24  M 1902  52  FP 

10  M 1902  36  HEM 

SULLIVAN  MD,TOM  G,  10600  QUIVIRA  SUITE  320,  66215 
541-3200 

44  M 1902  75  OBG 

WOOD  MD,FRED  M,  8901  W 74TH  SUITE  124,  66204 
831-2604 

38  M 4706  80  ORS 

(SHAWNEE  MISSION)  89 


WURSTER  MD, GEORGE  R,  3700  W 83RD  SUITE  203,  66208 
649-0923 

35  M 1902  62  P 

YE  MD, RICHARD  C,  7301  MISSION  RD  SUITE  317,  66208 
362-7505 

20  M 24222  55  PS 

YEOMANS  MD, RONALD  N,  9234  KESSLER  LN , 66212 
782-3073 

40  M 1902  68  OBG 

YOHE  MD,RUTH  M,  8600  W 9 5TH  ST,  66212 
383-3377 

26  F 4107  59  PDA 

YOUNG  MD,JOHN  W,  8220  TRAVIS  STE  115,  66204 
383-1550 

37  M 4706  72  PS 

ZACK  MD, ASHLEY  S,  4601  WEST  109TH  SUITE  122,  66211 
642-4040 

46  M 2803  74  PD 

ZAMIEROWSKI  MD, DAVID  S,  8800  W 75TH  SUITE  340,  66204 
831-4113 

42  M 2307  78  PS 


SMITH  CENTER  — 913 
(Central  Kansas  Society) 

SHEPPARD  MD, ROBERT  G,  120  E COURT,  66967 
282-6654 

21  M 1902  45  GS 

STEINKRUGER  MD,VERLYN  WILLIAM,  120  E COURT,  66967 
282-6654 

28  M 3005  54  FP 

WOODS  MD,HUGH  J,  120  EAST  COURT,  66967 

282-6654 

26  M 1902  52  FP 


SOUTH  HAVEN  — 316 
(Tri  County  Society) 

UBELAKER  MD, ERNEST  J,  , 67140 
892-2261 

11  M 1902  38  FP 


ST.  FRANCIS  — 913 
(Northwest  Kansas  Society) 


CRAM  MD, ERNEST  R,  PO  BOX 
332-2126 

24  M 1902 


STEPHENSON  MD, LUCILLE  C, 
06  F 1902 


625,  67756 
52  FP 

BOX  824,  67756 
32  FP 


ST.  MARYS  — 913 
(Pottawatomie  County  Society) 

BROWN  MD,FRED  E,  602  W PALMER,  66536 
437-2256 

26  M 1902  55  FP 

ENGELKEN  MD, SUSAN  F,  607  WALNUT,  66536 
437-2256 

49  F 3401  84  GP 


STAFFORD  — 316 
(Ninnescah  Society) 


BROWN  MD,C 
234-5251 

EVERETT,  PO 

BOX 

E,  67578 

10  M 

1902 

47 

A 

FARMER  III 
234-6826 

D.O.  ,F  J 

, PO 

BOX  309, 

67578 

52  M 

2878 

80 

FP 

QUIJANO  JR 
234-5236 

MD, RAMON  S, 

412 

E GRAN, 

67578 

45  M 

74811 

83 

GP 

STERLING  — 316 
(Rice  County  Society) 


DYSART  MD,JACK 
278-2181 

C,  224 

N FOURTH, 

67579 

12 

M 

3901 

41 

00 

SIMPSON  MD,TOM 
278-2123 

C,  239 

N BROADWAY 

, 67579 

47 

M 

1902 

74 

FP 

STOCKTON  — 913 
(Central  Kansas  Society) 


MAUCK  MD, HAROLD  C,  623  SOUTH  2ND,  67669 


42  5- 

62 

80 

20 

M 

1902 

54 

VOTAPKA 

MD, 

, WILLIAM  L, 

623  S SECOND 

42  5- 

62 

80 

24 

M 

1902 

53 

SUBLETTE  — 316 
(Southwest  Kansas  Society) 

THIEMANN  D.O.  ,A  H,  301  DERBY,  67877 
675-2241 

12  M 1875  57  FP 


SYRACUSE  — 316 
(Southwest  Kansas  Society) 

PETTERSON  MD, CECIL  E,  PROFESSIONAL  ASSOCIATION,  67878 
384-5731 


14 

M 

1902 

39 

FP 

SHARMA  MD,S  A, 
384-7735 

PO  BOX  1087, 

67878 

44 

F 

49530 

84 

PD 

TONGANOXIE  — 913 
(Leavenworth  County  Society) 

STEVENS  MD, PHILIP  L,  BOX  319,  66086 
845-2090 

27  M 1902  54  FP 


TOPEKA  — 913 
(Shawnee  County  Society) 

ABBO  MD, GORDON  E,  3107  W 21ST,  66604 
296-5391 

48  M 1803  81  P 
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(SHAWNEE  MISSION-TOPEKA) 


ARJUNAN  MD,  K N,  901  GARFIELD,  66606 
357-6171 

44  M 49568  83  NS 

BOWEN  MD, CLOVIS  W,  2200  WEST  lOTH,  66604 
234-8601 

12  M 1902  37  FP 

ARUNAKUL  MD,PUNYA,  1710  W TENTH,  66604 
234-2624 

44  M 89104  80  OTO 

BOYD  MD, SPENCER  H,  1815  WEST  2ND,  66606 
11  M 1902  35  OBG 

ASHLEY  JR  MD,B  JOHN,  1616  WEST  8TH  ST,  66606 
233-2280 

31  M 1902  56  OPH 

BRAHMAN  MD, HERBERT  D,  1700  SEVENTH,  66606 
295-8471 

43  M 512  79  PATH 

ASHLEY  MD, BYRON  J,  3222  PLASS,  66611 

BRAUN  MD, ROBERT  W,  901  GARFIELD,  66606 
354-9591 

98  M 1902  24  OPH 

44  M 2803  76  IM 

ATLURU  MD,NARAYANA  RAO,  5207  W llTH  TERR,  66604 
232-8761 

47  M 49550  76  CD 

BRIDWELL  MD, RUSSELL  E,  1710  W TENTH,  66604 
234-2624 

26  M 1902  51  ENT 

ATWOOD  MD, MICHAEL  D.,  631  HORNE  ST.  SUITE  340,  66606 
232-9394 

56  M 1902  84  FP 

CACHIA  MD, RICHARD  M,  DEPT  OF  PATHOLOGY,  66606 
295-8472 

51  M 62701  78  PATH 

AVERILL  MD, STUART  C,  MENNINGER  FD,  66601 
273-7500 

24  M 502  58  P 

CASHMAN  JR  MD, MAURICE  R,  901  GARFIELD,  66606 
354-9591 

35  M 1902  66  HEM 

BAEHR  MD, RALPH  H,  S-F  CAP  REG  RADIOTHER  CTR,  66606 
295-8008 

35  M 1606  65  OO 

CHAMBERLIN  JR  MD, CECIL  R,  BOX  829,  66601 
273-7500 

30  M 3901  63  CHP 

BAIR  MD, GLENN  0,  634  MULVANE  SUITE  400,  66606 
233-5153 

31  M 2401  59  IM 

CHEN  MD,CHU-CHI,  CENTRAL  UROLOGY,  66604 
354-4465 

47  M 24405  81  U 

BAKER  MD, FREDERICK  C,  2101  WEST  lOTH,  66604 
232-0909 

35  M 4113  76  FP 

CHEN  MD,TAK-MING,  308  MED  ARTS  BLDG,  66604 
234-3451 

41  M 24402  76  ANES 

BAKER  MD, PHILLIP  L,  909  MULVANE,  66606 
357-0301 

37  M 3005  63  ORS 

CHERRY  JR  MD, ARTHUR  C,  918  WEST  lOTH,  66604 
233-3362 

27  M 3806  58  PD 

BAKER  MD,RAY  D,  1615  W EIGHTH  PO  BOX  118,  66601 
233-8961 

30  M 4812  67  GPM 

CLARK  MD, CRAIG  N,  300  SE  NORWOOD,  66607 
29  M 1902  58  OO 

BARABAN  MD,MARC  R,  1319  HUNTOON,  66604 
357-5325 

50  M 2846  80  PS 

COCHRAN  MD,PAUL  W,  MENNINGER  FD,  66601 
273-7500 

33  M 4802  76  IM 

BARNETT  MD, ROBERT  E,  631  HORNE,  66606 

COHEN  MD, LOUIS,  918  W lOTH,  66604 
233-7175 

00  M 2802  84  OBG 

14  M 1902  41  IM 

BEACH  MD, RICHARD  R,  HMO  KANSAS  BOX  110,  66601 
295-4832 

23  M 2802  54  OO 

COKELEY  MD,JOHN  M,  2200  GAGE  BOULEVARD,  66622 
272-3111 

30  M 5104  66  P 

BEALE  MD, DAVID  A,  MENNINGER  FOUNDATION,  66601 
273-7500 

31  M 5404  64  P 

COKER  MD,W  LAURENCE,  631  HORNE  #340,  66606 
232-9394 

53  M 1902  81  FP 

BEDFORD  MD,D  R,  PO  BOX  1772,  66615 

COLLINS  MD,DEAN  T,  MENNINGER  FD,  66601 
273-7500 

09  M 4802  46  OO 

28  M 1902  55  p 

BEELMAN  MD, FLOYD  C,  1286  LAKESIDE  DR,  66604 

02  M 3840  36  FP 

COLLINS  MD, EDWARD  JOSEPH,  900  WASHBURN,  66606 
233-3242 

45  M 1611  77  OPH 

BELLER  MD, WILLIS  L,  31  PEPPERTREE  LANE,  66611 

14  M 1902  41  OO 

COLLINS  MD, FRANCIS  T,  206  MED  ARTS  BLDG  EAST,  66604 
233-6470 

14  M 1902  43  IM 

BLAKE  MD, HENRY  S,  1933  WESTWOOD  DR,  66604 

CONROY  MD, ROBERT  W,  MENNINGER  FD,  66601 
273-7500 

11  M 3520  42  OO 

38  M 2604  71  p 

BONEBRAKE  MD,C  RICHARD,  634  MULVANE  STE  104,  66606 
233-1979 

48  M 1606  79  OBG 

COOLEY  MD, DENNIS  M,  TOPEKA  MEDICAL  CENTER,  66604 
233-3362 

51  M 1902  79  PD 

BOREL  MD, DAVID,  ST  FRANCIS  HOSP  & MED  CTR,  66606 
295-8473 

45  M 1902  72  PATH 

COPPLE  JR  MD,HAL  E,  904  SW  MULVANE,  66606 
232-8224 

46  M 3005  84  PNP 

BOWEN  JR  MD, HARRY  J,  1900  SW  PEMBROOK  LANE,  66604 
234-4172 

M 1902  37  OO 

COTTON  MD, ROBERT  T,  901  GARFIELD,  66606 
354-9591 

19  M 1902  45  IM 

(TOPEKA) 


CRARY  MD,JOHN  E,  201  MED  PLAZA  BLDG,  66604 
233-4202 

18  M 1902  43  IM 

GAY  MD,JOHN  D,  310  MED  ARTS  BLDG,  66604 
234-3451 

42  M 4802  74  DR 

CROUCH  MD, STEVEN  W,  904  MULVANE,  66606 
232-8224 

51  M 1902  77  PD 

GENDEL  MD, JOSEPH  E,  918  W lOTH,  66604 
235-9914 

12  M 4804  52  ORS 

CROUCH  MD, WILLIAM  H,  904  MULVANE,  66606 
232-8224 

20  M 2802  51  PD 

GIERBOLINI  MD,JOSE  I,  1500  SW  TENTH,  66606 
354-6850 

52  M 4201  85  NEO 

DAVIS  MD, CHESTER  R,  631  HORNE,  66606 
232-6020 

50  M 1902  76  FP 

GIESSEL  MD, MICHAEL  D,  901  GARFIELD,  66606 
354-9591 

48  M 1902  74  D 

DELGADO  MD, SERGIO,  634  MULVANE  STE  200,  66606 
357-0352 

37  M 2501  74  ORS 

GIMPLE  MD, KENNETH,  631  HORNE  #200,  66606 
233-7491 

45  M 1902  78  ORS 

DESOIGNIE  MD, RAFAEL  R,  2537  BURNETT  RD,  66614 
19  M 27501  78  00 

GLEASON  MD, JIMMIE  A,  800  LINCOLN,  66606 
233-5101 

33  M 1902  60  OBG 

DUNAGIN  MD,JACK  A,  925  WESTERN,  66606 
233-7138 

20  M 1902  44  P 

GOERING  MD,EMIL  L,  SECURITY  BENEFIT  LIFE,  66636 
295-3175 

27  M 1902  57  IM 

DUNIVEN  MD, PHILIP  L,  RADIOLOGY  S,  NUCLEAR  MED,  66604 

GRAY  MD, DAVID  E,  3633  SW  DRURY  LN,  66604 

234-3451 

52  M 4812  81  R 

16  M 1606  42  OO 

DURST  JR  MD, ROBERT  D,  1706  SW  TENTH,  66604 
357-5166 

42  M 2803  72  D 

GRAYIB  MD, ANTOINE  S,  1625  OAKLEY,  66604 
354-5100 

18  M 60501  58  OO 

EATON  MD, EDWARD  L,  925  WESTERN,  66606 
233-7138 

40  M 401  73  P 

GREENBERG  MD.MARK,  310  MED  ARTS  BLDG,  66604 
234-3451 

46  M 1611  76  R 

EATON  MD,WYLEY  E,  3555  CAMBRIDGE,  66614 
273-9243 

GREENE  MD, HORACE  T,  156  SW  FAIRLAWN  RD,  66606 

22  M 702  72  GP 

15  M 401  47  OO 

ELDER  MD,D  MIKEL,  310  MED  ARTS  BLDG,  66604 
234-3451 

41  M 1902  73  DR 

GREENE  MD, RUSSELL  E,  1001  HORNE  #310,  66604 
295-8008 

53  M 515  83  RT 

FAROOKI  MD,ZIA  0,  1001  HORNE  #40,  66604 
233-1710 

GREENWOOD  MD, EDWARD  D,  1915  WEBSTER,  66604 

43  M 70401  PDC 

01  M 702  40  CHP 

FEAGAN  MD, JERRY,  901  GARFIELD,  66606 
354-9591 

GREER  MD, RICHARD  H,  BREWSTER  PLACE  COTTAGE  A-7,  66611 

39  M 1902  64  GE 

09  M 1902  39  OO 

FERNANDEZ  MD,LUIS  A,  2707  WEST  13TH,  66604 
233-8961 

14  M 27501  68  PD 

GUILLAN  MD, RAMON  A,  2200  GAGE,  66622 
267-1467 

30  M PATH 

FERNANDEZ  MD, MIGUEL  A,  808  SW  WASHBURN  AVE  #18,  66606 
43  M 27502  83  GS 

GUTOVITZ  MD, ALLEN  LOUIS,  634  MULVANE  SUITE  100,  66606 
233-9643 

46  M 1611  79  CD 

FIELD  MD, RICHARD  A,  308  MED  ARTS  BLDG,  66604 
235-3451 

29  M 1902  55  ANES 

HACKER  MD, ELAINE  MARY,  3026  QUAIL  CREEK,  66614 
296-3981 

25  F 2604  78  OBG 

FILLMAN  MD, ELDON  M,  301  MEDICAL  PLAZA  BLDG,  66604 
233-4256 

20  M 1611  49  U 

HALLEY  MD,M  MARTIN,  40  MED  ARTS  BLDG,  66604 
233-1710 

27  M 2401  59  TS 

FORD  MD,FRED  L,  1264  LAKESIDE  DR,  66604 
11  M 2501  39  00 

HARRIS  MD, HUBERT  L,  210  MED  ARTS  BLDG,  66604 
233-3151 

12  M 1803  49  D 

FOSTER  MD,D  BERNARD,  3111  JEWELL,  66611 
272-3111 

14  M 2501  47  00 

HARRIS  MD, PATRICIA  A,  1617  W 26TH,  66611 
354-1906 

29  F 1902  54  IM 

FRANKLIN  JR  MD, BENJAMIN  A,  1001  HORNE  #310,  66604 
234-3451 

45  M 1902  77  R 

HARRISON  MD,HALL  E,  901  GARFIELD,  66606 
354-9591 

39  M 2802  72  IM 

GANDHI  MD,SHANTIKUMAR  K,  634  SW  MULVANE  SUITE  203,  66606 
233-1690 

40  M 49501  78  TS 

HARVEY  MD,R  CLAY,  1001  HORNE  #310,  66604 
234-3451 

52  M 1902  79  R 

GANZARAIN  MD, RAMON  C,  MENNINGER  FD,  66601 
273-7500 

23  M 23101  73  P 

HEBBAR  MD,SATYA  N,  634  MULVANE  SUITE  100,  66606 
233-9643 

39  M 49509  74  CD 

92  (TOPEKA) 


HEEB  MD, CAMILLE  S.,  918  W TENTH,  66604 

233-3362 

44  F 1902  83  PD 

HERRERA  MD, JORGE  J,  2825  CALIFORNIA,  66605 
267-5370 

27  M 64901  74  IM 

HICKMAN  MD, JAMES  STEPHEN,  634  MULVANE  SUITE  103,  66606 
233-8508 

53  M 2803  82  PD 

HIEBERT  MD,JOHN  B,  901  GARFIELD,  66606 
354-9591 

40  M 1902  72  CD 

HILL  MD, ROBERT  N,  901  GARFIELD,  66606 
354-9591 

14  M 1902  68  IM 

HILST  MD, WILBUR  D,  1271  WOODHULL,  66604 
273-5870 

31  M 3005  61  GS 

HIRSCHBERG  MD,J  COTTER,  MENNINGER  FD,  66601 
273-7500 

15  M 1602  52  CHP 

HISZCZYNSKYJ  MD, ROMAN,  1500  W TENTH,  66606 
354-6870 

35  M 1803  70  PATH 

HOBBS  MD, DONALD  D,  200  CONTINENTAL  MED  BLDG,  66606 
233-7491 

28  M 2401  63  ORS 

HOHERZ  MD, DAVID  G,  631  HORNE  SUITE  220,  66606 
235-1170 

45  M 1803  75  TS 

HOLMES  MD, ROBERT  W,  901  GARFIELD,  66606 
354-9591 

52  M 1902  80  IM 

HOSTETTER  MD, JAMES  P,  1500  W TENTH,  66606 
354-6100 

43  M 1902  70  EM 

HOSTETTER  MD, MARCIA  M,  634  MULVANE  #104,  66606 

233- 1979 

46  F 1902  74  OBG 

HOYT  MD, ARTHUR  W,  2521  NW  35TH,  66618 

234- 5663 

14  M 2501  55  P 

HSU  MD, CHENG  H,  1516  W SIXTH,  66606 
232-1005 

41  M 38502  74  U 

HSU  MD,SHIN-FU,  MEDICAL  PLAZA  BLDG,  66604 
232-0362 

43  M 24402  OTO 

HUAMAN  MD, ANTONIO  M,  KANSAS  NEUROLOGICAL  INST,  66604 
296-5306 

29  M 73701  65  PATH 


HUANG  MD,JONSON,  901  GARFIELD,  66606 
357-6171 

52  M 2701  81  N 

HUSTON  MD, JOSEPH  W,  634  MULVANE,  66606 
357-0352 

35  M 1902  63  ORS 

HUTTON  MD, FREDERICK  A,  102  MED  PLAZA  BLDG,  66604 
234-0553 

29  M 6701  66  PS 


HYLAND  MD, JOSEPH  M,  BOX  829,  66601 
273-7500 

45  M 53902  74  P 

ILIFF  MD,R  DOUGLAS,  1500  SW  OAKLEY,  66604 
354-6100 

49  M 1902  80  FP 

ILORETA  MD, ALFREDO  T,  1516  W SIXTH,  66606 
232-1005 

47  M 74801  80  U 


ISAACSON  MD, RICHARD  N,  1001  GARFIELD  STE  301,  66604 
233-4256 

48  M 2501  80  U 

JACKSON  JR  MD, DONALD  H,  634  MULVANE  #100,  66606 

233- 9643 

40  M 3515  84  CD 

JACOBY  II  MD, ROBERT  E,  340  CONT  MED  BLDG,  66606 
232-9394 

46  M 2307  75  FP 

JANSSEN  MD, ERWIN  T,  MENNINGER  FD,  66601 
273-7500 

36  M 1803  70  P 

JENSEN  MD, ROBERT  D,  1500  W TENTTH,  66606 
354-6031 

53  M 3005  83  PATH 

JOSEPH  MD, BRIAN  W,  3600  SW  BURLINGAME,  66611 
267-0150 

38  M 35205  74  CHP 

JOSS  MD, CHARLES  S,  1400  STRATFORD,  66604 

14  M 1606  40  00 

JOYCE  MD,G  BERNARD,  4929  WEST  HILLS  DR,  66606 

17  M 1902  44  00 

KATZ  MD, JEROME  B,  BOX  829,  66601 
273-7500 

22  M 2101  52  P 

KAVEL  MD,KARL  K,  MED  PLAZA  BLDG,  66604 

234- 2663 

36  M 3605  72  PDA 

KEARNS  MD,NORBERT  W,  BOX  829,  66601 
273-7500 

43  M 1002  72  P 

KELLY  MD,DAN  A,  904  MULVANE,  66606 
232-8224 

39  M 2803  69  PD 

KEYS  JR  MD, ROBERT  C,  308  MED  ARTS  BLDG,  66604 

235- 3451 

36  M 1902  64  ANES 

KIM  MD,YONG  W,  CONT  MED  BLDG,  66606 

232- 6964 

28  M 58302  61  IM 

KINDLING  MD,PAUL  H,  40  MED  ARTS  BLDG,  66604 

233- 1710 

30  M 3545  68  TS 

KIRKEGAARD  MD, RODGER  S,  835  WESTERN,  66606 
233-6493 

30  M 1803  64  OPH 

KLEINHOLZ  JR  MD,EMIL  JOHN,  634  MULVANE  #201,  66606 

232- 1227 

39  M 3503  79  IM 

KLEMMER  MD, HERBERT,  904  MULVANE  MED  PARK  CL,  66606 

233- 5033 

11  M 4102  56  P 

KOONTZ  MD, JUDITH  A,  904  MULVANE  MED  PARK  CL,  66606 
233-5033 

49  F 1902  81  CHP 

KOOSER  MD, JUDITH  A,  1700  7TH,  66606 
295-8008 

47  F 1601  85  TR 

KOVARIK  MD, ERNEST  D,  900  WASHBURN,  66606 
233-1800 

36  M 3005  71  OPH 

KROLL  MD, HARRY  G,  200  CONTINENTAL  MED  BLDG,  66606 
233-7491 

24  M 1602  57  ORS 

LACCHEO  MD, MICHAEL  L,  2115  W lOTH,  66604 
354-4600 

51  M 3840  82  FP 


(TOPEKA) 


LAI  MD,MAX  G,  1710  W lOTH,  66604 
354-4465 

45  M 24405  81  U 

LAUNEY  MD, WALTON  S,  1001  HORNE  #310,  66604 

234- 3451 

39  M 4804  81  R 

LAWSON  MD, DWIGHT,  1203  SW  29TH  STONE  HOUSE  #2,  66611 
06  M 2802  44  IM 

LEE  MD,SONG  DOW,  308  MED  ARTS  BLDG,  66604 

235- 3451 

43  M 38505  74  ANES 

LEE  MD,SONG  PING,  918  W lOTH,  66604 
233-6001 

34  M 38502  74  OTO 

LEIFER  MD, WILLIAM  N,  1500  W TENTH,  66606 
354-6870 

47  M 1902  78  PATH 

LENTZ  MD, WILLIAM  R,  300  MEDICAL  ARTS  BLDG,  66604 
235-3443 

24  M 1902  53  FP 

LESSENDEN  JR  MD,C  M,  5635  NW  BRICKYARD  RD,  66618 

272- 3111 

18  M 1902  43  D 

LEVY  MD, EDWIN  Z,  4125  SW  GAGE  CTR  DR  L-#6,  66604 

273- 5610 

29  M 1606  59  P 

LIESMANN  MD, GEORGE  E,  631  HORNE  SUITE  220,  66606 
235-1170 

49  M 1902  81  GPVS 

LOGAN  MD, WILLIAM  S,  5600  W 6TH  BOX  829,  66601 
273-7500 

49  M 4812  84  P 

LUI  MD, NASON,  1516  W SIXTH,  66606 
233-1747 

48  M 1606  83  GPVS 

LYNCH  MD,JOHN  A,  909  MULVANE,  66606 
357-0301 

30  M 2834  64  ORS 

MACARTHUR  MD,  RICHARD  IAN,  634  SW  MULVANE  #203,  66606 
233-1690 

46  M 1902  84  GS 

MARSHALL  MD,B  M,  1826  SW  34TH,  66611 

08  M 2802  34  U 

MARTIN  MD, WILLIAM  0,  308  MED  ARTS  BLDG,  66604 
235-3451 

19  M 1902  44  ANES 

MARTINAK  MD, JOSEPH  F,  5144  SW  VORSE  RD,  66610 
295-8090 

39  M 3506  84  EM 

MAU  MD, WALTER,  301  MEDICAL  PLAZA  BLDG,  66604 
233-4256 

16  M 1611  49  U 

MCCARTER  MD, DUANE  K,  2101  W lOTH,  66604 
233-8979 

26  M 1902  65  IM 

MCCLELLAN  MD,JOHN  W,  2701  BOSWELL,  66611 
11  M 3006  65  00 

MCCLURE  MD, JAMES  A,  1541  WESTOVER  RD,  66604 
18  M 1902  44  OO 

MCCOY  MD, MICHAEL  T,  631  HORNE  SUITE  310,  66606 
233-0117 

49  M 1902  80  ORS 

MCELROY  MD, ROBERT  T,  221  MED  ARTS  BLDG,  66604 
232-0444 

35  M 1902  62  GS 


MCELROY  MD, WILBUR  J,  1616  W EIGHTH,  66606 
233-2280 

35  M 1902  62  OPH 

MEGIBOW  MD,ALAN  D,  925  WESTERN,  66606 
233-7138 

37  M 3503  74  CHP 

MEIDINGER  MD, RICHARD,  310  MED  ARTS  BLDG,  66604 
295-8011 

39  M 1902  66  DR 

MENNINGER  MD,KARL  A,  BOX  829,  66601 
273-7500 

93  M 2401  17  P 

MENNINGER  MD, ROBERT  G,  234  KANSAS,  66603 

232- 7214 

22  M 3545  53  P 

MENNINGER  MD,ROY  W,  BOX  829,  66601 
273-7500 

26  M 3520  62  P 

MENNINGER  MD,W  WALTER,  THE  MENNINGER  FD,  66601 
273-7500 

31  M 3520  59  P 

MEYER  MD,0  WARREN,  634  MULVANE  #100,  66606 

233- 9643 

49  M 1902  80  CD 

MHATRE  MD,VIJAY  R,  600  SE  MADISON,  66607 
354-5275 

49  M 49528  84  IM 

MILLS  JR  MD, PHILIP  E,  901  GARFIELD,  66606 
357-6171 

36  M 1902  65  N 

MODLIN  MD, HERBERT  C,  MENNINGER  FD,  66601 
273-7500 

13  M 3005  50  P 

MODLIN  MD, HERBERT  C,  1500  W TENTH,  66606 
354-6870 

13  M 3005  50  P 

MORRIS  MD, MERLE  D,  2800  MAC  VICAR,  66611 

21  M 1902  45  OO 

MORRISON  MD, MICHAEL  R,  800  LINCOLN,  66606 
233-5101 

50  M 1902  78  OBG 

MORROW  JR  MD,J  TARLTON,  235  WOODLAWN,  66606 

23  M 4804  63  OO 

MUELLER  MD, ARNOLD  V,  901  GARFIELD,  66606 
354-9591 

31  M 3005  58  IM 

NABOURS  MD, RICHARD  D,  4228  W 29TH  ST  TERR,  66614 

272- 7190 

27  M 1902  54  FP 

NATHAN  MD, WILLIAM  A,  904  MULVANE,  66606 
233-5033 

48  M 3503  CHP 

NICE  MD,G  WILLIAM,  112  MED  ARTS  BLDG  EAST,  66604 
235-8090 

22  M 1902  46  IM 

NOVOTNY  MD, PETER  C,  MENNINGER  FD,  66601 

273- 7500 

30  M 15407  63  P 


O'NEIL  MD, ROBERT  H,  901  GARFIELD,  66606 
354-9591 

20  M 1902  45  IM 


OBOURN  MD, ROBERT  L,  1150  OAKLEY,  66604 
273-7500 

19  M 2802  51  OO 


OWEN  III  MD, JAMES  W,  1001  HORNE  #310,  66604 
234-3451 

54  M 2802  83  DR 


94  (TOPEKA) 


PARMAN  MD, ROBERT  D,  904  MULVANE,  66606 
232-8224 

27  M 1902  54  PD 

RAJU  MD,A  S PADMA,  918  W lOTH,  66604 
234-3211 

39  M 49509  81  TS 

PASCUA  MD,PERCIVAL  G,  BOX  829,  66601 
273-7500 

39  M 74808  80  IM 

RAMSAY  MD, GRACE  A,  800  LINCOLN,  66606 
233-5105 

48  F 1902  81  OBG 

PATEL  MD,VINOD,  655  WESTCHESTER  RD,  66601 
354-5174 

47  M 49531  74  N 

RAMSEY  MD, BARTLETT  W,  904  MULVANE,  66606 
232-8224 

25  M 1902  50  PD 

PATRICK  MD,FRED  EDWARD,  904  MULVANE,  66606 
232-8224 

45  M 1902  72  PD 

RANDALL  MD, GORDON  R,  1001  HORNE  SUITE  310,  66604 
234-3451 

50  M 4706  83  R 

PAYNE  MD, ROBERT  R,  200  CONTINENTAL  MED  BLDG,  66606 
233-7491 

29  M 1902  55  ORS 

RANSDELL  MD, EDGAR  C,  800  LINCOLN,  66606 
233-5101 

41  M 3005  71  OBG 

PERDUE  II  MD,W  LANG,  631  HORNE  #400,  66606 
354-9504 

49  M 1902  81  GS 

RANSOM  MD, JAMES  H,  MEDICAL  PLAZA  BLDG,  66604 
234-2663 

36  M 1803  67  A 

PETERSON  MD,DEAN  L,  308  MED  ARTS  BLDG  WEST,  66604 
235-3451 

24  M 1902  54  ANES 

REINKING  MD, VICTOR  E,  631  HORNE  SUITE  110,  66606 
233-5084 

26  M 1902  52  IM 

PETERSON  MD, ROBERT  L,  STORMONT- VAI L EMERGENCY,  66606 
354-6108 

RENDON  MD, HUMBERTO  M,  5835  SW  34TH  TERR,  66614 

36  M 1902  63  EM 

36  M 73705  74  PATH 

PETERSON  MD, VERNON  J,  310  MED  ARTS  BLDG,  66604 
234-3451 

42  M 512  73  R 

REYMOND  MD, RALPH  D,  S- F CAP  REG  RADIOTHER  CTR,  66606 
295-8008 

37  M 2301  72  R 

PETRIK  MD, EDWIN  L,  MEMORIAL  HOSPITAL,  66607 
354-5164 

35  M 1902  65  IM 

RICCI  MD, ROBERT  LAWLER,  901  GARFIELD,  66606 
354-9591 

50  M 1902  76  IM 

PETTERSON  MD, DENNIS  CRAIG,  310  MEDICAL  ARTS  BLDG,  66604 
234-3451 

49  M 1902  76  R 

RICH  MD, JOSEPH  E,  WOMEN'S  HEALTH  CTR,  66606 
233-2700 

47  M 40921  81  OBG 

PFUETZE  MD, ROBERT  E,  209  MED  ARTS  BLDG  EAST,  66604 
232-3332 

09  M 1902  35  OBG 

RICHARDSON  MD,J  M,  634  SW  MULVANE  #404,  66606 
232-7762 

47  M 1611  77  IM 

PIERCE  MD, CHARLES  F,  4108  SW  EMLAND  DR  #3,  66606 
235-6282 

24  M 4101  55  00 

ROBERTS  MD, WARREN  E,  PO  BOX  4047,  66604 
272-5797 

25  M 1902  57  FP 

PIERCE  MD, DONALD  R,  307  MED  ARTS  BLDG  EAST,  66604 
235-2226 

23  M 5101  50  FP 

ROBINSON  MD, DAVID  B,  800  LINCOLN,  66606 
233-5101 

47  M 1902  74  OBG 

POLLY  MD, RICHARD  E,  909  MULVANE,  66606 
357-0301 

42  M 1803  75  ORS 

RODRIGUEZ  MD, ALBERTO,  2700  W 6TH,  66606 
296-4347 

25  M 27501  76  GP 

PORTER  MD, ROBERT  D,  901  GARFIELD,  66606 
354-9591 

41  M 2802  73  IM 

ROEDER  MD, ROBERT  E,  901  GARFIELD,  66606 
354-9591 

40  M 1902  68  IM 

POWELL  II  MD, BENSON  M,  400  CONTINENTAL  MED  BLDG,  66606 
354-9504 

26  M 1606  55  TS 

ROSS  MD,JACK  L,  MENNINGER  FD,  66601 
273-7500 

32  M 4812  63  P 

POWELL  MD, WILLIAM  R,  833  GARFIELD,  66606 
233-8941 

30  M 1902  54  GS 

ROTERT  MD, LARRY,  301  MEDICAL  PLAZA  BLDG,  66604 
233-4256 

38  M 3005  77  U 

PRESTON  MD, RALPH  R,  1710  WEST  lOTH,  66604 
234-2624 

19  M 1902  44  OPH 

ROY  MD, WILLIAM  R,  634  MULVANE  STE  104,  66606 
233-1979 

26  M 1606  54  ADM 

PRICE  JR  MD,LAURANCE  W,  1500  WEST  lOTH,  66606 
842-2083 

33  M 1902  60  PATH 

RUNNELS  MD,JOHN  B,  901  GARFIELD,  66606 
357-6171 

35  M 1902  72  NS 

PROKOP  MD, BRADFORD  S,  920  SW  WASHBURN,  66606 
233-3900 

32  M 1606  61  OPH 

RUPP  MD, RICHARD  J,  901  GARFIELD,  66606 
354-9591 

42  M 3841  75  CD 

PYLE  MD,LUCIEN  R,  3139  CANTERBURY  LN,  66604 
01  M 1601  30  OBG 

SANCHEZ  MD,ROGELIO,  1516  W 6TH  ST,  66606 
232-1005 

31  M 64901  70  U 

RAINBOW-EARHART  MD, KATHRYN  A,  2916  KENTUCKY,  66605 
233-1730 

21  F 4707  63  00 

SARGENT  MD, JOSEPH  D,  MENNINGER  FD,  66601 
273-7500 

32  M 2501  66  IM 

(TOPEKA) 


SAYLOR  MD, EDWARD  H,  918  WEST  lOTH,  66604 

233- 3362 

39  M 1902  66  PD 

SAYLOR  MD, LESLIE  L,  918  WEST  lOTH,  66604 

07  M 1606  36  OO 

SAYLOR  MD,MARK,  918  WEST  lOTH,  66604 

234- 3211 

37  M 1902  67  GS 

SAYLOR  MD, STEPHEN,  631  HORNE  SUITE  340,  66606 

232-9394 

47  M 1902  74  FP 

SCAMMAN  MD,W  WIKE,  2115  W lOTH,  66604 

232- 2322 

32  M 4705  64  PATH 

SCHLOESSER  MD, HARVEY  L,  918  MERCHANTS  NATL  BK , 66612 

235- 3184 

21  M 3901  55  P 

SCHLOESSER  MD, PATRICIA  T,  1914  WARNER  CT,  66604 
862-9360 

24  F 3901  53  PD 

SCHMIDT  MD, MICHAEL  J,  631  HORNE  APT  200,  66606 

233- 7491 

54  M 1902  84  ORS 

SCHRAM  MD, PETER  CHARLES,  PO  BOX  829,  66601 
273-7500 

39  M 2507  76  P 

SEGERSON  MD,JOHN  A,  901  GARFIELD,  66606 

18  M 3545  49  OO 

SEHDEV  MD,JOAN,  1001  HORNE  SUITE  303,  66604 

233-3553 

40  F 6101  74  FP 

SETTLE  SR  MD, RUSSELL  O,  1208  SW  29TH  TER  APT  S25,  66611 

04  M 1902  29  OO 

SHAW  MD, JOSEPH  L,  1001  HORNE  SUITE  204,  66604 
235-6221 

34  M 511  72  ORS 

SHEAFOR  MD, DOUGLAS,  925  WESTERN,  66606 
233-7138 

34  M 1902  61  P 

SHELTON  MD, STEPHEN  E,  925  WESTERN,  66606 

233- 7138 

35  M 702  67  P 

SHERWOOD  JR  MD, CLARENCE  E,  CONTINENTAL  MED  BLDG,  66606 
354-9504 

22  M 702  62  GS 

SHEU  MD,W  ERIC,  1001  HORNE  SUITE  308,  66604 
235-3451 

43  M 38505  82  ANES 

SIMPSON  MD, WILLIAM  S,  MENNINGER  FOUNDATION,  66601 
273-7500 

24  M 6001  63  P 

SISK  MD, PHILLIP  B,  310  MED  ARTS  BLDG  WEST,  66604 

234- 3451 

32  M 1803  64  R 

SMITH  MD,LEO  A,  4201  SW  EMLAND  DR  # 2 , 66606 

08  M 3006  33  OO 

SNARR  MD,JACK  W,  MED  ARTS  BLDG  W #310,  66604 

234-3451 

41  M 6201  77  DR 

SPEARMAN  MD, JESSE  L,  MED  ARTS  BLDG  ROOM  24,  66604 
234-2879 

20  M 1902  54  OBG 

SPENCER  MD, MILLARD  C,  310  MED  ARTS  BUILDING,  66604 
234-3451 

28  M 1902  55  R 

SPENCER  MD, WAYNE  E,  103  MED  ARTS  BLDG  EAST,  66604 
233-9686 

88  M 1902  65  GE 


STEIN  MD, JOSEPH  M,  901  GARFIELD,  66606 
357-6171 

24  M 3519  56  N 

STOCK  MD,KARL  W,  2740  BURLINGAME  RD,  66611 

13  M 2834  44  OO 

SWOGGER  JR  MD, GLENN,  MENNINGER  FD,  66601 
273-7500 

35  M 3806  72  P 

TAPPEN  MD, DANIEL  L,  2333  MAYFAIR  PL,  66611 

16  M 1902  41  OO 

TARGOWNIK  MD,KARL  K,  1218  W TENTH,  66604 

232- 1644 

15  M 40710  59  OO 

TARNOWER  MD, WILLIAM,  MENNINGER  CLINIC,  66601 
273-7500 

21  M 4802  53  P 

TEMPERO  MD, STEPHEN  J,  310  MED  ARTS  BLDG,  66604 

234- 3451 

42  M 1606  72  R 

THOMS  MD, NORMAN  W,  40  MED  ARTS  BLDG,  66604 

233- 1710 

34  M 2501  75  TS 

THURSTON  MD, DAVID  E,  200  CONTINENTAL  BLDG,  66606 
233-7491 

29  M 1902  55  ORS 

TIETZE  MD, DENNIS  D,  634  MULVANE  STE  402,  66606 

235- 9545 

50  M 1902  79  FP 

TOZER  MD, RICHARD  C,  1207  SW  29TH  A-10,  66611 

19  M 4102  53  OO 

TRAVIS  MD,JOHN  W,  S-F  CAP  REG  RADIOTHER  CTR,  66606 
295-8008 

29  M 1606  61  R 

TREGER  MD, NEWMAN  V,  1704  W lOTH,  66604 
354-8761 

16  M 1902  40  IM 

TUCKER  MD, DONALD  R,  600  SE  MADISON,  66607 
354-5275 

31  M 1902  57  IM 

TUCKER  MD, VIRGINIA  L,  BUREAU  OF  MAT  a CHILD  HLT,  6662 
862-9360 

30  F 1902  57  PD 

UHR  MD, NATHANIEL,  MENNINGER  FOUNDATION,  66601 
273-7500 

00  M 3519  50  IM 

VAN  SICKLE  MD,GREGGORY  J,  634  MULVANE  #103,  66606 
233-8508 

49  M 1606  80  PD 

VANDE  GARDE  MD, LARRY  D,  800  LINCOLN,  66606 
233-5101 

41  M 1803  72  OBG 

VOGEL  MD, STANLEY  J,  901  GARFIELD,  66606 
354-9591 

44  M 2802  78  ON 

VOTH  MD,ERIC  A,  901  GARFIELD,  66606 
354-9591 

55  M 1902  84  IM 

WADE  III  D.O.  , WILLIAM  E,  1115  W TENTH  SUITE  A, 

233- 8268  66604 

53  M 3979  81  FP 

WALIA  MD,JAG  M,  2200  W TENTH,  66604 

234- 8601 

50  M 49515  84  FP 

WALLACE  MD,LEO  F,  5500  W 24TH,  66614 

17  M 1902  41  OO 

WALLS  MD, WILLIAM  J,  310  MED  ARTS  BLDG,  66604 
234-3451 

39  M 2834  72  DR 


96  (TOPEKA) 


WALZ  MD,ROYCE  C,  1710  W lOTH  SUITE  205,  66604 
234-2676 

27  M 15407  62  P 

WALZ  MD, THOMAS  J,  C/0  ROYCE  WALZ,  66604 
94  M 1902  21  00 

WANLESS  MD,KIRK  M,  1424  W EIGHTH,  66606 

232- 8188 

44  M 2803  81  OTO 

WARD  MD, HOWARD  N,  901  GARFIELD,  66606 
354-9591 

37  M 1606  70  HEM 

WARE  MD,LUCILE  M,  MENNINGER  FOUNDATION,  66601 
273-7500 

29  F 3501  66  P 

WARRICK  MD, DAVID  ALAN,  600  MADISON,  66607 
354-5275 

49  M 3843  79  IM 

WATERS  MD,DALE  A,  634  SW  MULVANE  SUITE  203,  66606 

233- 1690 

41  M 5605  80  CDS 


WEAVER  MD, WALTER  D,  900  WASHBURN  ST,  66606 
233-3636 

41  M 1902  70  OPH 

WEBER  MD, DARRELL  J,  1710  W lOTH,  66604 
233-2305 

15  M 1902  44  FP 

WELSH  MD, NANCY  JANE,  2200  GAGE,  66622 
272-3111 

39  F 3840  84  IM 


WILSON  MD, MARVIN  H,  1516  SW  SIXTH,  66606 
233-1747 

38  M 1003  72  GS 


WOODS  MD, ROBERT  P,  8 PEPPERTREE  LN , 66611 
14  M 6701  50  N 


YEH  MD, ROBERT  M,  2315  W 34TH,  66611 
235-3451 

47  M 24405  82  ANES 


YORKE  JR  MD, CRAIG  H,  901  GARFIELD,  66606 
357-6171 

48  M 2401  80  NS 

YOUNG  MD,PAUL  E,  TOPEKA  MEDICAL  CENTER,  66604 
233-4927 

42  M 2407  80  OPH 

YOUNG  MD, THEODORE  E,  2045  SE  29TH,  66605 
267-0894 

22  M 2307  51  PD 

ZACHARIAS  MD, DAVID  LLOYD,  1500  W TENTH,  66606 
354-6870 

26  M 1902  53  PATH 

ZERBE  MD, KATHRYN,  BOX  829,  66601 
173-7500 

51  F 4113  79  P 

ZIMMERMAN  MD, WILLIAM  H,  1551  SW  WESTOVER  RD,  66604 
20  M 3006  56  OO 


TOWANDA  — 316 
(Sedgwick  County  Society) 

NYBERG  MD,FREDRIK  F,  ROUTE  1,  67144 
22  M 2101  47  OO 


TRIBUNE  — 316 
(Southwest  Kansas  Society) 

WERNER  MD, WILLARD  F,  , 67879 
376-4251 

24  M 1902  52  FP 


ULYSSES  — 316 
(Southwest  Kansas  Society) 

BREWER  MD, MARSHALL  A,  PO  BOX  687,  67880 
356-1261 

19  M 1902  46  FP 

TILLOTSON  MD,DON  R,  BOX  687,  67880 
356-1261 

32  M 1902  66  FP 


VALLEY  CENTER  — 316 
(Sedgwick  County  Society) 

DANIELS  MD, ROBERT  M,  BOX  128,  67147 
838-2794 

24  M 1902  54  FP 

WILSON  MD, ROBERT  L,  RR  1,  67147 
685-2563 

30  M 1902  57  EM 


WAKEENEY  — 913 
(Central  Kansas  Society) 

BERNER  MD,NEAL  E,  PO  BOX  157,  67672 
743-5715 

44  M 1902  74  FP 

HAMILTON  MD, JAMES  J,  MEDICAL  CENTER,  67672 
743-2124 

30  M 1902  55  FP 


WAMEGO  — 913 
(Pottawatomie  County  Society) 

BORGENDALE  MD, LLEWELLYN  V,  507  ELM,  66547 


456-229 1 
29  M 

1902 

61 

FP 

BRADEN  MD,BILL 

L,  PO 

BOX 

7,  66547 

456-2291 
31  M 

1902 

61 

FP 

CLARK  MD, LAURENCE  A, 

507 

ELM,  66547 

456-229 1 
12  M 

1902 

42 

FP 

WELCH  MD, LAUREN 

A,  504  POPLAR,  66547 

456-9202 
45  M 

1902 

72 

GS 

WELCH  MD, MAURA 

S,  BOX 

50, 

66547 

456-9202 
50  F 

1902 

78 

OBG 

WIGGLESWORTH  MD 

,ANNE, 

HWY 

24  PO  BOX 

50, 

456-9202 
40  F 

1902 

79 

OBG 

WASHINGTON  — 913 
(Northeast  Kansas  Society) 

HODGSON  MD, DAVID  K,  107  E THIRD,  66968 
325-2259 

49  M 1902  80  FP 


(TOPEKA-WASHINGTON)  97 


WATHENA  — 913 
(Northeast  Kansas  Society) 

PETERSON  JR  MD,EVAN  A,  324  ST  JOSEPH  ST,  66090 
989-3122 

24  M 1803  56  FP 


WELLINGTON  — 316 
(Tri-County  Society) 

ANDERSON  MD, LARRY  R,  1323  NORTH  A,  67152 
326-3301 

43  M 1902  74  FP 

COLE  MD,WARD  M,  110  N JEFFERSON,  67152 
326-7221 

08  M 1902  36  FP 

NALDOZA  JR  MD,FAUSTINO  M,  1323  NORTH  A,  67152 
326-8171 

00  M 74801  74  GS 

PEDRAZA  MD, HERNANDO,  33  CRESTWAY,  67152 
326-8070 

28  M 26404  72  R 

RATTENNE  MD,MITZI  E,  1323  NORTH  A,  67152 
326-3301 

55  F 1902  85  FP 

WEIGAND  MD,JOEL  T,  1323  NORTH  A,  67152 
326-3301 

43  M 1902  71  FP 


WESTMORELAND  — 913 
(Pottawatomie  County  Society) 

DECHAIRO  MD, THOMAS,  DECHAIRO  HOSP,  66549 
457-3311 

13  M 1902  36  FP 

MINGES  MD, TIMOTHY  J,  208  N 1ST,  66549 
457-3311 

54  M 1902  85  GP 


WICHITA  — 316 
(Sedgwick  County  Society) 

ABAY  MD,EUSTA0UIO  O,  818  N EMPORIA,  67214 
267-5800 

49  M 74801  NS 

ABBAS  MD,DILAWER  H,  1515  S CLIFTON  APT  360,  67218 
686-2831 

45  M 70402  77  N 

ACEVEDO  MD, ALFREDO,  959  N EMPORIA  SUITE  205,  67214 
265-4701 

40  M 73701  81  CDTS 

AGUSTIN  MD,CONRADO  M,  1035  N EMPORIA  STE  165,  67214 
267-3389 

38  M 74807  74  OBG 

AHLSTRAND  MD, RICHARD  A,  3243  E MURDOCK  SUITE  104,  67208 

685- 2711 

41  M 3005  75  R 

ALDOROTY  MD,NEIL,  3243  E MURDOCK  STE  400,  67208 

686- 7351 

46  M 64914  83  P 

ALEXANDER  MD, ELI Z ABETH , UKSM  WICHITA,  67214 
261-2607 

46  F 1902  78  FP 

ALFONSO  MD, MANUEL,  3311  E MURDOCK,  67208 
689-9445 

37  M 84710  72  ANES 

ALLEN  MD, PHILLIP  M,  WESLEY  MEDICAL  CENTER,  67214 
688-2838 

27  M 2401  81  PATH 


ALMONTE  MD, PRISCILLA  C,  1128  S CLIFTON,  67218 
684-7251 

44  F 74801  78  ANES 

ALMONTE  MD, RODOLFO  O,  1515  S CLIFTON  SUITE  480,  67218 
686-3791 

39  M 74801  78  OBG 

AMMAR  MD,ALEX  D,  818  N EMPORIA  SUITE  200,  67214 

263- 0296 

51  M 5101  81  GPVS 

AMSTUTZ  MD, SAMUEL  W,  655  N WOO D LAWN , 67208 
684-5158 

53  M 1601  OPH 

ANDERSON  MD, DAVID  J,  3243  E MURDOCK  STE  401,  67208 
686-7327 

54  M 1902  84  ANES 

ANDERSON  MD, JAMES  D,  3243  E MURDOCK  SUITE  500,  67208 

684- 0251 

57  M 1902  84  IM 

ARGOSINO  MD, RODOLFO,  1148  S HILLSIDE,  67211 
683-6506 

40  M 74801  77  GS 

ARTZ  MD, TYRONE  D,  1125  N TOPEKA,  67214 
267-0362 

41  M 1803  74  ORS 

AUNINS  MD,JOHN,  4853  HEMLOCK,  67216 
524-6805 

28  M 4706  58  FP 

BACKES  MD, DAVID  J,  851  N HILLSIDE,  67214 
683-1371 

48  M 1720  83  U 

BAMMEL  MD, BRUCE,  3311  E MURDOCK,  67208 
689-9234 

52  M 2507  82  OBG 

BARBA  JR  MD, ANTONIO  P,  1035  N EMPORIA  STE  280,  67214 

264- 2301 

34  M 74807  76  OBG 

BARBA  MD, ESTRELLA  G,  1035  N EMPORIA  SUITE  280,  67214 

264- 2301 

41  F 74802  80  CHP 

BARKER  MD, BENJAMIN  W,  8015  WILLOWBROOK,  67207 
18  M 1902  51  00 

BARKER  MD, PATSY,  818  N EMPORIA  SUITE  303,  67214 

265- 3774 

49  F 64914  82  PD 

BARNETT  MD, ARNOLD  M,  3333  E CENTRAL  SUITE  602,  67208 

685- 2561 

32  M 83601  73  N 

BARTAL  MD,ELY,  818  N EMPORIA  SUITE  306,  67214 
262-7598 

45  M 39607  81  ORS 

BARTLETT  MD, WAYNE  C,  13  HAMPTON  RD,  67207 
689-9124 

07  M 1601  36  GS 

BASS  II  MD,ORAL  E,  851  N HILLSIDE,  67214 
685-1371 

40  M 2803  76  U 


BASSELL  MD,G  M,  PO  BOX  18748,  67218 
685-4389 

46  M 14303  82  ANES 

BATES  MD, MICHAEL  D,  2703  EAST  CENTRAL,  67214 
685-6521 

48  M 3005  75  OBG 

BATES  MD, MICHAEL  NICHOLS,  2703  E CENTRAL  E 302,  67214 
283-4153 

50  M 1902  77  OBG 

BATTISTE  MD, CYNTHIA,  3333  E CENTRAL,  67208 

00  M 

BAUMAN  MD,M  LEON,  1629  UNIVERSITY,  67213 

01  M 1902  44  00 


98  (WATHENA-WICHITA) 


BAUMANN  MD,PAUL  A,  3333  E CENTRAL,  67208 
688-2920 

32  M 5605  68  R 

BEAMER  MD, LARRY  R,  818  N EMPORIA  SUITE  200,  67214 

263-0296 

52  M GS 

BEBAK  MD, DONALD  M,  2322  E CENTRAL,  67214 

263- 6186 

32  M 3515  72  ANES 

BECK  MD, CHARLES  W,  1515  S CLIFTON  STE  215,  67218 

687- 9961 

46  M 301  80  IM 

BECKER  MD,KARL  E,  818  N EMPORIA  STE  307,  67214 

264- 9476 

43  M 2307  78  ANES 

BETHEL  MD, CHANDLER  S,  6611  E CENTRAL,  67206 

682-6559 

34  M 1902  60  IM 

BIERMANN  MD, HENRY  J,  425  E MURDOCK,  67214 

265- 6287 

27  M 3006  52  GS 

BIERMANN  MD, WILLIAM  J,  1435  LIEUNETT,  67203 

04  M 3006  29  00 

BIGONGIARI  MD, LAWRENCE  R,  ST  FRANCIS  REG  MEDICAL  CENTER 
268-5905  67214 

44  M 1611  R 

BINGAMAN  MD, ROBERT  W,  7111  E 21ST,  67206 

682-1053 

47  M 3901  73  GS 

BINYON  MD,KERNIE  W,  BOX  8125,  67208 
684-2819 

24  M 1902  56  FP 

BLAYLOCK  MD,HOYT  C,  79  VIA  VERDE,  67230 
21  M 1902  45  00 

BLOOM  MD, BARRY  THEIL,  550  N HILLSIDE,  67214 

688- 2360 

56  M 1902  86  PD 

BLOOM  MD, RODNEY  LAMONT,  406  E CENTRAL,  67202 
265-0705 

54  M 1902  80  IM 

BLOXHAM  MD, THOMAS  J,  3311  E MURDOCK,  67208 

689- 9215 

50  M 1803  80  PUD 

BOEHM  MD, DOUGLAS  K,  3243  E MURDOCK  SUITE  500,  67208 
684-0251 

52  M 1902  78  IM 

BOEHM  MD, MINDY  M,  3333  E CENTRAL  SUITE  408,  67208 

682- 0411 

52  F 1902  81  PD 

BOND  MD, ROGER  C,  3243  E MURDOCK,  67208 

684- 0251 

40  M 5606  74  CD 

BOXBERGER  MD, GREGORY  R,  818  N EMPORIA  SUITE  407,  67214 

264-8604 

52  M 1902  CD 

BOYD  MD,Z  REX,  120  S MAIZE  RD  #12,  67209 
268-5000 

26  M 3005  56  FP 

BOYLE  MD,HUGH  H,  5425  E ELM,  67208 
686-2193 

33  M 3806  72  PATH 

BRAKE  MD, DAVID,  3243  E MURDOCK  SUITE  104,  67208 

685- 2711 

43  M 702  74  R 

BRAUN  III  MD, WILLIAM  T,  3243  E MURDOCK  SUITE  104,  67208 
685-2711 

37  M 2802  67  R 

BRAUN  MD, KENNETH,  1431  BLUFFVIEW  STE  211,  67218 

683- 4688 

47  M 3519  78  OPH 


BRAUN  MD, THOMAS  G,  3243  E MURDOCK  #601,  67208 
685-2377 

35  M 6001  76  N 

BRECKBILL  MD, DAVID  L,  3333  EAST  CENTRAL  #214,  67208 
685-1291 

38  M 1902  65  R 

BRINTON  MD,E  HOLMES,  3311  MURDOCK,  67208 

689-9124 

46  M 2101  77  GS 

BRINTON  MD, EDWARD  S,  5051  W LINXOLN  #8A,  67218 

15  M 1611  46  00 

BRITO  MD,RAUL  E,  3243  E MURDOCK,  67208 

682- 4523 

32  M 31901  67  U 

BROSIUS  MD, FRANK  C,  3243  E MURDOCK,  67208 

684- 0251 

25  M 1902  49  IM 

BROWN  JR  MD,VAL  J,  1802  N HYDRAULIC,  67214 

265-1461 

53  M 1902  82  IM 

BROWN  MD, DAVID  J,  425  EAST  MURDOCK,  67214 
265-6287 

45  M 1902  72  GS 

BROWN  MD, MICHAEL  P,  345  N HILLSIDE,  67214 

683- 6766 

51  M 3007  78  OBG 

BROWN  MD, ROBERT  L,  1515  S CLIFTON  #120,  67218 
682-1534 

21  M 1902  49  FP 

BROWN  MD, RONALD  C,  3243  E MURDOCK,  67208 

685- 8231 

47  M 2803  74  FP 

BROWN  MD, RONALD  L,  1128  S CLIFTON,  67218 

684- 7251 

45  M 3901  72  ANES 

BROWN  MD,VAL  J,  1802  N HYDRAULIC,  67214 
265-1461 

24  M 1003  49  FP 

BROWNING  MD, WILLIAM  H,  7077  E CENTRAL  #17,  67206 

16  M 1902  43  00 

BUBECK  MD, RALPH  W,  3311  E MURDOCK,  67208 
689-9396 

36  M 1803  68  IM 

BUCK  JR  MD,BEN  H,  1515  S CLIFTON  SUITE  480,  67218 

684- 1048 

17  M 2834  44  TS 

BURNEY  II  MD, WILLIAM  W,  1755  N MADISON,  67214 
264-8311 

50  M 4707  80  IM 

BURNEY  MD, WILLIAM  W,  1755  N MADISON,  67214 
264-8311 

17  M 1902  52  FP 

BURPEE  MD, JAMES  F,  851  N HILLSIDE,  67214 

685- 1371 

39  M 5605  71  U 

BUTH  MD, DENNIS  K,  2916  EAST  CENTRAL,  67214 
684-5243 

45  M 1902  73  IM 

BUTIN  MD,J  WALKER,  3311  E MURDOCK,  67208 
689-9313 

23  M 1902  47  IM 

BUTLER  MD, DORIS  C,  1431  S BLUFFVIEW  #102,  67218 
684-2329 

48  F 1902  76  FP 

BYRNE  MD, JAMES  PERRY,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

42  M 2101  79  TS 

CABALLERO  MD,RENATO  M,  7200  W 13TH,  67212 
721-1200 

54  M 30807  86  FP 
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CALIENDO  JR  MD, DANIEL  J,  WESLEY  MED  CENTER,  67214 
685-2563 

41  M 1902  73  EM 

CAMPION  MD,MARY  K,  UKSM  WICHITA,  67214 

261- 2650 

51  F 1902  83  IM 

CANNON  MD, MICHAEL  W,  818  N EMPORIA  #403,  67214 

262- 4467 

50  M 1902  82  ON 

CAPPER  MD, STANLEY  L,  3311  E MURDOCK,  67208 
689-9206 

37  M 1803  70  D 

CARLSON  MD, TERRY  S,  550  N HILLSIDE,  67214 
688-2826 

50  M 3006  79  PATH 

CARTER  MD,MACK  A,  7700  E 13TH  ST  #23,  67206 

18  M 1902  50  OO 

CASTELLANI  MD,SAM,  UKSM  WICHITA  PSY  DEPT,  67214 
261-2647 

41  M 2507  P 

CAUBLE  MD, WILBUR  G,  PO  BOX  20343,  67208 

683-1681 

12  M 2834  46  GS 

CAUGHLIN  MD, GERALD  MICHAEL,  427  N HILLSIDE,  67214 

683- 7200 

55  M 4812  83  ANES 

CAWLEY  MD,LEO  P,  WESLEY  MED  CENTER,  67214 

688- 2836 

22  M 3901  57  PATH 

CHANEY  MD, ERNIE  J,  1131  S CLIFTON,  67218 

689- 5500 

27  M 1902  56  FP 

CHANG  MD, FREDERIC  C,  818  N EMPORIA  SUITE  200,  67214 

263- 0296 

35  M 2401  75  GS 

CHARD  MD, FREDERICK  H,  255  S HILLSIDE  DR,  67230 

15  M 5605  48  OO 

CHAVEZ  MD, STEVE,  3333  E CENTRAL  SUITE  408,  67208 

682-0411 

55  M 1902  85  PD 

CHI  MD,IL-SUNG,  PO  BOX  18748,  67218 
263-1574 

41  M 58302  81  ANES 

CHO  MD, SECHIN,  UKSM  - WICHITA,  67214 
261-2631 

47  M 58302  77  PD 

CHOPRA  MD, RAMAN,  3333  E CENTRAL  #201,  67208 
685-5271 

52  M 49536  78  PD 

CHRISTMAN  JR  MD,CARL,  550  N LORRAINE,  67214 
685-0559 

48  M 4802  75  OBG 

CLAIBORNE  MD, RICHARD  A,  3243  MURDOCK,  67208 

684- 0251 

55  M 1902  80  IM 

CLARK  MD, COURTNEY,  1128  S CLIFTON,  67218 

684- 7251 

30  M 1902  56  ANES 

CLASEN  MD,MARK  E,  UKSM  - WICHITA,  67214 
261-2607 

47  M 1902  85  FP 

CLIFTON  MD,H  DAVID,  3600  E HARRY,  67218 
689-5050 

41  M 401  70  R 

CLINE  MD, BYRON  W,  550  N LORRAINE,  67214 

685- 0559 

51  M 4802  78  OBG 

COATS  MD, BARBARA  S,  222  S RIDGE  RD,  67209 
945-0142 

57  F 1902  84  FP 


COHEN  MD, JUSTIN  THOMAS,  655  N WOODLAWN , 67208 
684-5158 

47  M 2803  78  OPH 

COHLMIA  MD, JERRY  B,  818  N EMPORIA  SUITE  310,  67214 
263-5891 

43  M 1902  71  IM 

COLEMAN  MD, THOMAS  J,  959  N EMPORIA,  67214 
265-0749 

18  M 3545  54  IM 

COLLIER  MD, HAROLD  W,  1515  S CLIFTON  SUITE  260,  67218 

683- 5008 

45  M 1902  72  ANES 

CONCEPCION  JR  MD, EUGENIO  S,  1515  S CLIFTON  SUITE  480, 

684- 1048  67218 

39  M 74802  74  CD 

CONRARDY  MD, PETER  A,  818  N EMPORIA  #101,  67214 
683-1574 

42  M 515  76  ANES 

COOK  MD, DONALD  RAY,  315  N HILLSIDE,  67214 
686-3392 

42  M 2012  72  FP 

COOK  MD,G  EDWARD,  8902  SUMMERFIELD,  67206 


42 


M 


401 


69 


OO 


COOPER  MD,M  KENT,  818  N EMPORIA  STE  307,  67214 

264- 9476 

54  M 1902  80  ANES 

COSSMAN  MD,F  PRICE,  851  N HILLSIDE,  67214 

685- 1371 

28  M 1902  - 57  U 

COWLES  MD, GORDON  T,  3333  E CENTRAL,  67208 

683- 2661 

32  M 1902  59  OBG 

CRANE  MD, DAVID  D,  929  N ST  FRANCIS,  67214 
268-5414 

34  M 2501  73  PATH 

CRONIN  MD, DONALD  J,  3311  E MURDOCK,  67208 
689-9227 

16  M 2604  48  OO 

CROW  MD, ERNEST  W,  3243  E MURDOCK,  67208 

684- 0251 

20  M 1902  44  CD 

CROWLEY  MD, EDWARD  X,  5 PARK  AVE , 67206 
14  M 1643  45  OO 

CUMMINGS  MD, RICHARD  J,  427  N HILLSIDE,  67214 

686- 6608 

32  M 1902  57  OTO 

DAKHIL  MD, SHAKER  R,  818  N EMPORIA  SUITE  403,  67214 
262-4467 

50  M 60501  80  IM 

DANBY  MD,JOHN  H,  905  N EMPORIA,  67214 

265- 2876 

29  M 35205  83  FP 

DARRAH  MD,JOY  N,  2020  N WOODLAWN  ST.  570,  67208 
681-1827 

49  F 1902  77  R 

DAVIDSON  MD, HARRY  T,  556  N BROADVIEW,  67208 
87  M 3802  13  OO 

DAVIDSON  MD,LANING  R,  PO  BOX  1855,  67201 
268-5420 

44  M 2507  85  PATH 

DAVIS  MD, DANIEL  R,  WESLEY  MEDICAL  CENTER,  67214 
688-2800 

44  M 3901  79  PATH 


DAVIS  MD,PAUL  H,  7111  E 21ST,  67206 

684- 2851 

47  M 3901  73  FP 

DAVIS  MD, RONALD  B,  2405  E PAWNEE  #10,  67211 

685- 2153 

46  M 1902  73  FP 
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DAVISON  MD,JOE  D,  8200  W CENTRAL  #1,  67212 
722-5001 

54  M 3901  84  FP 

DAY  MD, HOWARD,  818  N EMPORIA  SUITE  310,  67214 
263-5891 

48  M 1902  76  NEP 

DE  BARKER  MD,JAN  B,  1035  N EMPORIA,  67214 
263-4903 

25  M 5104  66  GS 

DE  HART  MD, ARTHUR  DONIVA,  2703  E CENTRAL,  67214 
685-1277 

50  M 4804  78  OBG 

DEJONG  MD, DAVID  C,  PO  BOX  12667,  67279 
268-5424 

33  M 2501  71  PATH 

DELMORE  MD, JAMES  E,  3243  E MURDOCK  LEVEL  B,  67208 

681- 0251 

50  M 4804  80  GYN 

DEMOSS  MD, ELEANOR  P,  3333  E CENTRAL  SUITE  407,  67208 

682- 5591 

42  F 74802  77  PD 

DIRKSEN  MD,HANS  C,  550  N HILLSIDE,  67214 

688- 2360 

47  M 6001  81  NEO 

DOAN  MD,TRINAH,  959  N EMPORIA  SUITE  2B,  67214 

267- 5580 

32  M 94101  82  GP 

DOEBLIN  MD,P  LAURENCE,  3333  E CENTRAL  SUITE  214,  67208 
685-1291 

40  M 1002  82  R 

DOLAN  JR  MD, PHILIP  JARVIS,  3311  E MURDOCK,  67208 

689- 9241 

47  M 2105  79  GE 

DONATELLE  MD, EDWARD  P,  UKSM  WICHITA,  67214 
261-2607 

22  M 2604  79  FP 

DONLEY  MD, JAMES  L,  3101  E NINTH,  67208 

684- 0201 

46  M 1902  73  P 

DONNELL  MD, JAMES  M,  P O BOX  9544,  67277 

687-4421 

28  M 1902  55  FP 

DONNELL  MD, JAMES  M,  929  N ST  FRANCIS,  67214 

268- 5908 

28  M 1902  55  FP 

DOUTHIT  MD, DOUGLAS  DAVID,  550  N LORRAINE,  67214 

685- 0559 

53  M 4802  80  OBG 

DRAKE  MD, RALPH  L,  4422  E 3RD,  67208 

99  M 4102  37  00 

DRAZEK  MD, GEORGE,  3311  E MURDOCK,  67208 
689-9316 

50  M 3506  81  OPH 

DRAZEK  MD,JANE  K,  3400  E GRAND,  67218 
689-4774 

49  F 3506  81  P 

DREVETS  MD, CURTIS  C,  3311  E MURDOCK,  67208 
689-9178 

30  M 1902  56  IM 

DUICK  MD, GREGORY,  PO  BOX  47669,  67201 
265-1308 

46  M 1643  77  CD 

DURANO  MD, ANTONIO  C,  959  N EMPORIA,  67214 
263-7893 

29  M 74807  65  U 

DYER  MD, VERNON  E,  3311  E MURDOCK,  67208 
689-9234 

36  M 301  77  OBG 

ECKERT  MD, WILLIAM  G,  7006  E TENTH,  67206 
685-7612 

26  M 3519  67  PATH 


EDWARDS  MD,MANIS  C,  3333  E CENTRAL,  67208 

683-2661 

33  M 3005  65  OBG 

EGBERT  MD,ANNE  MARSH,  UKSM  WICHITA,  67214 

261- 2650 

54  F 3840  80  IM 

EGELHOF  MD, RICHARD  H,  222  S RIDGE  RD,  67209 
945-0142 

45  M 1902  75  FP 

ELLIS  MD, HARVEY  D,  6611  E CENTRAL,  67206 

683- 1022 

24  M 1902  55  GS 

ENOCH  MD, HOLLAND,  315  N HILLSIDE,  67214 

681- 0423 

49  M 64914  78  FP 

ERKEN  MD, RONALD  V,  WICHITA  PSYCHIATRIC  CTR,  67208 

684- 0201 

29  M 2834  62  P 

ERNST  MD,TARI  MAE,  3243  E MURDOCK,  67208 

685- 8231 

56  F 3005  FP 

ESTEP  MD, THOMAS  H,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

51  M 6002  82  CD 

EVANS  MD, FARRIS  D,  521  RUTLAND  RD,  67206 
05  M 1902  32  00 

EVANS  MD, GRANT  E,  2703  E CENTRAL,  67214 

682- 6556 

21  M 4901  50  FP 

EVANS  MD,JOHN  F,  5628  POLO,  67208 

688- 2360 

42  M 2803  71  MFM 

EVANS  MD, ROGER  WILLIAMS,  3311  E MURDOCK,  67208 
263-5889 

39  M 1902  65  CD 

EYSTER  MD, ROBERT  L,  3243  E MURDOCK,  67208 
685-1491 

47  M 3901  74  ORS 

FARHA  MD, GEORGE  J,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

27  M 2101  64  GS 

FARHA  MD,S  JIM,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

31  M 1001  65  TS 

FARLEY  MD, JAMES  A,  ST  JOSEPH  MEDICAL  CENTER,  67218 

689- 5671 

50  M 1902  82  PATH 

FEAREY  MD,ALAN  J,  3311  E MURDOCK,  67208 
689-9410 

53  M 1902  80  IM 

FENDER  JR  MD, THOMAS  H,  3432  EVERETT,  67217 
267-8439 

25  M 4812  56  NP 

FERRELL  MD, DONALD  P,  ST  JOSEPH  MEDICAL  CTR,  67218 
689-5775 

36  M 3901  69  EM 

FERRIS  MD, BRUCE  G,  825  N HILLSIDE,  67214 
688-7500 

43  M 1902  70  PS 

FEUILLE  JR  MD, EDMOND  G,  212  N HILLSIDE,  67214 
682-4572 

50  M 4802  76  OBG 

FIELDS  D.O.  , STEPHEN,  7200  W 13TH,  67212 

721-1200 

42  M 2878  73  FP 

FINLEY  MD, DENNIS  R,  1035  N EMPORIA,  67214 

262- 7429 

36  M 1606  71  ORS 

FISHER  MD, JAMES  B,  141  S OLD  MANOR,  67218 
09  M 1902  36  00 
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FISHER  MD,RAY  F,  3243  E MURDOCK  SUITE  500,  67208 

684- 0251 

49  M 1902  77  IM 

FITZGERALD  MD, EDWARD  J,  3600  E HARRY,  67218 
689-5050 

22  M 3006  50  R 

FITZIG  MD, SANFORD,  3311  E MURDOCK,  67208 
689-9185 

46  M 4102  79  U 

FLEMING  MD, FORNEY  W,  3243  E MURDOCK  #200,  67208 

685- 1491 

43  M 4802  75  ORS 

FLOWERS  JR  MD,CLELL  B,  855  N HILLSIDE,  67214 
685-1381 

22  M 1902  55  FP 

FORD  MD, CHARLES  R,  232  S MAIZE  RD,  67209 
722-0568 

38  M 1902  64  OPH 

FORSTER  JR  MD, LOUIS  G,  905  N EMPORIA,  67214 
265-2876 

47  M 1902  74  FP 

FOWLER  MD, ROBERT  J,  3311  E MURDOCK,  67208 
689-9236 

37  M 2802  70  IM 

FRANCIS  MD, NORTON  L,  55  VIA  ROMA,  67230 

10  M 3005  46  ENT 

FRANCISCO  MD,DAN  A,  3243  MURDOCK  SUITE  500,  67208 
684-0251 

40  M 1803  81  CD 

FRANCISCO  MD, LINDA  L,  818  N EMPORIA  SUITE  310,  67214 

263- 5891 

47  F 1803  82  NEP 

FRENCH  MD, JAMES  E,  1515  S CLIFTON  #420,  67218 
684-5237 

53  M 3005  80  GS 

FRENCH  MD, JEROME  E,  MID-KANSAS  ENT  ASSOC,  67211 

684- 2838 

44  M 1103  82  OTO 

FRITZEMEIER  MD, WILLIAM  H,  835  N HILLSIDE,  67214 

685- 4395 

14  M 1902  41  D 

FROMER  MD,JOEL,  2627  E CENTRAL,  67214 

684- 0501 

46  M 16501  81  A 

FROMM  MD, ARTHUR  H,  315  N HILLSIDE,  67214 

685- 2281 

37  M 1902  64  FP 

FULTON  MD,JOHN  K,  236  S TERRACE  DR,  67218 

18  M 5605  50  00 

GALICHIA  MD, JOSEPH  P,  818  N EMPORIA  BOX  47668,  67201 

264- 8604 

42  H 1902  70  CD 

GALVAN  MD, ALONSO,  3243  E MURDOCK,  67208 
684-0251 

38  M 64906  72  IM 

CARD  MD, RAYMOND  F,  7077  E CENTRAL  #25,  67206 

01  M 1902  81  00 

GEARY  MD, ALICE  L,  3311  E MURDOCK,  67208 
689-9315 

50  F 401  85  ANES 

GENILO  MD,AMANCIO  C,  1520  S CLIFTON,  67218 
689-5775 

37  M 74801  77  EM 

GENILO  MD, CELESTE  A,  3311  E MURDOCK,  67208 
689-9445 

39  F 74801  62  ANES 

GEORGE  MD,EARL  F,  2146  N OLD  MANOR,  67208 

681-3320 

35  M 1902  66  FP 


GERBER  MD, ALLEN  D,  7111  E 21ST,  67206 
682-1053 

48  M 1902  78  GS 

GILMARTIN  MD, RICHARD  C,  3243  E MURDOCK  #601,  67208 
685-2377 

32  M 4112  77  PDN 

GIVNER  MD, DAVID,  2627  E CENTRAL,  67214 
684-0501 

03  M 2301  57  00 

GOHIL  MD,MAHENDRA  N,  1823  RUTLAND,  67206 
684-0333 

28  M 40733  DR 

GOLDBERG  MD, HERBERT  R,  UKSM-WICHITA,  67214 
261-2631 

33  M 3508  64  PD 

GONZALEZ  MD, HIRAM,  3429  E DOUGLAS,  67218 
681-1348 

20  M 64901  71  P 

GOODPASTURE  MD, HEWITT  C,  818  N EMPORIA  SUITE  305,  67214 
264-3505 


43  M 

1902 

70 

IM 

GORDON  MD, JAMES 

R,  3311  E MURDOCK, 

67208 

689-9260 

53  M 

1611 

83 

IM 

GOYLE  MD,KRISHAN  K,  1150  N ST  FRANCIS,  67214 

267-9906 

34  M 

49529 

76 

CD 

GOYLE  MD,VIMAL, 

1150  N 

ST  FRANCIS, 

67214 

267-9906 

41  F 

49529 

76 

OBG 

GRAUEL  MD, CHARLES  W,  8310  CHALET, 

67207 

684-6215 

44  M 

1902 

71 

ANES 

GRAVES  MD,JACK 

W,  610 

RUTLAND,  67206 

17  M 

1902 

42 

00 

GRAY  MD,C  LUCIEN,  3311 

E MURDOCK, 

67208 

684-5171 

21  M 

1902 

45 

ENT 

GRAY  MD,H  TOM, 

3610  E 

ENGLISH  #102-B,  67218 

19  M 

401 

55 

00 

GREENBERG  MD, CRAIG  P, 

3311  E MURDOCK,  67208 

689-9373 

56  M 

1643 

END 

GREER  MD, JAMES 

A,  3311 

E MURDOCK, 

67208 

689-9227 

43  M 

1611 

78 

OTO 

GRENE  MD, ROBERT  BRUCE, 

655  N WOODLAWN,  67208 

684-5158 

53  M 

1902 

OPH 

GRILLOT  MD, FLOYD  B,  1515  S CLIFTON 

SUITE  150 

684-0243 

18  M 

1902 

51 

FP 

GROHS  MD, HEINZ 

K,  550 

NORTH  HILLSIDE,  67214 

688-2840 

42  M 

15407 

73 

PATH 

GRUSHNYS  MD, ARNOLD,  3311  E MURDOCK 

, 67208 

689-9445 

19  M 

40721 

70 

ANES 

GSELL  MD, GEORGE 

; F,  32 

MISSION  RD, 

67206 

07  M 

1601 

34 

OO 

GUTHRIE  MD, RICHARD  A,  1515  S CLIFTON  SUITE  250,  67218 
687-3100 

35  M 2803  73  PD 

HABASHY  MD,SHAWKY  N F,  905  N EMPORIA,  67214 

265-2876 

43  M 33004  80  OBG 

HAGAN  MD,C  THOMAS,  UKSM  WICHITA,  67214 
261-2622 

16  M 3006  42  IM 
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HAGAN  MD, FRANCIS  J,  1250  MAPLE,  67213 
262-1057 

13  M 3006  39  00 

HAGAN  MD, ROBERT  C,  3311  E MURDOCK,  67208 
689-9306 

52  M 1902  82  GE 

HAGAN  MD, STEPHEN  F,  1250  W MAPLE,  67213 

262- 1057 

53  M 2802  81  PUD 

HALL  MD,J  ROGER,  1515  S CLIFTON  SUITE  310,  67218 
685-5227 

42  M 4802  76  OPH 

HARMS  MD, EDWIN  M,  5623  POLO  DR,  67208 

06  M 3901  36  OO 

HARRIS  MD, FRANK  H,  2026  N OLD  MANOR,  67208 

09  M 1001  39  OO 

HARRISON  MD,PAUL  BARRY,  3243  EAST  MURDOCK,  67208 
685-6222 

49  M 1902  78  GS 

HARSTINE  MD, LILLIAN  R,  2501  E CENTRAL,  67214 

682-6585 

51  F 1902  77  IM 

HART  MD,DILLIS  L,  1515  S CLIFTON  SUITE  300,  67218 
688-0135 

36  M 3901  67  GS 

HART  MD,JOHN  J,  3243  E MURDOCK  SUITE  303,  67208 

688- 3070 

53  M 74808  78  GP 

HARTLEY  MD, JAMES  M,  3243  E MURDOCK  SUITE  300,  67208 
685-8231 

45  M 2604  79  FP 

HARTWELL  MD, KIMBERLY,  855  N HILLSIDE,  67214 

685- 1381 

56  F 1902  83  FP 

HARTWELL  MD,RICK  L,  WESLEY  MEDICAL  CENTER,  67214 
688-2222 

83  M 1902  83  FP 

HARVEY  MD, ROSEMARY  B,  626  N BROADWAY,  SUITE  B,  67214 
268-8025 

24  F 1902  49  ADM 

HASKINS  MD, ROBERT  J,  1131  S CLIFTON,  67218 

689- 5500 

46  M 1902  75  FP 

HASSAN  MD,RIZWAN  U,  1515  S CLIFTON  STE  360,  67218 

686- 2831 

47  M 70404  70  N 

HATTRUP  MD, RICHARD  J,  1148  S HILLSIDE,  67211 

682- 9477 

31  M 3006  59  FP 

HAWLEY  MD, RAYMOND  G,  929  N ST  FRANCIS,  67214 
268-5559 

39  M 1902  66  PATH 

HAYES  MD, WILLIAM  L,  3243  E MURDOCK,  67208 
684-0251 

28  M 1902  53  CD 

HAYNES  MD, DEBORAH  G,  2020  N WOODLAWN  STE  550,  67208 

683- 4334 

54  F 1902  80  FP 

HAYS  MD, THOMAS  H,  7111  E 21ST,  67206 

684- 2851 

49  M 1902  76  FP 

HEALY  MD, PATRICK  M,  818  N EMPORIA  #101,  67214 

263- 1574 

56  M 3006  86  ANES 

HENNING  MD, CHARLES  E,  320  N HILLSIDE,  67214 
682-3221 

37  M 1902  64  ORS 

KENWOOD  MD,JOHN  R,  7602  E HARRY,  67207 
682-7411 

52  M 3901  85  FP 


HERED  MD,JOHN,  1515  S CLIFTON  #320,  67218 
686-7222 

41  M 2802  73  N 

HERSHBERGER  DO.  , GROVER,  1245  N WEST  ST,  67203 
945-6910 

47  M 2878  80  GP 

HERSHBERGER  MD,RAY  E,  UKSM  WICHITA,  67214 

261- 2650 

53  M 3005  84  IM 

HERSHORN  MD, SIMON  E,  3333  E CENTRAL,  67208 

685- 1291 

22  M 1902  46  R 

HESSE  MD, JAMES  F,  818  CARRIAGE  PARKWAY,  67208 

686- 2111 

54  M 1902  FM 

HETT  MD, EDWARD  J,  2302  N COOLIDGE,  67204 
832-9024 

55  M 1902  82  FP 

HINSHAW  JR  MD, CHARLES  T,  1133  E SECOND,  67214 

262- 0951 

32  M 1902  59  PATH 

HINSHAW  MD, ALFRED  H,  1655  GEORGETOWN  #307,  67218 

07  M 1902  33  OO 

HINSHAW  MD, CHARLES  T,  256  N BECKLEY  DR,  67208 

99  M 4705  29  OO 

HIZON  MD, RAMON  R,  ST  FRANCIS  HOSP,  67214 
268-5906 

38  M 74801  62  DR 

HODSON  MD,HERVEY  R,  8809  E HARRY  APT  909,  67207 

03  M 1606  31  OO 

HOFFMAN  MD, JAMES  E,  UKSM  WICHITA,  67214 
261-2650 

38  M 1902  85  IM 

HOLDEN  JR  MD, RAYMOND  F,  262  SOUTH  BROOKSIDE,  67218 

10  M 2802  56  OO 

HOLLIS  MD, KENNETH  W,  326  COURTLEIGH,  67218 
487-3268 

54  M 1902  GS 

HOLMES  MD,JED,  7111  E 21ST,  67206 

684- 2851 

53  M 3005  79  FP 

HORBELT  MD, DOUGLAS  V,  WESLEY  MEDICAL  ARTS  BLDG,  67208 

681- 0251 

47  M 4802  73  OBG 

HOUSHOLDER  MD, DANIEL  FAIR,  7705  KILLARNEY  CT,  67206 
268-5910 

43  M 1902  71  NM 

HOUSHOLDER  MD, MARTHA  S,  835  NORTH  HILLSIDE,  67214 

685- 4395 

46  F 1902  73  D 

HOUSTON  MD, THOMAS  P,  1010  N KANSAS,  67214 
268-2607 

51  M 2701  FP 

HOWARD  MD, DONALD  O,  82  VIA  VERDE,  67230 

11  M 1902  38  OO 

HUEBERT  MD,DEAN  A,  5025  E KELLOGG,  67218 

682- 1534 

22  M 1902  46  FP 

HUGHES  MD,JOHN  D,  818  N EMPORIA  SUITE  200,  67214 

263- 0296 

51  M 1902  81  GS 

HULL  MD, KENNETH  L,  3429  E DOUGLAS,  67218 
688-5586 

38  M 2301  73  P 

HULTGREN  MD, MYRON  K,  450  N ARMOUR,  67206 
685-1382 

41  M 1902  69  FP 
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HUME  MD, JOSEPH  W,  3333  E CENTRAL  SUITE  504,  67208 
685-2223 

38  M 1902  70  OBG 

JUDILLA  JR  MD, FRANCISCO,  2322  EAST  CENTRAL,  67214 
263-6186 

44  M 74801  76  ANES 

HUMMER  MD, LLOYD  M,  3311  E MURDOCK,  67208 
689-9323 

32  M 3901  66  IM 

KADISON  MD, HERBERT  I,  ST  FRANCIS  HOSP,  67214 
268-5916 

44  M 1611  75  R 

HUND  MD, LARRY  R,  3333  E CENTRAL  SUITE  408,  67208 
682-0411 

52  M 1902  81  PD 

KAHN  MD, DAVID  M,  3311  E MURDOCK,  67208 
689-9316 

54  M 3843  85  OPH 

HUSTEAD  MD, ROBERT  F,  2401  N PERSHING,  67220 
683-7200 

28  M 801  63  ANES 

KARDATZKE  MD,E  STANLEY,  PO  BOX  18008,  67218 
681-1152 

39  M 1720  65  FP 

HUYCKE  MD, EDWARD  J,  VA  HOSPITAL,  67211 
685-2221 

28  M 1902  53  IM 

KARDATZKE  MD,JON  K,  8200  W CENTRAL  STE  1,  67212 
721-4544 

36  M 1720  65  FP 

HYNES  MD, HENRY  E,  818  N EMPORIA  SUITE  403,  67214 
262-4467 

35  M 53902  65  HEM 

KASHA  MD, ROBERT  L,  256  LOCHINVAR,  67207 
682-1534 

11  M 2834  46  GS 

IBARRA  MD,J  LUIS,  959  N EMPORIA,  67214 
262-1853 

20  M 64901  59  P 

KASSEBAUM  MD, KENNETH  G,  3420  E DOUGLAS,  67208 
685-6381 

34  M 1606  75  CHP 

IDBEIS  MD,BADR,  1100  N ST  FRANCIS  STE  240,  67214 
262-7662 

47  M 87501  80  TS 

KAUFMAN  MD, EUGENE  E,  3243  E MURDOCK,  67208 
685-1491 

30  M 1902  56  ORS 

ISAACS  MD, JUANITA  J,  3101  E 9TH,  67208 
684-0201 

43  F 2101  84  P 

KEENE  MD, GEORGE  H,  5025  E KELLOGG,  67218 
682-1534 

20  M 1902  49  GS 

JACKSON  MD, CHARLES  R,  1035  N EMPORIA,  67214 
263-0812 

27  M 1606  60  GS 

KELLER  MD, JAMES  P,  1431  S BLUFFVIEW  STE  209,  67218 
685-1284 

48  M 1902  75  IM 

JAMES  MD, DONALD  L,  1301  N WEST,  67203 
945-5245 

42  M 3901  81  OTO 

KELLY  MD, ROBERT  W,  2212  E CENTRAL,  67214 
265-0959 

46  M 4802  73  OBG 

JAWADI  MD,JAMEELA  HUSAIN,  6713  E 32ND,  67226 
832-1185 

50  F 49521  80  PD 

KENDALL  MD,TOM  E,  825  N HILLSIDE,  67214 
688-7500 

37  M 3901  70  PS 

JAZAYERLI  MD,NABIL,  1600  FOLIAGE,  67206 
688-0321 

44  M 87501  77  CD 

KENDRICK  MD,J  GILLERAN,  WESLEY  MEDICAL  CENTER,  67214 
688-2088 

20  M 1902  47  ADM 

JEHAN  MD,SAYED  S,  635  N MAIN,  67203 
268-8036 

33  M 70403  75  P 

KENNEDY  MD, GERALD  T,  2916  E CENTRAL,  67214 
684-5243 

35  M 1902  62  GE 

JENNEY  MD, CHARLES  B,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

34  M 2834  68  GS 

KEYES  MD, MICHAEL  J,  3101  E 9TH,  67208 
684-0201 

44  M 2101  84  P 

JENSEN  MD,DARAN  L,  3333  E CENTRAL  SUITE  301,  67208 
685-7234 

52  M 3005  80  OBG 

KHICHA  MD,GYANCHAND  J,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

37  M 49530  73  TS 

JOHNSON  MD, CAROL  ANN,  3243  E MURDOCK  SUITE  303,  67208 
688-3070 

49  F 1902  78  FP 

KHOURY  MD, GEORGE  H,  3333  E CENTRAL  SUITE  416,  67208 
681-2021 

32  M 33002  75  PD 

JOHNSON  MD, CAROLYN  K,  WESLEY  MEDICAL  CENTER,  67214 
688-2360 

48  F 1902  81  NEO 

JOHNSON  MD, GEORGE  K,  UKSM  WICHITA,  67214 

KIM  MD,PAIK  N,  3243  E MURDOCK  SUITE  300,  67208 
681-0736 

33  M 58302  75  HEM 

261-2622 

40  M 1205  79  IM 

KIMBLE  MD, JAMES  A,  3311  E MURDOCK,  67208 
689-9316 

45  M 702  78  OPH 

JOHNSON  MD, MARGARET  J,  3311  E MURDOCK,  67208 
689-9344 

54  F 4804  D 

KIRK  JR  MD,E  DAVID,  1431  S BLUFFVIEW  DRIVE,  67218 
685-1351 

34  M 1902  63  IM 

JOHNSON  MD, THOMAS  E,  3333  E CENTRAL,  67208 
685-1291 

41  M 1643  75  R 

KIRSCH  MD,MARK  A,  3243  E MURDOCK  SUITE  401,  67208 
686-7327 

53  M 1902  85  ANES 

JONES  MD, RODNEY,  818  N EMPORIA  SUITE  307,  67214 
268-6189 

56  M 1803  84  ANES 

KISER  MD,JOHN  L,  3243  E MURDOCK,  67208 
685-6222 

37  M 2802  65  GS 

JOSEPH  MD,JAPHET  G,  1111  N ST  FRANCIS,  67214 
265-2613 

KISER  MD, WILLARD  J,  1446  WILLOW  RD,  67208 

49  M 49531  82  CD 

05  M 4705  34  00 

JOST  MD,GARY  D,  212  N HILLSIDE,  67214 
685-5211 

51  M 1902  78  GS 

KITCHEN  MD, ROBERT  R,  3420  E DOUGLAS,  67208 
685-2355 

26  M 1902  52  CHP 
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KLINGMAN  MD, DIANE  D,  2020  N WOODLAWN  #550,  67208 

683- 4334 

53  F 1902  80  FP 

KNAPP  MD, LESLIE  E,  302  S CRESTWAY,  67218 

96  M 1902  25  00 

KNAPP  MD,M  ROBERT,  810  N LORRAINE,  67214 
685-2207 

23  M 3519  55  ANES 

KNEIDEL  MD, THOMAS  W,  732  N TOPEKA,  67214 

267- 1924 

40  M 4101  70  ORS 

KNIGHT  MD, LAURA  C,  ST  FRANCIS  REG  MED  CTR,  67214 

268- 5922 

42  F 502  DR 

KNIGHT  MD, PHILIP  J,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

42  M 502  82  PDS 

KOURI  MD, SAMMY  H,  3243  E MURDOCK,  67208 

682- 2911 

33  M 3901  62  GS 

KRAUSE  MD, MAURICE  D,  929  N ST  FRANCIS,  67214 
268-5908 

43  M 1720  85  ON 

KREADY  MD,JOHN  L,  4016  E CENTRAL,  67208 

681-3548 

48  M 1902  80  FP 

KRUPKA  MD,JOHN  J,  818  N EMPORIA  #201,  67214 

263- 0348 

47  M 1642  79  NS 

KUBINA  MD, GLENN  RICHARD,  MID-KANSAS  ENT  ASSOC,  67211 

684- 2838 

47  M 3840  79  OTO 

KUMAR  MD,ARUN,  3333  E CENTRAL  #816,  67208 

685- 5326 

50  M 49529  85  PD 

KURTH  MD,C  JOSEPH,  200  S ROCK  RD  SUITE  H,  67207 

10  M 3006  37  00 

KUTILEK  MD, FRANK  J,  6634  W CENTRAL,  67212 
722-1200 

30  M 1902  57  FP 

LAI  MD,JENG  Y,  959  N EMPORIA  STE  205,  67214 
265-4701 

41  M 38502  77  TS 

LANCE  JR  MD,JOHN  F,  36  VIA  ROMA,  67230 

20  M 1902  45  00 

LATIMER  MD, KATHERINE,  3243  E MURDOCK  SUITE  401,  67208 

686- 7327 

49  F 1205  78  ANES 

LAUVER  MD,MARY  ANN,  818  N EMPORIA  SUITE  303,  67214 
265-3774 

40  F 1902  75  PD 

LAWN  MD, CLAUDIA  A,  144  S HILLSIDE,  67211 
685-3411 

50  F 1902  77  R 

LAWN  MD, RAYMOND  A,  715  N MISSION  RD,  67206 

683- 8991 

09  M 2604  49  AM 

LEE  JR  MD, EDWARD  S,  2002  E 17TH,  67214 

264- 8273 

09  M 4707  52  FP 

LEE  MD,R  REX,  6155  E HARRY,  67218 

685-2306 

29  M 3901  55  FP 

LEFFINGWELL  MD, BRUCE  L,  818  N EMPORIA  #307,  67214 
268-6189 

57  M 1902  ANES 

LEISY  MD, JERALD  W,  3310  E DOUGLAS  SUITE  101,  67208 
681-2937 

42  M 1902  70  P 


LEITNER  MD,YORAM  B,  3311  E MURDOCK,  67208 
689-9227 

53  M 3519  82  OTO 

LEVINE  MD, WILLIAM  R,  UKSM- WICH ITA , 67214 

261- 2647 

42  M 1902  68  P 

LEWIS  MD,  H.  MICHAEL,  1100  N ST  FRANCIS  SUITE  240, 

262- 7662 

50  M 3840  CDTS 

LIES  MD, RICHARD  B,  3311  E MURDOCK,  67208 
689-9131 

42  M 1902  69  RHU 

LIN  MD,JOE  J,  929  N ST  FRANCIS,  67214 
268-5420 

42  M 24404  72  PATH 

LINHARDT  MD, RONALD  D,  3243  E MURDOCK,  67208 

683- 2655 

36  M 2803  68  OBG 

LITTELL  MD, JAMES  A,  ST  FRANCIS  R.M.C.,  67214 
268-5048 

44  M 1902  72  EM 

LITTLE  MD,L  GILBERT,  122  S WESTFIELD  AVE,  67209 

99  M 401  28  P 

LIVINGSTON  D.O., DOUGLAS  R,  818  N EMPORIA  SUITE  407 
264-8604 

52  M 2879  78  PUD 

LOCKHART  MD, JOSEPH  G,  PO  BOX  20434,  67208 

17  M 4113  52  00 

LOEFFLER  MD, JAMES  A,  400  N WOODLAWN,  67208 

685- 5375 

36  M 3841  68  A 

LOEWEN  MD, HENRY  H,  2142  W 17TH,  67203 

03  M 1902  36  00 

LOEWEN  MD, WILLIAM  C,  8200  W CENTRAL  STE  1,  67212 
721-4544 

41  M 1902  72  FP 

LOGAN  MD, GEOFFREY  G,  212  N HILLSIDE,  67214 

682- 4572 

31  M 14303  76  OBG 

LOSEE  MD,JOHN  M,  3243  E MURDOCK  STE  401,  67208 

686- 7327 

51  M 4301  82  ANES 

LOVETT  MD,PAUL  A,  110  PATTON,  67208 

09  M 1902  45  00 

LOW  MD, HAROLD  L,  201  S PERSHING,  67218 

684- 2858 

18  M 1902  44  00 

LUCAS  MD, GEORGE  L,  3311  E MURDOCK,  67208 
689-9495 

34  M 1001  84  ORS 

LUDLOW  MD, MICHAEL  G,  8200  W CENTRAL,  67212 
721-4544 

56  M 1902  85  FP 

LUEKEN  MD,LUEKE  B,  3311  E MURDOCK,  67208 
689-9234 

23  M 40723  63  OBG 

LUELLEN  MD, THOMAS  J,  3311  E MURDOCK,  67208 
689-9244 

17  M 1902  41  IM 

LUNA  MD, ANTHONY  D,  3243  E MURDOCK  SUITE  303,  67208 

683- 3070 

54  M 1902  83  FP 

LUZZATI  MD,ENZO  F,  6620  N GREENWICH  RD,  67228 
268-5915 

25  M 56119  65  R 

LYGRISSE  MD, DANIEL  V,  1910  CHARLOTTE,  67208 
688-2222 

50  M 64914  82  FP 
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LYNCH  MDjMARY  A,  320  N HILLSIDE,  67214 

682- 3221 

48  F 1002  81  FP 

MADISON  JR  MD,WARD  N,  3600  E HARRY,  67218 
689-5668 

37  M 3601  69  PATH 

MAGIDSON  MD, ELLIOTT  ARTHUR,  WESLEY  MED  CENTER,  67214 

688- 2824 

43  M 1611  21  PATH 

MAILMAN  MD,GERSHOM,  1341  S BLUFFVIEW  #117,  67218 

685- 6466 

26  M 3519  57  ANES 

MANDELBAUM  MD,MARK  A,  3311  E MURDOCK,  67208 

689- 9137 

53  M 3901  83  N 

MANNING  MD, ROBERT  T,  UKSM  WICHITA,  67214 
688-2212 

27  M 1902  54  IM 

MANSOUR  MD,BADIE  S,  3243  E MURDOCK  SUITE  401,  67208 

686- 7327 

45  M 33002  76  ANES 

MARSH  MD, HENRY  0,  818  N EMPORIA  SUITE  306,  67214 

262- 7598 

18  M 1611  46  ORS 

MARTIN  JR  MD,GLEN  E,  2322  E CENTRAL,  67214 

263- 6186 

20  M 1902  49  ANES 

MARYMONT  JR  MD, JESSE  H,  WESLEY  MED  CENTER,  67214 
688-2848 

28  M 3515  64  PATH 

MASTIO  JR  MD, GEORGE  J,  3243  E MURDOCK,  67208 

684-5235 

25  M 1902  52  GS 

MATASSARIN  MD, BENJAMIN  M,  2916  E CENTRAL,  67214 

684-5243 

20  M 1902  45  IM 

MATASSARIN  MD, FREDERICK  W,  2011  PORTER, APT  A-39,  67203 

15  M 1902  37  U 

MAWDSLEY  MD, MICHAEL  W,  2819  ORIOLE,  67204 

261-2622 

49  M 1902  75  PD 

MCBOYLE  MD,MARILEE,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

52  F 1902  78  GS 

MCCLANAHAN  MD,WARD  A,  CLIFTON  MED  CENTER,  67218 

684- 8211 

22  M 3005  49  ORS 

MCCLELLAN  MD, ERNEST  L,  3243  E MURDOCK  SUITE  401,  67208 
686-7327 

38  M 4802  73  ANES 

MCCOY  MD,C  PATRICK,  3243  E MURDOCK  SUITE  401,  67208 
686-7327 

53  M 1902  83  ANES 

MCCOY  MD, CHARLES  P,  3333  E CENTRAL  SUITE  301,  67208 

685- 7234 

17  M 3006  42  OBG 

MCCULLOUGH  MD, JAMES  P,  WESLEY  MED  CENTER  LAB,  67214 

688- 2807 

54  M 1902  83  PATH 

MCDONOUGH  MD,W  DAVID,  3311  E MURDOCK,  67208 

689- 9239 

48  M 3305  82  U 

MCGUIRE  MD, WILLIAM  F,  3333  E CENTRAL,  67208 

683- 5655 

17  M 4101  49  PD 

MCKAY  MD, ROBERT  S,  PO  BOX  18748,  67218 

685-4389 

56  M 3901  84  ANES 

MCMASTER  MD,  JOHN  F,  ST  FRANCIS  R.M.C.,  67214 
268-5048 

54  M 2106  83  FP 


MCMULLEN  MD, BRUCE  R,  1122  S CLIFTON,  67218 
682-5012 

53  M 4002  80  IM 

MCNICKLE  MD, GEORGE  A,  222  S RIDGE  RD,  67209 
945-0142 

49  M 1902  FP 

MCQUEEN  MD, DAVID  ARNOLD,  818  N EMPORIA  SUITE  306,  672 

262- 7598 

47  M 64914  77  ORS 

MCRAE-DENNING  MD, PATRICIA,  3311  E MURDOCK,  67208 
689-9333 

56  F 1902  83  IM 

MEANS  MD,MILA  LEE,  3447  E MURDOCK,  67208 

56  F 1902  83  FP 

MEEK  JR  MD, JOSEPH  C,  UKSM-WICHITA,  67214 
261-2635 

31  M 1902  57  IM 

MEEKER  II  MD, BRUCE  P,  345  N HILLSIDE,  67214 

686- 3384 

30  M 1902  59  OBG 

MELEAN  MD, JAIME,  1152  SOUTH  CLIFTON,  67218 

688- 0321 

40  M 17602  78  CD 

MELHORN  MD,J  MARK,  732  N TOPEKA,  67211 

267- 1924 

53  M 1902  82  ORS 

MELHORN  MD, KATHERINE  J,  8239  LIMERICK,  67206 

268- 8302 

55  F 1902  83  PD 

MENAKER  MD, JEROME  S,  2703  E CENTRAL,  67214 

685- 1277 

16  M 1002  49  00 

MENDIONES  MD,L  MARLENE,  2501  E CENTRAL,  67214 

687- 5733 

45  F 1611  75  D 

MENDIONES  MD,RUPERTO  D,  2501  E CENTRAL,  67214 
682-6585 

44  M 1611  76  IM 

MENEHAN  MD,H  JAMES,  3311  E MURDOCK,  67208 

689- 9442 

26  M 1902  53  PD 

MENHUSEN  D.O.  , MONTY  J,  3243  E MURDOCK  SUITE  401, 

686- 7327  67208 

48  M 1676  83  ANES 

MENKING  MD,F  W MANFRED,  3311  E MURDOCK,  67208 
689-9336 

34  M 40715  74  PD 

MENKING  MD, SUSAN  MARGARET,  UKSM  WICHITA,  67214 
261-2631 

41  F 3840  77  PD 

MERCADER  MD, MARIO  S,  818  N EMPORIA  SUITE  307,  67214 

264-9476 

43  M 74801  78  ANES 

MEREDITH  MD,W  TOM,  1035  N EMPORIA,  67214 

263- 7285 

35  M 4812  69  IM 

MERRIFIELD  MD, TERRY  S,  3243  E MURDOCK  STE  300,  67208 
685-8231 

47  F 1002  76  FP 

MERSHON  MD, JAMES  C,  933  N TOPEKA,  67214 
263-5889 

37  M 1803  70  CD 

MEYER  MD, WARREN  E,  1515  S CLIFTON  SUITE  420,  67218 

684-5237 

27  M 1606  58  GS 

MICHELBACH  MD, ALBERT  P,  4815  E CENTRAL,  67208 
684-5243 

35  M 2101  66  IM 

MILFELD  MD, DOUGLAS  J,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

45  M 4804  79  TS 
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MILLER  MD, DAVID  PATERSON,  7111  E 21ST  N,  67206 
684-2851 

50  M 2803  78  FP 

MILLER  MD,DON  E,  4145  E KELLOGG,  67218 

682- 6551 

20  M 2802  46  GS 

MILLER  MD, ROGER  M,  AMERICAN  RED  CROSS,  67203 
265-6601 

37  M 4102  83  BLB 

MILLS  MD, CHARLES  D,  1140  S WATER,  67213 

89  M 2002  16  00 

MILLS  MD, PHILIP  R,  16  WILLOWBROOK  RD,  67207 

683- 6613 

49  M 512  PM 

MINNS  MD, GAROLD  O,  UKSM-WICHITA  DEPT  OF  MED,  67214 
261-2650 

51  M 1902  77  IM 

MIRZA  MD,MEDO,  PO  BOX  8147,  67208 

686- 6683 

38  M 40733  73  PDS 

MONTGOMERYSHORT  MD,RUTH  G,  1019  W 50TH  NORTH,  67204 

10  F 1902  37  00 

MOORE  MD, DENNIS  F,  3311  E MURDOCK,  67208 
689-9250 

36  M 2101  64  HEM 

MORGAN  III  MD, LOUIS  S,  8030  E KELLOGG,  67207 

683- 3811 

22  M 3901  49  FP 

MORGAN  MD, JAMES  I,  PO  BOX  17007,  67217 
522-2266 

29  M 1606  56  FP 

MORGAN  MD, RANDALL  J,  212  N HILLSIDE,  67214 

682-4572 

52  M 1902  OBG 

MORRISON  MD, RICHARD  L,  1148  S HILLSIDE,  67211 

684- 3391 

42  M 1902  68  FP 

MORROW  MD, THOMAS  F,  3310  E DOUGLAS,  67208 

685- 1443 

21  M 5606  51  P 

MOSIER  MD, STANLEY  JAY,  3243  E MURDOCK,  67208 

685-8231 

42  M 1902  69  FP 

MUELLER  MD,VERNETTE  A,  624  N ARMOUR,  67206 

684-3981 

17  M 2802  42  00 

MUETH  MD,JOAN  D,  7111  E 21ST,  67206 
684-2851 

53  F 2803  80  FP 

MULLINIX  MD, JANICE  M,  3333  E CENTRAL  SUITE  601,  67208 

687- 5443 

47  F 3006  77  N 

MURPHY  MD, BARRY  L,  3243  EAST  MURDOCK  #500,  67208 

684- 0251 

45  M 1902  72  IM 

MURPHY  MD, DUANE  A,  3243  E MURDOCK,  67208 

685- 1491 

32  M 1902  66  ORS 

MURPHY  MD, PATRICK  L,  7150  E HARRY,  67207 

687-2651 

55  M 3901  82  FP 

I MURPHY  MD,PAUL  M,  3600  E HARRY,  67218 
689-5050 

28  M 3006  57  R 

MURPHY  MD,PAUL  W,  UKSM  - WICHITA,  67214 
I 261-2647 

49  M 1902  83  P 

MURPHY  MD, WILLIAM  R C,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

43  M 1611  TS 


MURRAY  MD,KENT  B,  UKSM-WICHITA,  67214 
261-2650 

47  M 3901  74  IM 

NELLIS  MD, STEPHANIE  F,  3311  E MURDOCK,  67208 
689-9270 

53  F 1902  81  IM 

NELSON  JR  MD,GUST  H,  3600  E HARRY,  67218 
689-5050 

23  M 1902  46  DR 

NELSON  MD, GERALD  D,  825  N HILLSIDE,  67214 

688-7500 

34  M 1902  61  PS 

NELSON  MD, RUSSELL  ALAN,  C/0  WESLEY/PERINATAL,  67214 

688-2360 

18  M 1902  45  PD 

NESMITH  MD, LESLIE  W,  530  N LORRAINE,  67214 

683- 5611 

40  M 1902  67  OPH 

NETHERTON  MD, DAVID  M,  7111  E 21ST,  67206 

684- 2851 

55  M 2803  82  FP 

NEWBY  MD, JAMES  P,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

34  M 1902  70  TS 

NEWSOM  MD,F  CARTER,  3310  E DOUGLAS,  67208 

685- 1443 

18  M 1201  50  P 

NIELSEN  MD,MARY  L,  WESLEY  MED  CTR  LAB  DEPT,  67214 

688- 2468 

47  F 1902  78  path 

NIXON  MD, WILLIAM  A,  3333  E CENTRAL  SUITE  525,  67208 

683- 6622 

16  M 1902  44  GS 

NORRIS  MD, ROBERT  P,  3311  E MURDOCK,  67208 

689- 9232 

17  M 1902  43  IM 

NORTH  MD, DORIS  G,  1148  S HILLSIDE,  67211 

684- 5257 

16  F 1902  47  FP 

NORTON  MD, ROBERT  K,  3311  E MURDOCK,  67208 

689-9235 

32  M 1001  67  PD 

NOWLIN  MD, NANCY  S,  UKSM-WICHITA,  67214 
261-2650 

47  F 1902  75  IM 

O'DONNELL  JR  MD, LEONARD  A,  8033  E DOUGLAS,  67207 

684- 2835 

27  M 1902  55  IM 

OCHSNER  MD, BRUCE  B,  1035  N EMPORIA  SUITE  235,  67214 
263-6273 

39  M 1902  66  OPH 

ODENHEIMER  MD, BERTRAM  J,  3311  E MURDOCK,  67208 
689-9137 

48  M 2105  73  N 

OLSON  MD,DAN  E,  UKSM  - WICHITA,  67214 
261-2650 

42  M 702  85  PM 

OLSON  MD,DAN  E,  UKSM-WICHITA,  67214 
261-2650 

42  M 702  85  PM 

ORTH-BAALMAN  MD, DIANE  M,  8615  FRAZIER,  67212 
721-1866 

56  F 1902  83  PD 

OSBORNE  MD, CONRAD  C,  855  N HILLSIDE,  67214 

685- 1381 

38  M 1902  68  FP 

OSIO  MD, ANTONIO  L,  4145  E KELLOGG,  67218 
682-6551 

41  M 26404  72  EM 

OSOBA  MD, WILLIAM  G,  2525  W 13TH,  67203 
943-9391 

25  M 2802  54  FP 


(WICHITA) 


OSTER  MD, JOYCE  A,  3311  E MURDOCK,  67208 
689-9422 

54  F 1902  80  DR 

POLINER  MD, LAWRENCE  R,  818  N EMPORIA  SUITE  407,  67214 
264-8604 

43  M 3520  83  CD 

OUANO  JR  MD,BIBIANO  B,  1515  S CLIFTON  SUITE  380,  67218 
684-5094 

40  M 74801  79  U 

POLING  MD, TERRY  L,  7602  E HARRY,  67207 
682-7411 

36  M 1902  63  FP 

OWEN  MD, LARUE  W,  236  N BELMONT,  67208 

POLLACK  MD, SIMON,  7523  PLAZA  LANE,  67206 

19  M 1902  50  OO 

00  M 79  OO 

OWEN  MD,PERE  A,  1128  S CLIFTON,  67218 
681-2108 

37  M 1902  65  ANES 

POLLOCK  MD, ANTHONY  G A,  825  N EMPORIA,  67214 
264-2806 

45  M 80305  76  ORS 

PAGE  MD,RUTH,  1051  N STRATFORD,  67206 

POOLE  MD, BERNARD  T,  825  N EMPORIA,  67214 
264-2806 

13  F 1902  43  OO 

37  M 53902  73  ORS 

PALMER  MD, DAVID  L,  PO  BOX  9450,  67277 
722-9132 

37  M 1902  64  A 

PORTER  MD, GARRY  L,  3243  E MURDOCK  STE  400,  67208 
686-7351 

35  M 1606  63  P 

PARK  MD, ROGER  WALTER,  3311  E MURDOCK,  67208 
689-9217 

43  M 1902  70  PD 

POWERS  MD,K  DEAN,  2703  E CENTRAL,  67214 
683-8386 

23  M 1902  47  GYN 

PARKER  MD, HAROLD  L,  3311  E MURDOCK,  67208 
689-9107 

32  M 1902  68  FP 

PRESKORN  MD, SHELDON  H,  UKSM-WICHITA,  67214 
261-2647 

48  M 1902  75  P 

PASSMAN  MD, STEVEN  M,  835  N HILLSIDE,  67214 
685-4395 

47  M 2803  83  D 

PULLMAN  MD, NORMAN  K,  3007  E CENTRAL,  67214 
686-7369 

21  M 3006  53  PS 

PATTON  MD,J  MICHAEL,  1431  S BLUFFVIEW  STE  210,  67218 
686-2111 

51  M 3005  79  FP 

PURINTON  MD,LEW  W,  1431  S BLUFFVIEW  DR,  67218 
685-1301 

23  M 1902  48  IM 

PAXTON  MD, EDWARD  SCOTT,  3600  E HARRY,  67218 
689-5675 

51  M 2802  83  PATH 

PUTNAM  MD,LYLE  B,  4700  W 13TH  UNIT  1-1,  67212 
11  M 1902  36  OO 

PAY  MD, NORMAN  T,  ST  FRANCIS  HOSP,  67214 
268-5914 

45  M 74802  77  NR 

RAGHAVAN  MD,PARULA  P,  2404  GREENLEAF  CT,  67226 
263-6131 

47  F 49501  80  IM 

PEERY  MD, WILLIAM  H,  UKSM  WICHITA,  67214 
261-2650 

46  M 4802  82  IM 

RAGHAVAN  MD,PRAKASH  V,  1100  N ST  FRANCIS  STE  240,  67214 
262-7662 

46  M 49501  80  CD 

PEIL  MD, MICHAEL  L,  1035  N EMPORIA  #290,  67214 
269-4026 

54  M 1902  81  PM 

RAMOS  MD, MICHAEL,  905  N EMPORIA,  67214 
265-2876 

55  M 702  82  FP 

PELLETIER  JR  MD, LAWRENCE  L,  UKSM  WICHITA,  67214 
261-2650 

42  M 3501  71  IM 

RANDALL  MD, GEORGE  R,  MID-KANSAS  ENT  ASSOC,  67211 
684-2838 

43  M 2802  77  OTO 

PENCE  MD, CHARLES  D,  3311  E MURDOCK,  67208 
689-9468 

42  M 1902  69  ORS 

RANDLES  MD, MICHAEL  J,  959  N EMPORIA,  67214 
265-2924 

48  M 1902  75  IM 

PENNER  MD, STEVEN  D,  855  N HILLSIDE,  67214 
685-1381 

55  M 1902  86  FP 

RAUSA  JR  MD, FRANCISCO  C,  1148  SOUTH  HILLSIDE,  67211 
682-4535 

42  M 74808  76  IM 

PENNINGTON  MD , KATHERI NE , 2113  SO  BLUFF  CT , 67218 
685-5271 

16  F 1902  43  PD 

RAWCLIFFE  JR  MD, ROBERT  A,  732  N TOPEKA,  67214 
267-1924 

29  M 3501  63  ORS 

PETERIE  MD, JERRY  D,  818  N EMPORIA  SUITE  305,  67214 
264-3505 

48  M 1902  76  IM 

RAZEK  MD,HANA  A,  WESLEY  MED  CTR  PATH  DEPT,  67214 
688-2828 

47  F 33004  PATH 

PETERS  MD, THOMAS  J,  3311  N MURDOCK,  67208 
689-9190 

47  M 2803  79  IM 

RAZEK  MD,ZACK  A,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

46  M 60501  77  CDTS 

PHIPPS  MD,JACK  G,  315  N HILLSIDE,  67214 
686-3391 

21  M 1902  53  FP 

READER  MD,G  WHITNEY,  933  N TOPEKA,  67214 
263-5889 

48  M 2101  81  CD 

PIBURN  MD, MARVIN  F,  125  N ZELTA,  67206 
263-7455 

22  M 1803  80  GS 

REALS  MD, WILLIAM  J,  UKSM  WICHITA,  67214 
261-2600 

20  M 3006  46  PATH 

PICKENS  MD, ANDREW  T,  WICHITA  PSY  PO  BOX  8037,  67208 
684-0201 

43  M 2834  69  P 

REAZIN  MD, WALTER  L,  547  TURNBERRY  CIR,  67230 
685-1381 

30  M 1902  59  FP 

PINSKER  MD, JACOB  A,  1035  N EMPORIA,  67214 
267-8259 

06  M 1902  35  IM 

REDDI  MD,RAGHUNATH  P,  ST  JOSEPH  MEDICAL  CTR,  67218 
689-5043 

36  M 49521  80  RT 
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REED  MD,A  J,  2456  N WOODLAWN , 67220  RODRIGUEZ-RAMOS  MD, ERNEST  R,  1111  N ST  FRANCIS,  67214 

685-5775  265-2613 

40  M 3901  67  EM  42  M 27501  82  CDTS 


REED  MU,D  CRAMER,  WESLEY  MED  CTR  HLTH  STRAT,  67214 
688-2080 

15  M 2802  46  00 

REED  MD, DAVID  D,  3333  E CENTRAL,  67208 
685-129  1 

43  M 1902  70  DR 

REED  MD, WILLIAM  RANDALL,  550  N HILLSIDE,  67214 

688- 2360 

51  M 1611  83  NEO 

REISMAN  MD, MICHAEL  ALAN,  3243  E MURDOCK  SUITE  600,  67208 

683- 5688 

50  M 4804  76  OPH 

RELIHAN  MD, DONALD  A,  655  N WOODLAWN,  67208 

684- 5158 

27  M 1902  54  OPH 

REMPEL  MD,JOHN  H,  1515  S CLIFTON  SUITE  240,  67218 

685- 1812 

38  M 3901  70  PS 

RHOADS  MD, JAMES  P,  3311  E MURDOCK,  67208 

689- 9103 

34  M 3520  67  IM 

RHODEN  MD, CURTIS  H,  3243  E MURDOCK  SUITE  500,  67208 

684- 0252 

33  M 1606  67  IM 

RHODES  MD,IVAN  E,  144  S HILLSIDE,  67211 

685- 9289 

25  M 3901  56  R 

RHODES  MD, LOWELL  M,  315  N HILLSIDE,  67214 
685-1461 

25  M 1902  53  FP 

RICHARDSON  MD, STEWART  F,  3420  E DOUGLAS,  67208 
685-2321 

28  M 3005  56  P 

RIEGER  MD, ERNEST  H,  444  N LORRAINE,  67214 
682-4591 

29  M 1902  56  GS 

RIEPE  MD, ROGER  E,  WESLEY  MED  CENTER,  67214 
688-2825 

46  M 1803  79  PATH 

RIORDAN  MD,HUGH  D,  3100  N HILLSIDE,  67219 
682-3100 

32  M 5605  59  P 

ROACH  MD,NEIL  E,  UKSM  WICHITA,  67214 
261-2647 

38  M 1902  68  P 


RODRIGUEZTOCKER  MD, LILIA,  1111  N ST  FRANCIS,  67214 
265-2613 

21  F 27501  57  IM 

ROMALIS  MD, BRIAN  E,  3429  E DOUGLAS,  67218 
682-5069 

39  M 6201  73  P 

RODS  MD, MAUREEN,  905  N EMPORIA,  67214 
265-2876 

53  F 1902  80  FP 

ROSE  MD, SHELBY  D,  3333  E CENTRAL  SUITE  721,  67208 
681-2741 

40  M 2012  71  path 

ROSEN  MD, DAVID,  818  N EMPORIA  #303,  67214 
265-3774 

48  M 1902  75  PD 

ROSENBERG  MD, THOMAS  F,  2627  E CENTRAL,  67214 
684-0501 

41  M 1642  72  A 

ROSS  MD, DENNIS  LEE,  1035  N EMPORIA  SUITE  105,  67214 
263-7285 

47  M 3005  78  NEP 

RUSSELL  MD, PHILIP  W,  3311  E MURDOCK,  67208 
689-9351 

22  M 1902  44  IM 

SABIN  JR  MD, GEORGE  M,  707  N MAIN,  67203 
268-0824 

12  M 5002  66  ADM 

SADIQ  MD,SULEMAN,  1144  N ST  FRANCIS,  67214 
267-0159 

40  M 70401  74  TS 

SANDERS  MD, GLORIA  D,  RIVERSIDE  HOSPITAL,  67203 
945-9161 

50  F 1902  PATH 

SANTOS  MD, JOAQUIN  G,  3243  E MURDOCK  STE  500,  67208 
684-0251 

49  M 1902  81  IM 

SANTOSCOY  MD, GILBERT  S,  3311  E MURDOCK,  67208 
689-9124 

38  M 4812  70  GS 

SATHER  MD,R  ALAN,  3243  E MURDOCK  SUITE  303,  67208 

688- 3070 

35  M 2604  84  FP 

SCANLAN  MD, TIMOTHY  M,  ST  JOSEPH  MED  CTR-ATU,  67218 

689- 4850 

46  M 2604  78  FP 


ROAN  MD,YEAI,  PERINATAL  DIVISION,  67214  SCHILTZ  MD, FRANCES,  115  S RUTAN  #10b,  67218 

688-2360 

41  M 38501  82  PD  93  F 6701  24  00 

ROBERTS  D,0.  , ROGER  W,  PO  BOX  47668,  67201  SCHLACHTER  MD, ERNEST  R,  406  E CENTRAL,  67202 

264-8604  265-0705 

49  M 2879  78  CD  24  M 1902  52  FP 

ROBERTS  MD, DANIEL  K,  3333  E CENTRAL  SUITE  301,  67208  SCHLAGECK  MD, JOSEPH  G,  8200  CENTRAL,  67212 

688-3185  721-4544 

36  M 3005  71  OBG  55  M 1902  85  FP 


ROBERTSON  MD, JOSEPH  K,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

41  M 3901  68  GS 


SCHLICHER  MD,JOHN  E, 
689-9346 

40  M 1803 


3311  E MURDOCK,  67208 
72  D 


ROBINSON  MD,G  DONALD,  3333  E CENTRAL  SUITE  610,  67208 
686-6659 

28  M 1902  54  PD 


SCHLUETER  MD,JOHN  J,  144  S HILLSIDE,  67211 
685-9289 

31  M 3841  62  R 


1 ROBINSON  MD,JOHN  E,  2708  E CENTRAL,  67214 
682-2730 

I 32  M 6201  71  P 


SCHLYER  MD, ARTHUR  M,  940  N TYLER,  67212 
721-1111 

51  M 1902  81  FP 


, ROBINSON  MD, ROBERT  H,  3311  E MURDOCK,  67208 
I 689-9445 

I 20  M 1902  53  ANES 

ROBL  MD, DAVID  A,  8200  W CENTRAL  STE  1,  67212 
721-4544 

48  M 1902  76  FP 


SCHNELLE  MD, JOACHIM,  4145  EAST  KELLOGG,  67218 
682-6551 

44  M 40933  73  FP 

SCHOPF  MD, CLIFTON  C,  222  S RIDGE  RD,  67209 
945-0142 

29  M 1902  57  FP 
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SCHWARTZ  MD,V  DEAN,  400  N WOODLAWN  |4,  67208 

684- 3881 

24  M 1902  48  FP 

SCOTT  MD, WILLIAM  H,  1431  S BLUFFVIEW  STE  111,  67218 

685- 8262 

41  M 4901  73  CD 

SEN  SARMA  MD,PRONAB  K,  1144  N ST  FRANCIS,  67214 

267- 0159 

45  M 49518  81  CD 

SHAFER  MD, PRESTON  J,  3788  RUSHWOOD  CT,  67226 
682-8003 

20  M 3005  47  OO 

SHAH  MD,MUKHTAR  H,  3243  E MURDOCK  STE  400,  67208 

686- 7351 

40  M 70404  77  P 

SHAPIRO  MD, WILLIAM  M,  818  N EMPORIA  STE  201,  67214 
263-0348 

45  M 1606  84  NS 

SHAW  MD, RICHARD  C,  825  N HILLSIDE,  67214 

688- 7500 

35  M 1902  62  PS 

SHELLITO  MD,JOHN  G,  18  VIA  ROMA,  67230 
18  M 1606  49  OO 

SHELLITO  MD,JOHN  L,  3311  E MURDOCK,  67208 

689- 9124 

52  M 2407  84  GS 

SHIELD  MD, CHARLES,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

46  M 2802  81  GS 

SHOFFNER  MD, RICHARD  W,  3311  E MURDOCK,  67208 
689-9271 

53  M 3901  82  IM 

SHRADER  MD,C  ERIC,  655  N WOODLAWN,  67208 

684- 5158 

47  M 1902  79  OPH 

SHRADER  MD, DOYLE  A,  202  N ROCK  RD  #801,  67206 

16  M 1902  41  OO 

SHURTZ  MD,GLEN  L,  3333  E CENTRAL  SUITE  214,  67208 

685- 1291 

40  M 4802  81  R 

SIEGEL  MD, ALBERT  R,  3600  E HARRY,  67218 
689-4797 

22  M 1642  72  PM 

SIFFORD  MD,R  LAWRENCE,  959  N EMPORIA  SUITE  404,  67214 
265-0561 

25  M 1803  58  IM 

SIMMS  MD, DAVID  ALAN,  3311  E MURDOCK,  67208 
689-9422 

50  M 3401  83  DR 

SKIBBA  MD, RICHARD  M,  3311  E MURDOCK,  67208 
689-9477 

43  M 5606  72  GE 

SLUTSKY  MD, LAWRENCE  JOEL,  ST  FRANCIS  R.M.C.,  67214 

268- 5922 

46  M 3501  79  DR 

SMITH  JR  MD, WILLARD  J,  851  N HILLSIDE,  67214 
685-1371 

32  M 1611  65  U 

SMITH  MD, ALVIN  L,  929  N ST  FRANCIS,  67214 

268- 5470 

28  M 5606  72  PATH 

SMITH  MD,LINDALL  E,  3333  E CENTRAL  SUITE  408,  67208 
682-0411 

55  M 1902  PD 

SMITH  MD, TIMOTHY  WM , 1035  N EMPORIA  STE  290,  67214 

269- 4026 

49  M 1902  76  IM 

SNYDER  MD, GREGG  M,  902  N HILLSIDE,  67214 

687- 1441 

27  M 1803  66  NS 


SOLOMON  MD, HERMAN,  835  N HILLSIDE,  67214 
685-4395 

37  M 2701  69  D 

SOLTZ  MD, ROBERT  A,  3311  E MURDOCK,  67208 
689-9381 

47  M 2803  77  PD 

SOMERS  MD, MARVIN  M,  2506  BENJAMIN,  67204 
23  M 1902  48  OO 

SPANN  MD, RICHARD  W,  3243  E MURDOCK  SUITE  500,  67208 

684- 0252 

40  M 1902  66  PUD 

STAMBAUGH  MD,ROY  A,  2456  N WOODLAWN,  67220 

685- 5691 

34  M 2501  85  EM 

STAMPS  MD,PHIL,  ST  JOSEPH  MEDICAL  CENTER,  67218 
689-5668 

37  M 3901  PATH 

STARK  MD, JAMES  R,  719  BROOKFIELD  ROAD,  67206 
689-9422 

20  M 1902  44  OO 

STECKLEY  MD, RICHARD  ALLEN,  PO  BOX  47669,  67201 
265-1308 

49  M 2105  80  IM 

STEELBERG  MD, ELSIE,  337  N WACO,  67202 
265-8872 

34  F 1606  84  P 

STEIN  MD,PAUL  S,  3243  E MURDOCK  SUITE  601,  67208 
685-2377 

40  M 3305  73  NS 

STELLE  MD,  ROBERT,  HERTZLER  CLINIC,  67212 
721-1111 

30  M 2501  85  FP 

STEMBRIDGE  MD, TRAVIS  W,  3333  E CENTRAL  SUITE  301,  67208 
685-7234 

47  M 4802  78  OBG 

STREET  MD, DAVID  E,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

35  M 2101  67  GS 

STREIT  MD, JEROME  G,  1131  S CLIFTON,  67218 
689-5500 

48  M 1902  78  FP 

STRICKLAND  MD,M  H VAN,  3100  N HILLSIDE,  67219 
682-3100 

51  M 4804  A 

SUERO  MD, JESUS  T,  1148  S HILLSIDE,  67211 
681-3371 

33  M 74802  57  PUD 

SULLIVAN  MD, LEONARD  L,  3311  E MURDOCK,  67208 
689-9454 

35  M 1902  62  PD 

SVOBODA  MD,LOIS  V,  3243  E MURDOCK  STE  300,  67208 
685-8231 

39  F 1602  81  FP 

SVOBODA  MD, WILLIAM  B,  1035  N EMPORIA  #270,  67214 
685-2377 

36  M 1602  81  PDN 

SWEET  MD, DONNA  E,  UKSM  WICHITA,  67214 
261-2650 

48  F 1902  80  IM 

TATPATI  MD, DANIEL  A,  1144  N ST  FRANCIS,  67214 

267- 0159 

44  M 49535  78  TS 

TATPATI  MD,OLGA  ADELINA,  1515  S CLIFTON  SUITE  250,  67218 
687-3100 

44  F 49535  78  PD 

TAYLOR  MD, RICHARD  J,  ST  FRANCIS  R.M.C.,  67214 

268- 5527 

21  M 3006  58  PATH 

TAYLOR  MD, STEVEN  L,  3311  E MURDOCK,  67208 
689-9422 

46  M 1902  78  R 
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THELEN  MD,J  CHRISTINE,  1738  N ROOSEVELT,  67208 

13  F 5104  50  OO 

THOMPSON  MD, DANIEL  M,  PO  BOX  4069,  67204 
838-3381 

19  M 1902  50  FP 

THOMPSON  MD, WILLIAM  E,  PO  BOX  8253,  67208 

683- 4032 

30  M 3005  60  OPH 

TIHEN  MD, EDWARD  N,  1227  N RIVER  BLVD,  67203 

24  M 1606  55  OO 

TILLER  MD, GEORGE  R,  5101  E KELLOGG,  67218 

684- 5255 

41  M 1902  68  AM 

TILTON  MD, FRANK  M,  3311  E MURDOCK,  67208 
689-9137 

33  M 2002  68  N 

TINKER  MD, ROBERT  C,  1126  S CLIFTON,  67218 

682-7578 

31  M 2834  63  ORS 

TINTEROW  MD, MAURICE  M,  CAMPUS  BOX  43,  67208 

17  M 4802  46  OO 

TIPPIN  JR  MD, ERNEST  E,  959  N EMPORIA,  67214 
265-5256 

24  M 1902  50  OTO 

TOCKER  MD, ALFRED  M,  1111  N ST  FRANICS,  67214 
265-2613 

15  M 4802  53  OO 

TONN  MD, GERHART  R,  855  N HILLSIDE,  67214 

685- 1381 

16  M 1902  44  FP 

TOOHEY  MD,JOHN  S,  3311  E MURDOCK,  67208 
689-9175 

50  M 5605  82  ORS 

TOSH  MD,FRED  E,  1900  E NINTH,  67214 
268-8391 

30  M 4706  80  PH 

TRACY  MD, TERRY  A,  3333  E CENTRAL,  67208 
685-7234 

35  M 2803  68  OBG 

TRAVERS  MD, HENRY,  WESLEY  MED  CTR  LAB  MED,  67214 
688-2812 

46  M 4114  79  PATH 

TRETBAR  MD, HARVEY  A,  3243  E MURDOCK  #500,  67208 
684-0251 

25  M 1902  52  IM 

TREWEEKE  MD, MICHAEL  W,  2916  EAST  CENTRAL,  67214 

684- 5243 

46  M 1902  73  IM 

TRUDEAU  MD, DAVID  L,  ALCOHOL  TREATMENT  UNIT,  67218 
689-4853 

40  M 2604  78  ADT 

TRUJILLO  MD,ANTERO  A,  1431  S BLUFFVIEW  SUITE  117,  67218 

685- 6466 

36  M 73701  81  ANES 

UHLIG  MD,PAUL  J,  3311  E MURDOCK,  67208 
689-9191 

28  M 1902  57  PD 

VAL-MEJIAS  MD, JESUS  E,  818  N EMPORIA  SUITE  407,  67214 
264-8604 

45  M 23101  84  CD 

VAN  LEEUWEN  MD, GERARD  J,  UKSM  WICHITA,  67214 
261-2631 

29  M 1803  80  NEO 

VAUGHAN  MD,D  ANN,  UKSM-W  DEPT  OF  PSYCHIATRY,  67214 
261-2647 

45  F 1902  75  P 

VINE  MD, DONALD  LEE,  3311  E MURDOCK,  67208 
689-9240 

39  M 511  79  CD 


VINZANT  MD, WHITNEY  L,  1515  S CLIFTON  SUITE  270,  67218 

686-1991 

45  M 1902  74  GS 

VOTH  MD, DOUGLAS  W,  UKSM  WICHITA,  67214 
261-2650 

34  M 1902  61  IM 

WADE  MD, EDWARD  J,  1036  LAWRENCE  CT,  67206 
686-6835 

53  M 1902  83  ANES 

WADUD  MD, ABDUL,  1543  S HILLSIDE,  67211 

682- 6814 

35  M 70409  74  P 

WALKER  D.O.  , MARSHALL  D,  1301  N WEST  ST,  67203 

945-5245 

41  M 2878  80  OTO 

WALLING  MD, ADRIAN  E,  2319  GREENLEAF,  67226 
689-5500 

47  M 80302  78  FP 

WALLING  MD,ANNE  D,  UKSM  WICHITA,  67214 
261-2607 

47  F 80302  PH 

WARD  MD, LARRY  G,  818  N EMPORIA  STE  307,  67214 

264- 9476 

54  M 1902  82  ANES 

WARREN  JR  MD,JOHN  W,  63  VIA  VERDE,  67230 

15  M 2501  49  OO 

WARREN  MD, LLOYD  P,  1202  WILLOW  LN , 67208 

683- 7223 

11  M 1902  36  OO 

WARREN  MD,WIRT  A,  526  S BLUFF,  67218 
267-0520 

09  M 2802  36  PGER 

WEAVER  MD,J  ROBERT,  641  N WOODLAWN  #66,  67208 

265- 5731 

21  M 1902  48  OO 

WEAVER  MD,JACK  D,  959  N EMPORIA,  67214 
265-7241 

16  M 2802  46  OO 

WEBER  JR  MD,HUGO  P,  1035  N EMPORIA,  67214 
263-7285 

40  M 702  73  IM 

WEBSTER  MD, BOBBY  W,  2212  E CENTRAL,  67214 
265-0959 

48  M 4802  75  OBG 

WEIPPERT  MD, EDWARD  J,  8200  W CENTRAL  #1,  67212 
721-4454 

44  M 1902  71  FP 

WELCH  MD,ANNA  L,  905  N EMPORIA,  67214 
265-2876 

48  F 1720  82  FP 

WELCH  MD, LAUREN  K,  3243  E MURDOCK  SUITE  601,  67208 
685-2377 

35  M 1902  62  N 

WELLS  MD,MAX  MICHAEL,  3311  E MURDOCK,  67208 
688-2820 

50  M 1902  79  PATH 

WELLSHEAR  MD, CHARLES  C,  WICHITA  PSY  CENTER,  67208 

684- 0201 

30  M 4706  62  P 

WENINGER  MD,JOHN  H,  1148  S HILLSIDE,  67211 
682-6523 

32  M 3005  63  FP 

WEST  MD, WILLIAM  T,  3311  E MURDOCK,  67208 
689-9234 

24  M 1902  49  OBG 

WHEELER  MD, NICKY  RAY,  1515  S CLIFTON  SUITE  390,  67218 
684-0220 

48  M 1902  74  PS 

WHEELER  MD, PINCKNEY  R,  2208  W 13TH,  67203 
943-2118 

18  M 3901  57  FP 


(WICHITA^ 
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WHITAKER  MD, JAMES  A,  3243  E MURDOCK,  67208 
684-0251 

44  M 1902  74  IM 

WHITE  MD, CHARLES  F,  3600  E HARRY,  67218 
38  M 1611  PM 

WHITE  MD, CHARLES  M,  18  VIA  VERDE,  67230 

15  M 3005  48  OO 

WHITESIDE  MD, WILLIAM  H,  ST  JOSEPH  MEDICAL  CENTER,  67218 
689-6216 

46  M 53903  84  PD 

WILDER  MD, LOWELL  W,  655  N WOODLAWN,  67208 

684- 5158 

35  M 4109  67  OPH 

WILKINSON  MD, LARRY  K,  1520  S CLIFTON,  67218 

685- 2371 

46  M 1902  75  FP 

WILLIAMS  MD, CHARLES  L,  3311  E MURDOCK,  67208 
689-9168 

16  M 2834  50  IM 

WILLIAMSON  MD, STEPHEN  K,  VA  MEDICAL  CENTER,  67218 
685-2221 

54  M 1902  82  IM 

WISDOM  MD,JAY  K,  15  LYNWOOD,  67207 

12  M 1902  42  OO 

WISNER  JR  MD, HARRY  J,  3311  E MURDOCK,  67208 
689-9169 

17  M 3005  47  IM 

WITTMANN  MD, ALBERT  F,  2323  N WOODLAWN,  67220 

10  M 2834  40  OO 

WOLFE  MD, FREDERICK , 1035  N EMPORIA  #230,  67214 
263-2125 

36  M 3508  69  RHU 

WOOD  MD,GARY  B,  2501  E CENTRAL,  67214 

684- 2131 

21  M 2802  51  IM 

WOOD  MD, ROBERT  D,  2337  RUTLAND  CT , 67226 
486-2127 

26  M 1902  53  FP 

WOODHOUSE  MD, CHARLES  L,  959  N EMPORIA,  67214 
265-8821 

10  M 1902  34  ENT 

WOODRING  MD, CATHY  S,  222  S RIDGE  RD,  67209 
945-0142 

51  F 3546  82  FP 

WORSING  JR  MD, ROBERT  A,  3311  E MURDOCK,  67208 
689-9231 

47  M 2604  81  ORS 

WRAY  JR  MD, REGINALD  P,  PO  BOX  18748,  67218 

685- 4389 

40  M 4113  84  ANES 

WRAY  MD, ALEXANDER  J,  120  E 21ST  ST,  67214 
838-4912 

19  M 1902  49  FP 

WU  MD,JIN-TZE,  3333  E CENTRAL  SUITE  214,  67208 

688- 2920 

41  M 38502  79  TR 

WYATT-HARRIS  MD, PATRICIA  G,  345  N HILLSIDE,  67214 

683- 6766 

55  F 1902  82  OBG 

YEW  MD, CLAIRE  S,  3311  E MURDOCK,  67208 

689- 9327 

54  F 2507  83  PD 

YOCKEY  MD, CHARLES  C,  3243  E MURDOCK  S 500,  67208 

684- 0251 

46  M 1902  77  IM 

YOON  MD, CHANG  SUP,  PO  BOX  18748,  67218 

685- 4389 

46  M 58303  81  ANES 


YOUNG  MD, DOUGLAS  L,  3311  E MURDOCK,  67208 
689-9213 

42  M 1902  72  IM 

YOUNGBERG  MD,DEAN  I,  959  N EMPORIA  #201,  67214 

684- 5243 

00  M 1902  73  IM 

ZARNOW  MD, HILARY,  ST  FRANCIS  REG  MED  CTR,  67214 
268-5909 

45  M 1611  74  R 

ZATZKIN  MD,JAY  B,  818  N EMPORIA  SUITE  403,  67214 

262- 4467 

46  M 2002  79  IM 

ZEPICK  MD,LYLE  F,  3311  E MURDOCK,  67208 

263- 5889 

50  M 6001  81  CD 

ZIEGLER  MD,  JUDY  P,  3311  E MURDOCK,  67208 
689-9414 

54  F 1803  84  PD 

ZIEGLER  MD,JOHN  M,  3311  E MURDOCK,  67208 
689-9195 

55  M 1720  85  PD 

ZIELKE  MD, STEVEN  L,  3333  E CENTRAL  SUITE  504,  672 

685- 2223 

53  M 1643  86  OBG 

ZIMMERMAN  MD, KENNETH  D,  934  CRESTLINE,  67212 
526-3925 

29  M 3901  58  OM 

ZONGKER  MD, PHILIP  E,  3311  E MURDOCK,  67208 
689-9422 

43  M 1902  71  R 


WINCHESTER  — 913 
(Shawnee  County  Society) 

HUSTON  MD, FRANCIS  W,  DRAWER  H,  66097 
06  M 1601  34  FP 


WINFIELD  — 316 
(Cowley  County  Society) 

CARRO  MD,F  AURELIO,  PO  BOX  38,  67156 
221-3200 

23  M 27501  67  OO 

KAUFMAN  MD,LELAND  R,  221  WEST  8TH,  67156 
221-3350 

33  M 1902  61  FP 

MAC  KILLOP  JR  MD, DANIEL,  4 FLEETWOOD  DR,  67156 

11  M 2407  62  OO 

MILLER  MD, FRANKLIN  R,  301  PARK,  67156 

02  M 2401  54  OO 

PRICE  MD, PETER  G,  1317  WHEAT  RD,  67156 
221-3200 

26  M 64901  57  GS 

SAMUEL  MD,CHANDY  C,  1211  E FIFTH,  67156 
221-6100 

35  M 49527  76  GS 

SHIPPEY  MD,DEAN  U,  1302  E 5TH,  67156 
221-2300 

49  M 64914  85  R 

WINBLAD  MD,J  KENT,  15  FLEETWOOD,  67156 
221-6100 

51  M 1902  74  OBG 

WINBLAD  MD, JAMES  N,  1211  E 5TH  ST,  67156 
221-6100 

27  M 1902  53  GS 

WINBLAD  MD,JOHN  M,  1211  E FIFTH,  67156 
221-6100 

55  M 1902  82  FP 
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YATES  CENTER  — 316 
(Allen  County  Society) 

ATKIN,  JOHN  D III,  1004  E MADISON,  66783 

625-2312 

35  M 3901  1963  GS 


IS  YOUR  LISTING 
ACCURATE? 

If  there  is  an  error  in  your  listing,  please  notify  the  Executive 
Office  so  we  can  correct  our  records. 

Send  corrections  to: 

Ramona  Perez, 

Membership  Secretary 
The  Kansas  Medical  Society 
1300  Topeka  Avenue 
Topeka,  KS  66612 
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ARAFILES  MD, ESTHER  D N,  RR  2,  OSKALOOSA,  66066 

ARPIN  MD, JEFFREY  P,  MUNSON  ARMY  HOSP,  LEAVENWORTH,  66027 

BABER  MD, JAMES  W,  C/0  ANESTHESIOLOGY,  WICHITA,  67214 

BALDWIN  MD, THOMAS  F,  39TH  S RAINBOW,  KANSAS  CITY,  66103 

BARCELO  MD, JEANNE  A,  1216  N DELLROSE,  WICHITA,  67208 

BARNES  MD,JOE  L,  108  E THIRD,  SMITH  CENTER,  66967 

BECKER  MD, NANCY  J,  4107  FRANCIS,  KANSAS  CITY,  66103 

BELDEN  MD, SANDRA  B,  1010  N KANSAS,  WICHITA,  67214 

BERGH  MD, JAMES  R,  UKSM  - WICHITA,  WICHITA,  67214 

BERNHARDT  MD,MARK,  929  N ST  FRANCIS,  WICHITA,  67214 

BLACK  MD, BRADFORD  T,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

BORNO  MD, SAMIR,  3119-106  RANDOLPH,  TOPEKA,  66611 

BOWEN  MD, JUDITH  M,  PO  BOX  829,  TOPEKA,  66601 

BRENNER  MD, BRIAN  C,  929  N ST  FRANCIS,  WICHITA,  67213 

BRUNER  JR  MD, KENNETH  W,  4505  W 64TH,  SHAWNEE  MISSION,  66208 

BURKE  MD, MICHAEL  A,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

BURNETT  MD,JOHN  A,  5525  GRANADA,  SHAWNEE  MISSION,  66205 

CAMPBELL  MD, LINDA  HINSCH,  39TH  & RAINBOW,  KANSAS  CITY,  66103 

CANNADAY  MD,JOHN  J,  550  N HILLSIDE,  WICHITA,  67214 

CANNON  MD, DONALD  C,  5400  E 21ST  APT  108,  WICHITA,  67208 

CAPITAINE  MD,RAUL  D,  TOPEKA  STATE  HOSPITAL,  TOPEKA,  66606 

CARLILE  MD, WILLIAM  E,  6805  W 16TH,  SHAWNEE  MISSION,  66204 

CARLSON  MD,MARK  V,  3243  E MURDOCK  SUITE  303,  WICHITA,  67208 

CARTMELL  MD,G  FRANK,  5929  E BAYLEY,  WICHITA,  67218 

CERVENY  MD, CARLA  J,  39TH  h RAINBOW,  KANSAS  CITY,  66103 

CHATMAN  MD,IRA  DOUGLAS,  831  LITCHFIELD,  WICHITA,  67203 

COCHRAN  III  DO, CASEY  G,  905  N ST  FRANCIS,  WICHITA,  67214 

COCHRAN  MD, KEVIN  S,  KU  MED  CENTER,  KANSAS  CITY,  66103 

CONGRESS  MD, HOWARD  J,  ST  LUKES  HOSPITAL,  KANSAS  CITY,  64111 

CORBOY  MD,JANE  E,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

CORONADO  MD, EDWARD  H,  1717  S CYPRESS  APT  1524,  WICHITA,  67207 

COWLEY  JR  MD, BENJAMIN  D,  4125  THOMPSON  NO  12,  KANSAS  CITY,  66103 

CRAVENS  MD, WILLIAM  P,  905  N EMPORIA,  WICHITA,  67214 

CUTLER  MD,PAUL  R,  2301  HOLMES,  KANSAS  CITY,  64108 

DEDON  MD,JON  F,  KU  MED  CENTER  DEPT  OF  IM,  KANSAS  CITY,  66103 

DELGADO  MD, SERGIO  VICTOR,  PO  BOX  829,  TOPEKA,  66601 

DETURK  MD, DWAYNE  L,  550  N HILLSIDE,  WICHITA,  67208 

DOWNS  MD, NANCY  J,  39TH  & RAINBOW,  KANSAS  CITY,  66103 

DREES  MD, BETTY  M,  9227  MASTIN,  SHAWNEE  MISSION,  66212 

EARL  DO, JEFFREY  J,  KU  MED  CENTER,  KANSAS  CITY,  66103 

ERNST  MD,R  L,  803  FRANKLIN,  WICHITA,  67203 

EUGENIO  MD, HENRY  M,  216  E 4TH , CHERRYVALE,  67335 

FARAG  MD,AZMI  E,  905  N EMPORIA,  WICHITA,  67214 

FRIESEN  MD, DOUGLAS  A,  4811  COTTONWOOD  DR,  HUTCHINSON,  67502 

FUGATE, CARL  L,  2248  PATTIE,  WICHITA,  67211 

GALBUT  MD,ALAN  S,  6720  W 52ND  PLACE  APT  3B,  SHAWNEE  MISSION,  66202 
GERWICK  MD, CHARLES  L,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 
GODFREY  MD, JOSEPH  L,  1346  HIGH,  TOPEKA,  66604 
GOERING, RANDALL  V,  401  S LORRAINE,  WICHITA,  67211 

GONZALES-LOCKHART  MD,IDA,  7925  GRANT  AVE  #46,  SHAWNEE  MISSION,  66204 

GRANT  MD, MICHAEL  E,  8406  E HARRY  #202,  WICHITA,  67207 

GRIMALDI  MD, KENNETH  J,  710  W 8TH , FORT  SCOTT,  66701 

GWINN  MD, DOUGLAS  R,  1032  HUNTINGTON,  OLATHE,  66061 

HALL  MD,MARK  S,  1131  S CLIFTON,  WICHITA,  67218 

HARMON  MD,GARY  S,  6830  W 52ND,  SHAWNEE  MISSION,  66202 

HAYDON  MD, ALLAN  H,  4601  COLLEGE  SUITE  190,  SHAWNEE  MISSION,  66211 

HEADRICK  MD, DANIEL  E,  3200  N PRAIRIE  HILLS  DR,  HUTCHINSON,  67501 

HERL  MD,CARY  J,  SMOKY  HILL  FAMILY  PRACTICE,  SALINA,  67401 

HORNBAKER  MD, STANLEY  D,  211  E MAIN,  CARBONDALE,  66414 

HUND  MD, MORRIS  A,  736  CHICKADEE,  WICHITA,  67212 

JACKSON  MD, THOMAS  M,  5308  E THIRD,  WICHITA^  67208 

JANKOWSKI  MD,KAZIMIERZ  W,  MENNINGER  FOUNDATION,  TOPEKA,  66601 

JOHNSON  MD, TERESA  F,  18  RENFREW,  WINFIELD,  67156 

JONES  MD, MICHAEL  P,  301  S 22ND,  ATCHISON,  66002 

KASSER  MD, CHRIS  L,  17531  W 70TH,  SHAWNEE  MISSION,  66217 

KEITH  MD,  REX  B.,  905  N.  EMPORIA,  WICHITA,  67204 

KENNING  MD, GERALD  F,  2114  DALTON,  WICHITA,  67207 

KERLEY, SPENCER  W,  4726  W 78TH  TERR,  SHAWNEE  MISSION,  66208 

KETCHERSIDE  JR  MD, WILLIAM  J,  PENN  PARK  MED  CTR  BLDG,  KANSAS  CITY,  64108 

KIRWAN  MD, LAURENCE  A,  4177  BROADWAY,  KANSAS  CITY,  64111 


KLEIN  MD, TERRY  D,  905  N EMPORIA,  WICHITA,  67214 
KNATZ  MD,JO  M,  2301  HOLMES,  KANSAS  CITY,  64108 
KOWALSKI  MD, PETEK  C,  BOX  829,  TOPEKA,  66601 
KOWALSKI  MD, STEPHEN  F,  1417  SW  MACVICAR,  TOPEKA,  66604 
LANG  MD, GORDON,  323  RUSSELL,  WAKEENEY,  67672 

LAWHORN  MD, STEPHANIE  LU,  2739  S 45TH  TERR,  KANSAS  CITY,  66106 

LOCKEE  MD, WILLIAM  B,  1701  E 23RD,  HUTCHINSON,  67502 

LYRENE, STEPHEN  A,  MENNINGER  FD,  TOPEKA,  66601 

MADER  MD, ELAINE  M,  8314  BAYLEY,  WICHITA,  67207 

MARTIN, JUAN  E,  1232  BELL  HOSP,  KANSAS  CITY,  66103 

MARX  DO, WILLIAM  H,  IRWIN  ARMY  HOSPITAL,  FT  RILEY,  66442 

MC  CROSKEY  MD, BRIAN  L,  4310  W 70TH,  SHAWNEE  MISSION,  66208 

MCKINNEY  D.O.  , SHARON  L,  5201  BELLE  TERR,  TOPEKA,  66604 

MCMEEKIN  MD, SHEILA  P,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

MEDINA  MD,FELY  P,  RR  3 BOX  89,  EARNED,  67550 

MERCADER  MD, ROLANDO  S,  14725  E LAKEVIEW  DR,  WICHITA,  67230 

MILBURN  JR  MD, MERLE  E,  500  EISENHOWER  RD,  LEAVENWORTH,  66048 

MILLS  MD, MELISSA  J,  442  GREENWAY  TERR,  KANSAS  CITY,  64113 

MURPHY  MD,JOHN  P,  KU  MED  CENTER,  KANSAS  CITY,  66103 

MURROW,MD,R  W,  5556  SANTA  FE,  SHAWNEE  MISSION,  66202 

NEEF  MD,DOUG  STEVENS,  1010  N KANSAS,  WICHITA,  67214 

NELSON  MD, DOUGLAS  LEROY,  4210  W 68TH  TERR,  SHAWNEE  MISSION,  66208 

NIEMAN  MD,JOHN  L,  9801  JUNIPER  LANE,  SHAWNEE  MISSION,  66207 

NOORDHOEK  MD,LYLE  J,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

PALAGANAS-TOSCO  MD, AMANDA  C,  KU  MED  CENTER,  KANSAS  CITY,  66103 

PARKS  MD, DOUGLAS  S,  PO  BOX  854,  SYRACUSE,  67878 

PETERSEN  MD, LAURA  J,  2311  MARTY  APT  5,  KANSAS  CITY,  66103 

PETERSON  MD, STACY  L,  K U MED  CENTER,  KANSAS  CITY,  66103 

POLASEK  MD, CARLA  L,  PO  BOX  829,  TOPEKA,  66601 

PRESTON  MD, KEVIN  L,  IRWIN  ARMY  HOSPITAL,  FT  RILEY,  66442 

PROCHASKA  MD,MARK  L,  5316  SW  TENTH  #301,  TOPEKA,  66604 

RANNEY  MD, BONNIE  M,  3243  E MURDOCK  SUITE  303,  WICHITA,  67208 

REDING  MD, DOUGLAS  J,  428  W 60TH  TERR,  KANSAS  CITY,  64113 

REDMON  DO, MARY  L,  KU  MED  CENTER,  KANSAS  CITY,  66103 

REINSEL  MD,MARK  S,  K U MED  CENTER,  KANSAS  CITY,  66103 

REINTJES  MD, STEPHEN  L,  2901  W 73RD,  SHAWNEE  MISSION,  66208 

RHOADS  MD,  ANNE  C,  K U MED  CENTER,  KANSAS  CITY,  66103 

RICHMAN  MD, DAVID  S,  1108  E MAPLE,  WICHITA,  67214 

ROCK  MD, RANDALL  W,  3243  E MURDOCK  STE  313,  WICHITA,  67208 

ROGERS  MD, ANDREW  L,  5626  PARK  HOLLOW,  WICHITA,  67208 

RUNDQUIST  MD,BETH  E,  KU  MED  CENTER,  KANSAS  CITY,  66103 

RUPP  MD, DENNIS  J,  KU  MEDICAL  CENTER,  KANSAS  CITY,  66103 

RUSSELL  MD, BRIAN  K,  2200  W 48TH  TERR,  SHAWNEE  MISSION,  66205 

SACHEN  MD, FREDERICK  L,  4201  WEST  90TH,  SHAWNEE  MISSION,  66207 

SCHERMOLY  MD, MARTIN  J,  1737  W 35TH,  KANSAS  CITY,  64111 

SHEHI  MD,LORA  J,  834  CARTER,  WICHITA,  67203  - 

SHUTT  MD, CHARLES  B,  550  N HILLSIDE,  WICHITA,  67214 

SIEGLE  MD,LORA  A,  1131  S CLIFTON,  WICHITA,  67218 

SIMPSON  MD, KAREN  M,  KU  MED  CENTER,  KANSAS  CITY,  66103 
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HORTON, GREG  A,  4105  ADAMS,  KANSAS  CITY,  66103 

HOURIGAN, RICHARD  J,  2028  CHESTER,  KANSAS  CITY,  66103 

HOWELL, STEVEN  J,  621  S IDA,  WICHITA,  67211 

HRABIK, BRENT  A,  6206  CRAIG,  SHAWNEE  MISSION,  66202 

HUDGINS, MARK  A,  3828  GENESSEE,  KANSAS  CITY,  64111 

HUGHES, STEVEN,  4326  WYOMING,  KANSAS  CITY,  64111 

HUNNINGHAKE, DENISE  A,  3900  BOOTH  #8,  KANSAS  CITY,  66103 

HURLBUT, KEVIN  M,  3838  RAINBOW  #605,  KANSAS  CITY,  66103 

HUTCHINSON, STEVEN  A,  4128  E ENGLISH,  WICHITA,  67218 

HUTCHISON , SCOT  M,  4462  FRANCIS,  KANSAS  CITY,  66103 

HUTSEY, PAUL  J , 3430  EDGEMONT,  WICHITA,  67208 

HUTTERER, ANGELA  J,  9211  E HARRY,  WICHITA,  67207 

IMLAY, BRIAN,  3630  BELL,  KANSAS  CITY,  64111 

JACOBS, DANIEL  H,  6621  OVERHILL,  SHAWNEE  MISSION,  66208 

JAEGER, MARY  G,  1677  OLD  MANOR,  WICHITA,  67218 

JALALI ,MEHDI , 5720  MARTWAY  #203,  SHAWNEE  MISSION,  66202 

JANSSEN, KATHERINE  L,  4161  CAMBRIDGE,  KANSAS  CITY,  66103 

J£NAB,JOHN,  1903  W 70TH  TERR,  SHAWNEE  MISSION,  66208 

JENKINS, DE  ANN  R,  1100  CNTY  LINE  RD  #6  BL  13,  KANSAS  CITY,  66103 

JOHNSON, GARY  A,  5105  OUTLOOK,  SHAWNEE  MISSION,  66202 

JOHNSON, KEITH  A,  7630  WINDSOR  DR,  SHAWNEE  MISSION,  66208 

JOHNSON, LINDA  M,  8905  MOHAWK  LN , SHAWNEE  MISSION,  66206 

JOHNSON, ROBERT  C,  10912  W lOOTH  TERRACE,  SHAWNEE  MISSION,  66214 

JONES, DAVID  B,  9808  GLENWOOD,  SHAWNEE  MISSION,  66212 

JORDAN, JANET  C,  4171  FRANCIS,  KANSAS  CITY,  66103 

JOSLIN, CHARLIE  G,  3103  BARNETT  APT  C,  KANSAS  CITY,  66102 

JUNG, SIMON  CY,  8759  GOODARD,  SHAWNEE  MISSION,  66214 

KAHRS,GREG,  3827  TERRACE  #10,  KANSAS  CITY,  64111 

KALIN, CINDI  A,  3838  RAINBOW  #208,  KANSAS  CITY,  66103 

KALIVAS, LINDA  L,  12300  PAWNEE  LN , SHAWNEE  MISSION,  66209 

KASTER, STEVEN  D,  10910  W 109TH,  SHAWNEE  MISSION,  66210 

KAUER, CURTIS  D,  4174  CAMBRIDGE,  KANSAS  CITY,  66103 

KELLEY, MARSHALL  D,  7232  GRANDVIEW  DR,  SHAWNEE  MISSION,  66204 

KELLY, JIM,  8619  OVERHILL,  SHAWNEE  MISSION,  66206 

KELLY, MICHELE,  6427  W 51ST  TERR,  SHAWNEE  MISSION,  66202 

KENAGY, ROBERT  S,  642  SYLVAN,  WICHITA,  67218 

KENDALL, CALIN  T,  3035  PUCKETT  RD  #36,  KANSAS  CITY,  66103 

KENNEDY, CHRISTOPHER  S,  3708  WYOMING,  KANSAS  CITY,  64111 

KERWIN, MERRITT  M,  2606  W 50TH  TERR,  SHAWNEE  MISSION,  66205 

KETTER,IVAN  C,  RT  1,  SABETHA,  66534 

KIM,SUCHA,  1705  HELAIR  DR,  JUNCTION  CITY,  66441 

KIMPLE,KRIS  G,  5321  W 49TH  TERR,  SHAWNEE  MISSION,  66205 

KIMURA,LYLA  S,  3504  W 85TH,  SHAWNEE  MISSION,  66206 

KIMURA, STEPHEN  H,  3504  W 85TH,  SHAWNEE  MISSION,  66206 

KING, BRADLEY  S,  3815  BOOTH,  KANSAS  CITY,  66103 

KING, TERESA  M,  4309  ADAMS,  KANSAS  CITY,  66103 

KIRCHNER, LAURA  L,  3838  RAINBOW  APT  208,  KANSAS  CITY,  66103 

KOEHN, DANIEL  J,  3748  CAMBRIDGE  #B,  KANSAS  CITY,  66103 

KOERPER,KARL,  303  E 43RD  #3E,  KANSAS  CITY,  64111 

KUBIN, SUSAN  D,  411  S CHAUTAUQUA,  WICHITA,  67211 

KUMMER, ANTHONY  J,  4107  BELL,  KANSAS  CITY,  64111 

LASNIER, JOSEPH  M,  4309  FISHER,  KANSAS  CITY,  66103 

LAUDERT, SUSAN  E,  SHAWDO  LAKE  #724,  WICHITA,  67220 

LAWHEAD,JEFF  D,  3033  PUCKETT  RD  #18,  KANSAS  CITY,  66103 

LAWHORN, CHARLTON  D,  2739  S 45TH  TERR,  KANSAS  CITY,  66106 

LAWTON, STEVEN  K,  6140  W 51ST  APT  1,  SHAWNEE  MISSION,  66202 

LEAR, REX  V,  400  W CENTRAL  STE  1514,  WICHITA,  67203 

LEHMAN, KARL  D,  2011  FEDERAL,  KANSAS  CITY,  66103 

LESSIN, DIANNA  L,  3821  WYOMING,  KANSAS  CITY,  64111 

LETOURNEAU, EDWARD  N,  4309  FISHER,  KANSAS  CITY,  66103 

LIBEL, ROY,  2710  W 51ST  TER,  SHAWNEE  MISSION,  66205 

LICHTY,DAN  M,  6412  W 77TH  TERR,  SHAWNEE  MISSION,  66208 

LILLICH, MAUREEN  A,  5046  CLARK  DR,  SHAWNEE  MISSION,  66205 

LINDSTROM,LORI  A,  525  S CHAUTAUQUA,  WICHITA,  67211 

LOKER, JAMES  L,  9008  W 82ND  TERR,  SHAWNEE  MISSION,  66103 

LONEY,PAUL  D,  3740  BOOTH  #4,  KANSAS  CITY,  66103 

LONG, TERESA  D,  4417  JARBOE,  KANSAS  CITY,  64111 

LOPEZ, MARIA  I,  2424  W 40TH  #18,  KANSAS  CITY,  66103 

LORT2, PHILIP  W,  3628  SPRINGFIELD,  KANSAS  CITY,  66103 

LOVETT, BRENT  R,  3622  WYOMING  SUITE  IN,  KANSAS  CITY,  64111 

LUALLIN, SCOTT  R,  3110  EATON,  KANSAS  CITY,  66103 

LUBETICH  JR, JOHN  F,  3600  RAINBOW  STE  316,  KANSAS  CITY,  66103 

LUCAS, EDDY  D,  3901  BOOTH  #11,  KANSAS  CITY,  66103 

LUCKEROTH , LEAH  L,  905  W 12TH  N,  WICHITA,  67203 

LUNBERRY-HILL, JULIA,  11621  ROLLING  HILLS,  WICHITA,  67212 

LYLE, LINDA  S,  1207  FRANKLIN  #3,  WICHITA,  67203 

MADDEN, CATHERINE  E,  1111  N ROOSEVELT,  WICHITA,  67208 

MADISON, RANDALL  W,  7911  GARNETT,  SHAWNEE  MISSION,  66215 

MAGEE, SHAWN  M,  6105  W 54TH  TERR,  SHAWNEE  MISSION,  66202 

MAGERS, STACEY  L,  3904  WYOMING  3N,  KANSAS  CITY,  64111 

MARGOLIS, MICHAEL  T,  3810  MERCIER,  KANSAS  CITY,  64111 

MARPLES, BRADLEY  W,  3904  ADAMS,  KANSAS  CITY,  66103 

MARSHALL, ROGER  W,  2200  S ROCK  RD  #1517,  WICHITA,  67207 

MARSHALL, STEPHEN  R,  309  W COMMERCIAL,  LYONS,  67554 

MARTIN, HUGH  B,  3911  ADAMS,  KANSAS  CITY,  66103 

MATZEN,TED  A,  7143  CHEROKEE  DR,  SHAWNEE  MISSION,  66208 

MAUCH, WILLIAM  D,  2311  MARTY  #F,  KANSAS  CITY,  66103 

MAVEC, JAMES  A,  3820  BOOTH  APT  #1,  KANSAS  CITY,  66103 

MC  ALLISTER, SCOTT  H,  6431  NORWOOD,  SHAWNEE  MISSION,  66208 

MC  BATH, TIM  L,  400  W CENTRAL  #3015,  WICHITA,  67203 

MCCLEAY, PETER  D,  8911  W 64TH  TERR  APT  204,  SHAWNEE  MISSION,  66202 
MCCOWEN, HERBERT  M,  4835  W 62ND  TERR,  SHAWNEE  MISSION,  66205 
MCDONALD, THOMAS  L,  3712  W 48TH,  SHAWNEE  MISSION,  66205 
MCHENRY, TERESSA  J,  3934  BOOTH  APT  9,  KANSAS  CITY,  66103 
MCKINLEY, DOUGLAS  L,  5733  HAUSER,  SHAWNEE  MISSION,  66212 
MCKITTRICK, RICHARD,  4117  ADAMS  #314,  KANSAS  CITY,  66103 
MCQUITTY, CHRISTOPHER  K,  2023  PUCKETT  #14,  KANSAS  CITY,  66103 
MCQUITTY, DWAYNE  A,  3824  BOOTH  APT  #10,  KANSAS  CITY,  66103 
MEIER, PATRICIA  A,  3602  RAINBOW  APT  303,  KANSAS  CITY,  66103 
MELHAM, THOMAS  J,  3820  BOOTH  #12,  KANSAS  CITY,  66103 
MELROSE, ZIANA  A,  10801  W 75TH  TERR  #2,  SHAWNEE  MISSION,  66214 
MENNINGER, BRENT  O,  3218  EATON,  KANSAS  CITY,  66103 
MENZIE,LISA  D,  4161  CAMBRIDGE,  KANSAS  CITY,  66103 

MERIFIELD, CHRISTOPHER  D,  5441  FOXRIDGE  #203,  SHAWNEE  MISSION,  66202 
MESSAMORE, DEBRA  L,  2308  S BELMONT,  WICHITA,  67218 
METZ, BRIAN  A,  4134  EATON  #3,  KANSAS  CITY,  66103 
MEYER, MARK  C,  3812  BOOTH  #10,  KANSAS  CITY,  66103 


MEYERS, JOHN  J,  3901  BOOTH  APT  3,  KANSAS  CITY,  66103 

MILLER  MD, DAVID  A,  3600  RAINBOW  #314,  KANSAS  CITY,  66103 

MILLER, KEVIN  E,  4146  BOOTH,  KANSAS  CITY,  66103 

MILLS, KIRK  C,  903  N EDGEMOOR,  WICHITA,  67208 

MITCHELL  MD,SUE  M,  4309  W 93RD,  SHAWNEE  MISSION,  66207 

MITCHELL, DEANNA  SUE,  1100  COUNTY  LINE  RD  8-9,  KANSAS  CITY,  66103 

MODELL, ELLEN  M,  5210  W 69TH,  SHAWNEE  MISSION,  66208 

MOORE  JR  MD, DENNIS  F,  2330  N OLIVER  #1102,  WICHITA,  67220 

MOORE, ROBERT  M,  3737  EATON,  KANSAS  CITY,  66103 

MOORE, THOMAS  A,  3919  ADAMS,  KANSAS  CITY,  66103 

MORGAN, MITCH  A,  4174  CAMBRIDGE,  KANSAS  CITY,  66103 

MOYER, ANDREW  Z,  5101  MISSION,  SHAWNEE  MISSION,  66205 

MUKERJEE,SANDEEP,  3730  CAMBRIDGE,  KANSAS  CITY,  66103 

MURPHY, MAUREEN  E,  818  N EMPORIA  SUITE  200,  WICHITA,  67214 

MURPHY, TIMOTHY  P,  4730  JARBOE,  KANSAS  CITY,  64112 

MURPHY, WILLIAM  R,  3740  BOOTH  #8,  KANSAS  CITY,  66103 

NADER, DADKAH,  4145  FRANCIS,  KANSAS  CITY,  66103 

NAZARIO, LILIANA  E,  8170  HALSEY,  SHAWNEE  MISSION,  66215 

NEASE  JR, DONALD  E,  2330  N OLIVER  #523,  WICHITA,  67220 

NELSON, BRENDA  S,  4143  CAMBRIDGE,  KANSAS  CITY,  66103 

NELSON , CHARLES  G,  7217  BEVERLY,  SHAWNEE  MISSION,  66204 

NELSON, MARIAN  K,  2330  N OLIVER  APT  1210,  WICHITA,  67220 

NELSON, MARK  THEODORE,  2425  43RD,  KANSAS  CITY,  66103 

NELSON, NANCY  A,  3736  CAMBRIDGE,  KANSAS  CITY,  66103 

NEUFELD, BRENDA  G,  3717  STATE  LINE,  KANSAS  CITY,  64111 

NEWLIN, PHILIP  L,  351  MARION  COURT  #1,  WICHITA,  67216 

NEWTH, ROBERT  C,  7656  COLONIAL  DR,  SHAWNEE  MISSION,  66208 

NICHOLS, JON  CHRISTOPHER,  6140  W 51ST  APT  3,  SHAWNEE  MISSION,  66202 

NIGHTENGALE, DIANE  J,  404  CHEROKEE  DR,  KECHI,  67067 

NIXON,  DAVID,  2525  ESSEX,  KANSAS  CITY,  66103 

NORMAN, BENJAMIN  R,  1402  E CATALINA,  WICHITA,  67216 

OEHME, STEPHEN  F,  1135  W 41  #2,  KANSAS  CITY,  64111 

OLSEN, TIMOTHY  W,  39TH  & RAINBOW  BOX  414,  KANSAS  CITY,  66103 

OLSON, CAROLYN  E,  4316  ADAMS,  KANSAS  CITY,  66103 

OLSON, CAROLYN  E,  UKSM- WICH ITA , WICHITA,  67214 

ONG, CATHERINE  M,  6001  W 90TH  TERR,  SHAWNEE  MISSION,  66207 

OSE, KEVIN  J,  3909  BOOTH  #4,  KANSAS  CITY,  66103 

OTTINGER, CHRISTOPHER  M,  3838  RAINBOW  BLVD  #204,  KANSAS  CITY,  66103 

OVEKFIELD,A  SCOTT,  5954  WOODSON  #302,  SHAWNEE  MISSION,  66202 

OYLER, JONATHAN  M,  1706  PENROSE,  OLATHE,  66062 

PAIGE, ANGELA  A,  2424  W 40TH  #5,  KANSAS  CITY,  66103 

PALMER, APRIL  L,  2424  W 40TH  APT  25,  KANSAS  CITY,  66103 

PARKER, JULIE  A J,  4121  THOMPSON  APT  8,  KANSAS  CITY,  66103 

PARKS, JON  C,  8118  EATON,  KANSAS  CITY,  66103 

PARMAN, CRAIG  R,  905  N EMPORIA,  WICHITA,  67214 

PARSONS, JULIE  A,  2323  N WOODLAWN  #623,  WICHITA,  67220 

PATRON , RICARDO  F,  1975  JAMAICA,  EL  DORADO,  67042 

PATRON , RUFINO  B,  3915  BOOTH  APT  11,  KANSAS  CITY,  66103 

PAUL, DAVID  M,  3915  BOOTH  #8,  KANSAS  CITY,  66103 

PAULEY, JANET  K,  4145  ADAMS,  KANSAS  CITY,  66103 

PAVELONIS,JOEL  D,  5011  LAMAR  AVE  SUITE  3,  SHAWNEE  MISSION,  66202 

PEARSON, MARK  A,  5606  FLOYD  APT  D,  SHAWNEE  MISSION,  66202 

PENN , CHRISTOPHER  C,  211  N BATTIN,  WICHITA,  67208 

PENNER, TIMOTHY  M,  3226  COUNTRY  CLUB,  WICHITA,  67208 

PERSONS , DIANE  L,  1002  W 78TH,  KANSAS  CITY,  64114 

PETERS, CHRISTOPHER  C,  6740  W 52ND  PLACE  #1A,  SHAWNEE  MISSION,  66202 

PETERS, ERIC  A,  3934  BOOTH  APT  4,  KANSAS  CITY,  66103 

PETERSEN, MARK  I,  4956  ADAMS,  SHAWNEE  MISSION,  66205 

PINKERTON , LYNNE  E,  2019  DOUGLAS,  KANSAS  CITY,  66103 

PINKHAM, CHRIS  M,  5311  HARRISON,  KANSAS  CITY,  64110 

PLUMB, RENEE  L,  4400  ADAMS,  KANSAS  CITY,  66103 

PODREBARAC, FRANCIS  A,  5101  RIGGS,  SHAWNEE  MISSION,  66202 

POKORNY,JOHN  C,  3808  BOOTH  #8,  KANSAS  CITY,  66103 

POOLE, EDWARD  C,  3516  STATE  LINE,  KANSAS  CITY,  66103 

POSS, WILLIAM  B,  5808  W 78TH,  SHAWNEE  MISSION,  66208 

POULOSE,ANIL  KUTTIKATT,  3838  RAINBOW  #602,  KANSAS  CITY,  66103 

PRUITT  MD, DAVID  E,  1305  VALENTINE  RD  #7,  KANSAS  CITY,  64111 

PUCKETT, MICHAEL  L,  1851-B  S 31ST,  KANSAS  CITY,  66106 

RAMZY, MERIT  S,  634  E MEYER  BLVD,  KANSAS  CITY,  64131 

RANDOLPH  III, RICHARD  J,  3901  ELLEDGE  RD,  SHAWNEE  MISSION,  66205 

RAY, LARRY  D,  10851  GLENWOOD,  SHAWNEE  MISSION,  66211 

REDDY, BEENA  M,  7329  OXFORD  CT , WICHITA,  67226 

REEDER, STEPHEN  M,  3838  RAINBOW  #404,  KANSAS  CITY,  66103 

REICHENBERGER, RONALD  J,  3820  BOOTH  APT  2,  KANSAS  CITY,  66103 

REISWIG,GARY  W,  4112  FRANCIS,  KANSAS  CITY,  66103 

REISWIG, JEFFREY  SCOTT,  2004  WESTFIELD,  WICHITA,  67212 

REISZ , COLLEEN  C,  2220  W 71ST,  SHAWNEE  MISSION,  66208 

RETHORST, RICHARD  D,  1100  COUNTY  LINE  RD  #31  BLDG  8,  KANSAS  CITY,  661 

REUSNER,LEE  A,  3909  BOOTH  #4,  KANSAS  CITY,  66103 

REUSSER, LAYNE  M,  3425  E ENGLISH  SUITE  303,  WICHITA,  67218 

REYNOLDS, MIKE  G,  KUMC,  KANSAS  CITY,  66103 

REZAEI , SHIRLEY  J,  557  S BROADVIEW,  WICHITA,  67218 

RICH, GARY  L,  3734  CAMBRIDGE,  KANSAS  CITY,  66103 

RICHARDSON, CURTIS  J,  550  W CENTRAL  #702,  WICHITA,  67203 

RIESENMY, BRANDON  D,  5538  REEDS,  SHAWNEE  MISSION,  66202 

RING, KEVIN  F,  5933  ELMONT,  SHAWNEE  MISSION,  66205 

ROACH, BARBARA  L,  3812  BOOTH  APT  8,  KANSAS  CITY,  66103 

ROBERSON,  CHERYL  L,  3732  BOOTH  APT  10,  KANSAS  CITY,  66103 

ROBINSON, RICHARD  K,  2904  W 46TH,  KANSAS  CITY,  66103 

RODRIGUEZ, BEATRIZ  M,  5012  REINHARDT,  SHAWNEE  MISSION,  66205 

ROME, MICHAEL  P,  3626  W 50TH  TERR,  SHAWNEE  MISSION,  66205 

RONSICK, STEVEN  O,  3722  BOOTH  #13,  KANSAS  CITY,  66103 

ROSIN, ROBERT  L,  3644  COUNTRY  CLUB,  WICHITA,  67208 

ROWDON, GREGORY  A,  8830  PFLUMM  RD  APT  203,  SHAWNEE  MISSION,  66215 

ROY, RISE  J,  4212  ADAMS,  KANSAS  CITY,  66103 

RUHL, CONSTANCE  E,  9223  W 79TH  #92,  SHAWNEE  MISSION,  66204 

RUPP, JAMES  CLARKE,  4146  BOOTH  PL  APT  Bl2,  KANSAS  CITY,  66103 

RUTHERFORD, MARK  A,  5360  MACKEY  #2,  SHAWNEE  MISSION,  66202 

SACK, JOSEPH  M,  1704  W 32ND,  WICHITA,  67204 

SANDENO, CRAIG  A,  10046  ROSEHILL,  SHAWNEE  MISSION,  66215 

SANDERS, JAMES  E,  3725  STATE  LINE,  KANSAS  CITY,  64111 

SANDERS, KARL  A,  3915  BOOTH  APT  9,  KANSAS  CITY,  66103 

SANDNESS, KATHLEEN  M,  2520  W 46TH,  KANSAS  CITY,  66103 

SCHLOESSER,ANNE  C,  5920  MCGEE,  KANSAS  CITY,  64113 

SCHMIDT, KENLEY  D,  915  N BELMONT,  WICHITA,  67208 

SCHOWENGERDT, ANDREW  W,  5123  E TRUMAN,  KANSAS  CITY,  64127 

SCHOWENGERDT, DANIEL  B,  4101  FRANCIS,  KANSAS  CITY,  66103 

SCHROEDER, PATRICK  L,  3804  BOOTH  #7,  KANSAS  CITY,  66103 

SCHROFF, GREGORY  P,  3715  CAMBRIDGE,  KANSAS  CITY,  66103 

SCHUPP, ELIZABETH  A,  7406  FLINT  APT  102,  SHAWNEE  MISSION,  66203 

SCHUSTER, MICHAEL  R,  6427  HALLET,  SHAWNEE  MISSION,  66216 

SCHUYLER, GREGG  T,  3807  BOOTH,  KANSAS  CITY,  66103 

SCOTT, STEVE  G,  1310  MANHEI  M,  KANSAS  CITY,  64109 

SCROGGIE, DANIEL  J,  BOX  158,  PAOLA,  66071 

SEGRAVES, STEVEN  D,  7800  GLENWOOD,  SHAWNEE  MISSION,  66204 
SEIDEL, DONALD  R,  2311  MARTY  APT  #7,  KANSAS  CITY,  66103 
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SEIFERT, EARNEST  D,  KUMC,  KANSAS  CITY,  66103 

SEYB, STACY  T,  5206  SYCAMORE,  SHAWNEE  MISSION,  66205 

SHAVER, TIM,  3821  SPRINGFIELD  APT  A,  KANSAS  CITY,  66103 

SHAW, HOWARD  A,  30  S 58TH  LANE,  KANSAS  CITY,  66102 

SHAW, PAMELA  K,  9909  W 49TH  PL,  SHAWNEE  MISSION,  66203 

SHEEHAN, MAUREEN  H,  3504  W 85,  SHAWNEE  MISSION,  66206 

SHEPARD, SHELLEY  M,  3701  W 77TH,  SHAWNEE  MISSION,  66208 

SHERARD,JOHN  L,  1910  FEDERAL,  KANSAS  CITY,  66103 

SHERARD, SARAH  L,  1910  FEDERAL,  KANSAS  CITY,  66103 

SHERBON,MARY  LOU,  3439  S BONN,  WICHITA,  67217 

SHERMAN, DENISE  I,  3838  RAINBOW  #511,  KANSAS  CITY,  66103 

SHIVELY, ROBERT  M,  4607  W 61ST  TERR,  SHAWNEE  MISSION,  66205 

SHULTZ, WILLIAM  H,  9400  ENSLEY  LANE,  SHAWNEE  MISSION,  66206 

SIEG,KARL  G,  3725  EATON,  KANSAS  CITY,  66103 

SIEMENS, CHARLOTTE  A,  400  W CENTRAL  #1802,  WICHITA,  67203 

SIMON, CRAIG  A,  3033  PUCKETT  #19,  KANSAS  CITY,  66103 

SIMONY, M ANN,  5020  SOUTHRIDGE,  SHAWNEE  MISSION,  66205 

SMARDO  JR, FRED  L,  2221  W 39TH  APT  2W,  KANSAS  CITY,  66103 

SNIDER, BRUCE  B,  4464  FISHER,  KANSAS  CITY,  66103 

SNIDER, JOHN  M,  4016  BOOTH,  KANSAS  CITY,  66103 

SNYDER, MARK  G,  4022  ADAMS,  KANSAS  CITY,  66103 

SOMMERFIELD, DAVID  L,  4455  EATON,  KANSAS  CITY,  66103 

SOUTHERN, FREDRICK  N,  3838  RAINBOW  APT  103,  KANSAS  CITY,  66103 

SPERRY, ROBERT  E,  9802  W 97  TERR,  SHAWNEE  MISSION,  66212 

SPILKER, CYNTHIA  A,  3736  CAMBRIDGE,  KANSAS  CITY,  66103 

SPRADLIN, MICHAEL  L,  3901  BOOTH  APT  9,  KANSAS  CITY,  66103 

SPRINGER, MARK  J,  252  S GLENDALE,  WICHITA,  67218 

STANLEY, BRAD  K,  3141  EATON,  KANSAS  CITY,  66103 

STANLEY, KENNETH  E,  6909  STONEGATE  LN , WICHITA,  67206 

STARKEY, DAVID  J,  3734  CAMBRIDGE,  KANSAS  CITY,  66103 

STARR, STEVEN  K,  3820  BOOTH  #9,  KANSAS  CITY,  66103 

STAUDACHER, TIMOTHY  P,  9119  W 91ST  TERR,  SHAWNEE  MISSION,  66212 

STECHSCHULTE  JR, DANIEL  J,  2018  W 91ST,  SHAWNEE  MISSION,  66206 

STEEVES, KIMBERLY  J,  3808  BOOTH  #9,  KANSAS  CITY,  66103 

STEINBERGER,CRISTINE  C,  7603  MONROVIA,  SHAWNEE  MISSION,  66216 

STEWART, DANIEL  L,  649  N HILLSIDE,  WICHITA,  67214 

STINGO, ANDREW  J,  5708  W 164TH,  STILWELL,  66085 

STONE, CHRIS  D,  1052  STINE  LN , KANSAS  CITY,  66103 

STRAIN , LORRAINE  L,  2621  E DOUGLAS  #3,  WICHITA,  67211 

STRONG, BRADLEY  W,  1206  WILLOW,  OLATHE,  66061 

STUART, SCOTT  P,  1832  SOUTH  32ND,  KANSAS  CITY,  66106 

STUBLER, DANIEL  K,  3942  ADAMS  APT  17,  KANSAS  CITY,  66103 

STUEVER, KEVIN  J,  4603  BELL,  KANSAS  CITY,  64112 

SUMMERS, LAURIE  K,  1520  N DELL  ROSE,  WICHITA,  67208 

SUTTON, JEFFREY  J,  143  S 58TH  DR,  KANSAS  CITY,  66102 

SWARTZ , MARSHA  A,  1840  S LAUREL,  WICHITA,  67207 

SWEAZY  MD, SCOTT  M,  3141  EATON,  KANSAS  CITY,  66103 

SWEET, LEIGHTON  J,  1317  W 39TH  lE,  KANSAS  CITY,  64111 

TACKETT, ROBERT  J,  2200  S ROCK  RD  APT  1214,  WICHITA,  67207 

TALBERT, TIMOTHY  C,  3804  BOOTH  #7,  KANSAS  CITY,  66103 

TAPHORN  ANN  M,  3731  EATON,  KANSAS  CITY,  66103 

TARANTINO, CELESTE  A,  3704  CAMBRIDGE,  KANSAS  CITY,  66103 

TEARE,MARIJO,  1804  W 41ST  APT  lE,  KANSAS  CITY,  64111 

TEETER, CAROLYN  NAN,  3708  CAMBRIDGE,  KANSAS  CITY,  66103 

TEETER, MARILYN  A,  3708  CAMBRIDGE,  KANSAS  CITY,  66103 

TETER, KENNETH  E,  128  S ESTELLE,  WICHITA,  67211 

THOMAS, STANLEY  M,  6202  ROBINSON  #4,  SHAWNEE  MISSION,  66211 

THOMPSON, JEFFREY  D,  3811  SPRINGFIELD  APT  C,  KANSAS  CITY,  66103 


THORNTON  III,FOXHALL  P,  8402  GRANDVIEW  LANE,  SHAWNEE  MISSION,  66212 

THORNTON, CAROLYN  SUE,  8532  BENSON,  SHAWNEE  MISSION,  66212 

THORNTON, REBECCA  R,  5708  OUTLOOK  APT  301,  SHAWNEE  MISSION,  66202 

TONKOWICZ , PATRICIA  A,  5811  ANTIOCH,  SHAWNEE  MISSION,  66202 

TORREY, ELIZABETH  A,  3907  SPRINGFIELD,  KANSAS  CITY,  66103 

TRIMMER, KENNETH  J,  2804  E FIRST,  WICHITA,  67214 

TROWBRIDGE, DENISE  R,  12606  W 110  TERR,  SHAWNEE  MISSION,  66210 

TSEN, ANDREW  C,  4449  FRANCES,  KANSAS  CITY,  66103 

TURKLE, JANET  K,  506  RIVERDALE,  MULVANE,  67110 

TURNER, ROBERT  N,  3740  BOOTH  APT  1,  KANSAS  CITY,  66103 

TURNER, WADE  A,  4305  S ELIZABETH  #4,  WICHITA,  67217 

UNRUH, LINDA  SUE,  6406  W 73RD,  SHAWNEE  MISSION,  66204 

VAN  DE  VEER, SCOTT  M,  6595  FOXRIDGE  APT  260,  SHAWNEE  MISSION,  66202 

VAN  DOREN, BRYAN  A,  3838  RAINBOW  #304,  KANSAS  CITY,  66103 

VASUDEVAN,GOPI,  616  N BLUFF  APT  205,  WICHITA,  67208 

VENNEMAN  II, CHARLES  R,  10505  W 89TH,  SHAWNEE  MISSION,  66214 

VILE, SHELDON  B,  8341  BRIAR,  SHAWNEE  MISSION,  66207 

VOGELSANG, PAMELA  J,  1019  W 38TH,  KANSAS  CITY,  64111 

VORAN, DAVID  A,  8629  RILEY,  SHAWNEE  MISSION,  66212 

WALKER, ANDY  E,  3617  CAMBRIDGE,  KANSAS  CITY,  66103 

WAMSLEY, CRAIG  A,  1888  S 32ND  SUITE  B,  KANSAS  CITY,  66106 

WARD, CYNTHIA  L,  1000  S WOODLAWN  #1306,  WICHITA,  67218 

WARD, WENDY  L,  14050  SWITZER,  SHAWNEE  MISSION,  66221 

WARDEN, SUSAN  K,  3028  EATON,  KANSAS  CITY,  66103 

WARNER, CLAUDE  A,  39TH  & RAINBOW  BOX  191,  KANSAS  CITY,  66103 

WATANABE,MASAYO,  5801  W 92ND  TERR,  SHAWNEE  MISSION,  66207 

WATTERS, AARON  T,  5715  HORTON,  SHAWNEE  MISSION,  66202 

WAXMAN, STEVE,  12516  W 85TH  TERR,  SHAWNEE  MISSION,  66215 

WEINGART, JAMES  H,  4717  W 70TH,  SHAWNEE  MISSION,  66208 

WEINSTEIN, GARY  L,  5007  LAMAR  #5,  SHAWNEE  MISSION,  66202 

WEISHAAR, PAUL  D,  2427  CRAWFORD,  WICHITA,  67217 

WELLING, PAUL  A,  6105  W 54  TERR,  SHAWNEE  MISSION,  66202 

WELTON, THOMAS  C,  PO  BOX  6811,  SHAWNEE  MISSION,  66206 

WENDELBURG, BLAKE  E,  4412  STATE  LINE  RD,  KANSAS  CITY,  66103 

WENGER, CHARLES  B,  3744  BOOTH  #7,  KANSAS  CITY,  66103 

WENGER, CHARLES  B,  3744  BOOTH  #6,  KANSAS  CITY,  66103 

WETZEL, MARK  D,  4172  CAMBRIDGE,  KANSAS  CITY,  66103 

WETZEL, ORVILLE  R,  5100-S  HICKORY  RD,  KANSAS  CITY,  64129 

WHEELER, JAMES  A,  3712  LAKIN,  GREAT  BEND,  67530 

WIENS, JONATHAN  G,  4117  ADAMS  APT  213,  KANSAS  CITY,  66103 

WIENS, LYNN  A,  7644  BALTIMORE,  KANSAS  CITY,  64114 

WIENS, TIMOTHY  K,  510  SE  2ND  ST,  NEWTON,  67114 

WILLIAMS, CARL  M,  6910  W 52  PL  APT  lA,  SHAWNEE  MISSION,  66202 

WILLIAMS, MICHAEL  K,  4103  BOOTH,  KANSAS  CITY,  66103 

WILLIAMS, NANCY  J,  3816  STATE  LINE,  KANSAS  CITY,  66103 

WILSON, DANIEL  R,  311  E 6TH , VALLEY  CENTER,  67147 

WILSON, LORI  J,  7627  E 37tH  NORTH  APT  3604,  WICHITA,  67226 

WINEINGER, DAVID  K,  4210  FISHER,  KANSAS  CITY,  66103 

WOODS, DENNIS  D,  5435  BRIAR,  SHAWNEE  MISSION,  66205 

WOODS, MICHAEL  S,  10564  LONG,  SHAWNEE  MISSION,  66215 

WRIGHT, CHRISTOPHER,  3733  EATON,  KANSAS  CITY,  66103 

WRIGHT, MICHAEL  J,  1911  W 42ND,  KANSAS  CITY,  66103 

WRIGHT, TIMOTHY  F,  GENERAL  DELIVERY,  WICHITA,  67276 

WULZ, CURTIS  E,  1910  W LAWRENCE  CT , KANSAS  CITY,  66103 

WURSTER, SAMUEL  H,  3838  RAINBOW  APT  #101,  KANSAS  CITY,  66103 

YOUNG, JEFFREY  L,  5715  HORTON,  SHAWNEE  MISSION,  66202 

ZAYAS, VLADISLAV,  2110  COLLEGE  HTS , MANHATTAN,  66502 

ZECHMANN, JEROME  P,  3915  BOOTH  APT  8,  KANSAS  CITY,  66103 

ZIMBELMAN,ROD  D,  3909  BOOTH  APT  12,  KANSAS  CITY,  66103 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Kansas  Medicine,  1300  Topeka 
Avenue,  Topeka,  Kansas  66612. 
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For  your  patients... 

A Feast  of  Facts  on  Food  and  Fitness 

from  the  American  Medical  Association. 


Now  you  can  receive  five  AMA  patient  education  pamphlets 
on  basic  nutrition  packaged  in  convenient  hand-out  sets: 

• Your  Age  and  Your  Diet 

• The  Healthy  Approach  to  Slimming 

• Sodium  and  Your  Health 

• Vitamin-Mineral  Supplements  and  Their  Correct  Use 

• Foodborne  Illness— The  Consumer’s  Role  in  Its 
Prevention 


Use  these  informative  pamphlets  to  help  answer  your 
patients’  questions . . . give  them  to  patients  to  take  home . 
use  them  for  reception  room  reading. 

Complete  and  mail  the  coupon  below  to  order  a supply  of 
AMA  Food  and  Nutrition  Sets. 


L. 


YES,  please  send  me  the  AMA  Food  and  Nutrition  Pamphlet  Sets  in  the 
quantity  indicated  below,  (OP-154) 

Order  50  sets  or  more  and  save! 

Sets' @ $1 .50  ea.  set-of-5 

on  orders  of  50  sets  or  more  $ 

Order  5 to  49  sets  at  regular  price. 

Sets* @ $3.50  ea.  set-of-5 

on  orders  of  5 to  49  sets  $ 

Less  10%  discount,  AMA  members  only $ 

Subtotal $ 

Sales  Tax  (IL  & NY  residents  only) $ 

TOTAL:  $ 


Enclosed  is  my  check,  payable  to  the  American  Medical 
Association  for  $ — 


Prices  include  delivery  and  handling  charges.  Due  to  cost  considerations, 
orders  for  fewer  than  5 sets  cannot  be  filled. 

Payment  must  accompany  order.  Please  allow  4 to  5 weeks  for  delivery. 
Prices  subject  to  change  without  notice. 


04AY001BP2 


Please  Print 


Name . 


Address . 
City 


. State/Zip . 
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Do  you  want  to 
loam  more  about 
your  practice 
market? 


POPULATION 
In  Grp  Qtrs 

HOUSEHOLDS 

1 Person 

2 Person 
3-4  Person 
5+  Person 

Avg  Hshld  Size 

SPANISH  ORIGIN 


23667888 

2.4% 

8629866 
24 .7J 
3; 


RACE:  Black 


HOUSEHOLD  INCOME 

% 

O-IOT 

2266156 

26.3 

10-20T 

2421285 

28.1 

20-25T 

1043264 

12.1 

25-30T 

810067 

9.4 

30-35T 

616564 

7.1 

35-40T 

428204 

5.0 

^0-50T 

493919 

5.7 

V-75T 

379306 

4.4 

|T+ 

171098 

2.0 

Idian 

$ 

18248 

lerage 

$ 

22475 

Ig. INCOME  196505. OM 

iCH(X)L 

YRS  COMPLETED 

op  Age  25+  14026705 
Median  Sch  Yrs  12.7 
High  Sch  Only  31.4% 
Any  College  42.0% 


LABOR  FORCE  UNEMP  PART I C 
6519842  6.6%  75.9% 

4862450  6.5%  52.5% 


HOUSING  VALUE 
0-30T  196304 


18-34 

IN  COLLEGE 

22.9% 

VEHICLES /HSHLD 

% 

0 

872945 

10.1 

1 

3094307 

35.9 

2 

2864839 

33.2 

3+ 

1797775 

20.8 

RENT 

0-99 

183404 

% 

5.0 

MAP"  can  help  you  grow. . . 

Developing  or  expanding  a 
successful  medical  practice 
requires  a thorough  under- 
standing of  the  market  for  your 
services — now  and  in  the 
future.  MAP™  is  the  only 
source  of  integrated  data  on 
important  demographic,  physi- 
cian, and  hospital  characteris- 
tics of  a practice  site.  For  a low 
cost,  you  receive  individualized 
reports  for  any  location  or  area 
size  in  the  nation. 

Find  out  more  about  how 
MAP™  can  help  you.  Send  in 
the  coupon  today. 


The  AMA  Market  Area  Profile™  (MAP™)  Service 
helps  physicians  establish  and  maintain  a 
successful  medical  practice. 


Complete  this  coupon  to  receive  an  order  application 
and  more  information  about  this  valuable  service  and 
return  to:  AMA  Market  Area  Profile™  Service,  Amer- 
ican Medical  Association,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 


Physician  Name  (please  print) 


Street  Address 


City 


State 


Zip  Code 


02A0012MP7 
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NOTES 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


• • . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  m 

Sleep  Laboratory  Investigator 
Pennsylvania 

g; 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  •• 

Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
Of  the  benzodiazepines 

Psychiatrist 

California 


Affer  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


brand  of 


flurazepam  HCI/Roche  ® 

sleep  that  satisfies  ^ 

W 


15-mg/v30-mg 

capsules 


References;  1.  Kaies  J,  etal:  Clin  Pharmacol  Ther  /2  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/S.356-363,  Sep  1975.  3.  Kales  A,  el al:  Clin  Pharmacol 
Ther  79.576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32:78] -788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Geriatr  Soc  27: 54] -546,  Dec  1979.  6.  Dement  WC 
etal:  Behav  Med,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:  ]40-]50,  Apr  1983. 

8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984.  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361 
Mar  1977. 


Before  prescribing,  please  consulf  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  Insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg.,  operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ot  age. 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  In  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  Indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  In  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitaled  patients.  15  mg  recommended  initially 
until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 


Roche  Products  Inc 
Manatl,  Puerto  Rico  00701 


\ 


MFORSLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'^®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

DALMANE 

brand  of  , , — ^ , 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 
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MEDICAL  OFFICE 
MANAGEMENT  WORKSHOPS 
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Doubletree  Hotel  — Overland  Park 

Taught  by  ED  KELSAY 

• Attorney,  Legal  Counsel  for  Oklahoma  State  Medical  Association 

• President  of  Medical  Practice  Management  firm 

• Certified  Association  Executive 

• Medical  Association  Executive  — 1 8 years  experience 

• Seminar  instructor  — 1 5 years  experience 

• Author,  eight  publications  on  medical  practice  management 

• Loss  Prevention  Manager  for  Oklahoma’s  physician-owned  professional  liability  insurance  company 

• Chairman,  Loss  Prevention  Section  for  national  association  of  liability  insurance  companies 
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New  Employee  Workshop 
November  5 — 8:30  a. m. -Noon 

Where  Do  Doctors  Come  From? 
Ethics  for  the  Professional 
Doctor/Patient  Relationship 
Where  the  Money  Comes  From 
Hospital  Relations 
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— Printing 
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Collecting  Medical  Accounts 
November  5 — 1 :30-5:00  p.m. 

Doctor/Patient  Relationship 
Financial  Policy  Creation 
Billings  & Collections 
Debt  Collection  Practices 
Truth  in  Lending  Act 
Insurance 
The  Law 


Law  for  the  Medical  Office 
November  6 — 1 :30-5:00  p.m. 

A number  of  laws  that  relate  to  the  practice  of 
medicine  will  be  addressed. 

NOTE:  Textbooks  will  be  provided  for  all 
workshops. 


FEE:  $50  PER  PERSON  PER  WORKSHOP 
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Fill  out  and  send  with  check  for  full  tuition  fees.  Make 
checks  payable  to  KANSAS  MEDICAL  SOCIETY. 


Send  to: 
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Topeka  KS  66612 
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Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D, 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
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We  doubt  our 
sales  force  is  that 


75%  of  the  physicians  who 
see  a demonstration 
our  Holier  System 
spend  $6,500 
of  their  hard 
earned  money 
to  own  one. 


No  offense  to  our  sales  force,  but  we  think  Monitor 
One  HC™  sells  itself 

It  may  be  the  medicine 

ST  segment  monitoring  for  Total  Ischemic  Burden 
(TIB)  and  multi-day  monitoring  for  variabiliw  in 
ectopics  are  both  developing  standards  of  care. 

For  these  procedures  you  will  want  to  use  a clinically 
validated  system.  Monitor  One  HC  meets  the  task. 
100%  sensitivity  and  92%  specificity  day  after  day* 


Or  it  may  be  the  economics 

A Holter  system  can  cost  $40,000  or  more.  Ours 
comes  complete  with  hard  copy  analysis  and 
printer  for  about  one  sixth  the  cost.  And  third  party' 
reimbursement  is  the  same,  averaging  $150'^  per 
procedure.  Leasing  is  also  available  for  about  $225'*' 
per  month. 

Arrange  a demonstration.  Call  1-800-492-7337,  ask 
for  Gary  or  Jim.  Or  mail  this  coupon. 
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I more  hollering  for  less  ' 

' Name  ' 


Specialty 

Address 


City State Zip 

Telephone  ( ) 

GOETZE/NIEMER 

1701  BROOKLYN,  KANSAS  CITY,  MISSOURI  64127 


•Clinical  validation  at  Harvard  University 
and  University  ot  California.  San  Francisco 
'Medicare  and  other  third  pany 
reimpursement  will  vary 
'Based  on  48  month  lease 


GOETZE 

NIEMER 


I 


I 


Cover  Story 


If  the  Revolutionary  War  exploits  of  General 
Henry  Lee  were  notable  (in  its  highest  meaning), 
his  postwar  activities  were  notorious  (in  its  lowest 
meaning).  Granted,  the  political  and  economic 
turmoil  of  the  day  provided  a fertile  ground,  but 
he  managed  to  go  through  several  fortunes,  take 
bankruptcy,  go  to  prison,  experience  voluntary 
exile  (to  spare  his  family  more  suffering  or  loss 
of  substance,  he  said),  and  change  his  image  from 
the  presumably  laudatory  “Lighthorse  Harry”  to 
the  less  appealing  ‘‘that  swindlin’  Harry  Lee.” 

He  was  always  interested  in  development  of 
commerce  with  the  ‘‘far”  west,  and  one  of  his 
dreams  (schemes?)  was  a waterway  connection 
between  the  Atlantic  and  the  Ohio-Mississippi- 
Missouri-Kansas  river  system,  an  idea  that  still 
survived  in  1857  when  some  of  his  fellow  Vir- 
ginians published  ‘‘An  Appeal  for  Speedy  Com- 
pletion of  the  Water  Line  of  Virginia.  ” If  present 
day  Kansans  find  the  map’s  representation  of  the 
Kansas  (better  known  now  as  the  Kaw)  a little 
overdone,  the  1850s  saw  growing  boat  travel  on 
it.  Steamboating  on  the  Missouri  had  been  in- 
creasing, and  inevitably  attempts  to  navigate  the 
Kaw  and  its  tributaries  followed  — abetted  by 
the  establishment  of  Fort  Riley  in  1853.  Ob- 
viously, shallow  draft  boats  were  necessary,  and 
one  — the  Excel  — was  reported  to  draw  only 
two  feet  with  a 100  ton  load.  There  were  good 
times  and  bad,  however. 

The  Excel,  in  1854,  carried  1,000  barrels  of 
flour  to  Fort  Riley  and  another  time  got  as  far  as 
a few  miles  up  the  Smoky  Hill.  The  Einancier 
#2  went  up  the  Republican  to  Clay  Center  once, 
while  on  the  Arkansas  River,  one  boat  got  up  as 
far  as  Oxford.  The  Excel  made  one  trip  from 


Weston,  Missouri  to  Fort  Riley  in  two  days  and 
again  traveled  from  Fort  Riley  to  Kansas  City  in 
24  hours,  making  30  stops  along  the  way. 

But  as  early  as  1831,  one  explorer  — although 
reporting  the  Kaw  as  ‘‘large,  bold,  (and)  navi- 
gable” — warned  that  ‘‘its  fickle  channel  and 
numerous  snags  would  forever  endanger  com- 
merce.” 

As  traffic  grew,  so  did  problems.  In  May,  1855, 
the  Hartford,  heading  up  to  Manhattan,  ran  onto 
a sandbar  where  it  remained  for  a month.  Also 
in  1855,  the  Emma  Harmon,  returning  to  Kansas 
City,  ran  aground  near  Fort  Riley  and  spent  six 
days  there.  About  the  only  solution  was  to  wait 
for  the  river  to  rise,  and  that  was  at  best  prob- 
lematic. In  1857,  ihe,  Li ghtfoot  of  Quindaro,  es- 
pecially built  for  Kaw  travel,  took  a month  for 
a round  trip  between  Kansas  City  and  Lawrence. 
In  1856,  a cholera  epidemic  at  Fort  Riley  caused 
the  Perry,  Lewis  Burns,  and  Ear  West  to  tie  up 
at  Silver  Lake  where  they  all  caught  fire  (perhaps 
intentional  since  there  were  rumors  of  infection 
aboard).  The  Perry  burned  to  the  waterline. 

All  in  all,  the  experiences  were  hardly  en- 
couraging, but  it  was  finally  the  Legislature  that 
gave  the  effort  the  coup  de  grace.  The  railroads, 
with  strong  eastern  backing  and  a potential  more 
easily  recognized,  managed  to  get  complete  free- 
dom to  bridge  or  dam  the  rivers  as  necessary  to 
provide  more  dependable  and  extensive  trans- 
portation throughout  the  state  and  beyond.  A vital 
part  of  Kansas  history  followed,  but  effective 
river  transportation  passed  to  an  interesting  foot- 
note of  that  history.  — D.E.G. 

(Map  from  Baughman’s  Kansas  in  Maps, 
courtesy  of  the  Kansas  State  Historical  Society.) 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkabte 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.  ^ 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  iNDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 
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Impotence  Weakness 
Men  (n  = 66) 


H INDERAL  LA— 160  mg 
I I Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 


Im 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  lA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


or 

NDERIDE  LA 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension, 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one . 


LONG  ACTING  CAPSULES 
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Q|^Qg_Q^j|^Y  LONG  ACTING  CAPSULES 

INDERIDE'  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  In: 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block:  3)  bron- 
chial asthma:  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored.  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  Is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia. Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are:  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  . as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease) , Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged. 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  Impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient.  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY:  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

A//erg/c  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm, 

Hematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions. 

Other.  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn. 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCE: 

1.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol,  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985;145:1321-1323. 
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Ayerst. 


AYERST  LABORATORIES 
New  York,  NY  10017 


Copyright  © 1986  Ayerst  Laboratories 


Cooper  Brothers,  Inc.: 

Experienced  Specialists  In  Medical  Facility  Development 


Cooper  Brothers,  Ino.  offers  physicians  a single  source 
of  responsibility  for  the  design,  financing  and  construction  of 
superior  medical  office  buildings  and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling 
— \A/ithout  the  need  to  divert  attention  from  your  medical 
practice.  But,  you  don't  have  to  take  our  word  for  it.  We'll  gladly 
put  you  in  touch  with  our  past  clients  who  will  confirm  the  integrity 
of  our  company  and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists, 
you'll  have  a firm  price  for  your  new  facility  — a price  we  can 
guarantee  because  of  our  experience  in  completing  many 
successful  medical  facilities.  Our  experience  also  assures  that 
your  building  will  suit  your  working  style,  offer  energy-efficient 
operation  and  low-cost  maintenance,  while  reflecting  the 

unique  structural,  mechanical 
and  design  considerations 
of  highly  specialized 
medical  facilities. 


COOPER 

BROTHERS 


500  Cooper  Center  • 7100  N.  Classen  Boulevard 
Oklahoma  City,  Oklahoma  73116  ■ 405  842-6653 
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Linking 
jrofessionals 
;o  strong 
investment 
portfolios. 


While  you’ve  been  staying  ahead  at  the  office,  how  have  your 
personal  assets  fared?  Has  their  strength  held  against  economic  fluctuations 
and  changing  indexes? 

To  protect  what  you’ve  made,  turn  to  United  Missouri’s  Investment 
Banking  Division  with  over  55  years  of  experience.  Our  specialists  can  advise 
you  on  bond  investments  with  good  returns  and  stable  quality.  Growth 
from  solid  securities  that  withstand  our  tough  scrutiny  and  meet  our  high 
standards.  Such  as  top  quality  tax-exempt  municipal  bonds  with  short-  or 
long-term  maturities  and  a high  degree  of  marketability. 

Learn  how  United  Missouri  Bank  can  be  your  link  to  a strong  portfolio, 
now  and  later.  Call  (8l6)  556-7200. 


lb 

UNITED  MISSOURI  BANKS 

Members  FDIC 


P.O.  Box  226,  Kansas  City,  Missouri  64l4l,  (8I6)  556-7200 


For  Original  Work  in  the  Specialty 

..GO  TO  THE  SOURCE 

THE JOURNALOF FAMILY PRACTICE»John  R Geyman,  MD,  Editor 


• Reaches  over  74,000  physicians 
monthly 

• More  citations  in  Index  Medicus  for 
family  practice  than  any  other  journal 

• Ranked  first  as  the  most  prestigious 
medical  journal  among  family 
physician  educators 

• Peer  reviewed  by  experts  in  family 
medicine 


The  Journal  Division 
Appleton-Century-Crofts 
25  Van  Zant  St. 

E.  Norwalk,  CT  06855 
(203)  838-4400 


the 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 

f at  t J cri  ;v  r:  e pfcy c V &{ 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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The  fully  automated 

SMI  III  Spirometer  com- 
bines the  reliability  and 
accuracy  of  the  most 
widely  used,  clinically  proven 
volumetric  spirometer  with  the 
speed  and  operating  ease  of 
microprocessor  electronics  to 
make  complete  pulmonary  func- 
tion screening  truly  affordable 
in  any  application. 

• Automatically  selected, 

calculated  and  interpreted  test 
results  available  immediately  on 

printout  tape. 

• Pre  and  post  bronchodialation  comparisons. 

• Full  10-liter  (BTPS)  capacity  and  12-second 
recording  on  convenient,  durable,  S'/z"  x 11" 
charts  meet  all  current  standards,  including 
ATS,  NIOSH  and  Social  Security  Disability. 

The  unique  price/performance  advantages  of  the 
Spirometries  SMI  III  make  it  the  unchallenged 
choice  for  pulmonary  function  testing  in  every 
area  of  application — private  practice,  clinical, 
industrial  and  hospital.  It  has  the  speed  to  satisfy 
high-volume  requirements,  the  accuracy  to  replace 
or  supplement  more  complex  equipment,  the  easy 
transportability  to  go  wherever  it’s  needed,  and 
the  lease/purchase  economics  to  assure  quick 
payback  even  on  moderate  fee  and  reimbursement 
schedules. 


SPIROMETRICS  , INC  SMI  III  Model  2453 

Extended  Performance  Spirometer 


Full,  24-month  warranty  Manufactured  in  U.S.A. 


Munns  Medical  Supply  Co. 
501  Gage  Blvd. 

P.O.  Box  399 
Topeka,  Kansas  66601 

AC  913  272-2300 


KANSAS 

1-800-432-2477 


NEED  A SPEAKER?  . . . 

for  your  next  hospital  staff,  county  society  or 

other  meeting? 

Contact  the  KMS  Committee  on  Impaired 

Physicians 

(913)  235-2383 
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i^john 


A Century 
of  Caring 

18861986 


i>:'1986  The  Upjohn  Company 


J-6138  January  1986  ('{: 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


□ I5TA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


500-mg  Pulvules 


250-mg  Pulvules 


Oral 

Suspension 
250  mg/5  ml 


Oral 

Suspension 
125  mg/5  ml 


SPECIAL  FEATURE 


The  New  Malpractice  Act:  Peer  Review 

JAMES  P.  BUCHELE,  J.D.,*  Topeka 


The  medical  malpractice  liability  legislation  passed 
this  year  has  generated  considerable  attention  from 
interest  groups  and  the  media  because  of  the  notable 
changes  in  tort  and  insurance  laws.  This  legislation 
also  made  substantial  changes  in  laws  that  regulate 
health  care  providers.  Although  the  latter  changes 
have  received  little  attention  from  the  media,  they 
are  nevertheless  momentous  to  Kansas  physicians. 

These  changes  were  incorporated  into  House  Bill 
2661,  the  Medical  Malpractice  Bill,  effective  July 
1,  1986.  They  fall  into  three  general  categories:  (1) 
the  affirmative  duty  of  physicians  (and  others)  to 
report;  (2)  expanded  grounds  for  disciplinary  action 
and  broader  definitions  of  incompetency  and  un- 
professional conduct;  and  (3)  increased  authority, 
power,  and  responsibility  of  the  Healing  Arts  Board. 

Duty  to  Report 

The  law  imposes  an  affirmative  duty  upon  vir- 
tually every  licensed  person  or  institution  involved 
in  the  delivery  of  health  care  in  Kansas  to  report  all 
“reportable  incidents”  of  substandard  practices. 
Specifically,  a reportable  incident  is  an  act  that  a 
health  care  provider  may  have  committed  which  is 
or  may  be  below  the  applicable  standard  of  care  or 
may  constitute  grounds  for  disciplinary  action.  An 
intentional  failure  to  report  a reportable  incident  is 
grounds  for  disciplinary  action  against  a physician 
i by  the  Healing  Arts  Board.  A willful  and  knowing 
failure  to  report  is  a class  C misdemeanor. 

Without  question,  the  legislative  intent  of  these 
provisions  is  to  obligate  licensed  health  care  pro- 
viders to  report  their  knowledge  of  incidents  that 
could  be  actionable  as  malpractice  or  could  serve 
jl  as  a basis  for  action  by  the  licensing  authority.  The 
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I *Mr.  Buchele  is  a District  Judge.  He  served  as  Chairman  of 
i‘  the  Peer  Review  Subeommittee  on  the  Insurance  Commission- 
er’s Citizens’  Committee  on  Medical  Malpractice.  He  is  a for- 
mer state  legislator  and  United  States  attorney. 


duty  to  report  is  imposed  by  law  on  the  individual 
physician  separately  from  the  work  of  existing  peer 
review  or  medical  society  committees.  Also,  the 
new  mandatory  reporting  law  requires  that  hospitals 
and  insurance  companies  that  write  medical  mal- 
practice insurance  report  incidents  to  the  appropriate 
licensing  agency. 

There  are  numerous  questions  that  will  be  raised 
in  connection  with  the  physician’s  duty  to  report. 
A reportable  incident  is  described  in  terms  generally 
familiar  to  physicians,  e.g.  “below  the  applicable 
standard  of  care”  and  “grounds  for  disciplinary 
action.”  The  most  difficult  determination  is  the  de- 
gree of  knowledge  or  certainty  necessary  before  a 
report  is  obligatory.  It  is  use  of  the  terms  “knowl- 
edge” and  “may  be”  that  invokes  evaluation,  and 
there  are  no  existing  guidelines  to  assist  the  phy- 
sician in  determining  when  the  duty  arises. 

An  anticipated  dilemma  is  at  what  point  between 
assumption  and  personal  knowledge  the  duty  to  re- 
port arises.  Actual  or  personal  knowledge  are  self 
explanatory  terms  universally  defined  in  the  law.  If 
the  legislature  intended  that  the  duty  to  report  apply 
only  to  incidents  observed  or  actually  known  to  the 
physician,  it  would  have  so  specified.  The  act  con- 
templates that  reports  should  be  made  based  on  cir- 
cumstantial knowledge. 

It  is  the  author’s  opinion  that  if  the  knowledge 
imparts  a degree  of  certainty  that  would  cause  a 
prudent  person  with  responsibility  for  the  conduct 
of  the  accused  practitioner  to  take  action,  including 
further  investigation,  there  is  a duty  to  report.  Use 
of  the  term  “may  be”  in  the  statute  also  indicates 
that  certainty  is  not  expected  when  considering 
whether  to  report.  A common  misconception  is  that 
knowledge  based  upon  statements  of  others  is  not 
relevant  because  it  is  hearsay.  This  is  based  upon 
the  general  rule  that  hearsay  testimony  is  generally 
excluded  in  trials;  however,  a lesser  recognized  fact 
is  that  more  than  60  exceptions  to  the  hearsay  rule 


Kansa.s  Medicine  • September  DSb  • 233 


have  been  noted.  An  allegation  based  upon  reliable 
hearsy  which  appears  reasonable  under  the  circum- 
stances gives  rise  to  sufficient  knowledge  to  invoke 
the  duty  to  report. 

There  is  a relevant  analogy  in  the  area  of  criminal 
law  where  the  state  is  required  to  establish  by  prima 
facie  (true  or  self-evident)  evidence  that  a crime 
was  committed  to  bring  the  accused  to  trial.  To 
establish  a prima  facie  case,  the  amount  of  evidence 
is  sufficient  if  a reasonable  conclusion  can  be  drawn 
that  the  allegation  is  probably  true  unless  disproved 
by  some  evidence  to  the  contrary.  At  this  stage  of 
the  proceeding,  courts  have  held  that  the  Consti- 
tution does  not  prohibit  use  of  hearsay  to  support 
the  allegation.  No  greater  certainty  of  the  validity 
of  the  information  should  be  necessary  for  reporting 
of  possible  malpractice  or  disciplinary  infractions 
than  is  required  to  bring  a person  to  trial  for  a crime. 

The  purpose  of  requiring  the  reports  is  to  enable 
the  appropriate  body  to  conduct  an  investigation. 
The  person  with  knowledge  of  a reportable  incident 
should  keep  in  mind  that  s/he  is  not  charged  with 
the  responsibility  to  pass  on  or  decide  the  merits  of 
the  matter,  but  only  whether  there  “may  be”  grounds 
for  action. 

To  determine  to  whom  a report  should  be  made, 
several  alternatives  should  be  considered.  Incidents 
that  occur  within  medical  facilities  may  be  made  to 
the  chief  of  medical  staff,  chief  administrative  of- 
ficer, or  risk  manager  of  the  facility.  Incidents  that 
occur  outside  of  medical  facilities  may  be  reported 
to  the  state  or  county  medical  society  or  organiza- 
tion. The  act  provides  that  if  a report  is  made  di- 
rectly to  the  state  agency  that  licenses  the  health 
care  provider  involved,  it  will  determine  whether 
or  not  to  investigate  the  incident  itself  or  refer  it  to 
the  appropriate  hospital  or  medical  organization.  In 
the  case  of  physicians,  the  Healing  Arts  Board  is 
the  appropriate  state  agency  for  reporting;  for  hos- 
pitals, the  Department  of  Health  and  Environment 
is  the  appropriate  state  agency  for  reporting. 

There  are  provisions  in  the  law  designed  to  pro- 
vide confidentiality  for  the  reporter  and  investiga- 
tors. Specifically,  the  confidentiality  presently 
granted  to  the  peer  review  process  is  continued,  and 
no  reports  or  records  of  the  investigation  can  be 
used  in  civil  litigation.  Those  who  serve  on  the 
investigating  committee  cannot  be  compelled  to  tes- 
tify except  in  disciplinary  proceedings.  Further,  those 
who  make  or  investigate  reports  are  granted  civil 
immunity  except  when  it  can  be  shown  that  a know- 
ingly false  report  was  made.  Employees  cannot  be 
discharged  or  discriminated  against  for  making  a 


report;  if  such  action  is  proven,  the  employer  can 
be  held  liable  for  damages,  penalties,  and  attorney 
fees.  Also,  the  statute  states  that  failure  to  report 
cannot  serve  as  a basis  for  a civil  action. 

It  is  reasonable  to  anticipate  that  the  information 
in  many  cases  will  come  from  patients.  There  is  no 
physician-patient  privilege  connected  to  informa- 
tion of  reportable  incidents  as  the  law  does  not  ex- 
tend the  privilege  when  the  physician  or  patient  is 
required  by  law  to  report  it  to  a public  office  [K.S.  A. 
60-427(e)].  Section  39(d)  of  the  act  provides  that 
there  is  no  physician-patient  privilege  relative  to 
matters  being  investigated  by  the  Healing  Arts  Board. 
Also,  the  act  provides  that  any  person  who  reports 
or  investigates  a health  care  provider  shall  not  be 
liable  in  civil  actions  for  actions  taken  in  good  faith. 
This  would  further  protect  the  reporter  from  any 
claim  from  a patient  based  on  breach  of  privilege. 

In  order  to  encourage  aggressive  peer  review  at 
the  hospital  level,  the  legislature  has  declared  that 
members  of  investigative  committees  are  state  of- 
ficials in  the  exercise  of  a discretionary  function  and 
are  extended  all  state  immunity  from  federal  and 
state  anti-trust  laws.  The  legislative  intent  under- 
lying this  provision  is  to  grant  maximum  state  pro- 
tection from  anti-trust  suits  in  federal  court  to  those 
who  serve  on  these  committees.  This  provision  has 
not  yet  been  tested  in  the  courts  and  therefore  no 
statement  as  to  its  effectiveness  is  possible. 

Grounds  for  Disciplinary  Action 

The  authority  of  the  Healing  Arts  Board  has  been 
expanded  by  modification  of  the  grounds  for  dis- 
ciplinary action  and  definition  of  professional  in- 
competence and  unprofessional  conduct.  As  a result 
of  these  changes  and  others,  the  role  of  the  Healing 
Arts  Board  can  be  expected  to  become  more  sig-  ; 
nificant  in  the  area  of  peer  review.  j 

Since  a reportable  incident  includes  grounds  for  I 
disciplinary  action,  professional  incompetence  and  | 
unprofessional  conduct,  a review  of  the  new  defi-  i 
nitions  of  these  terms  is  in  order.  Many  of  the  13  j 
new  grounds  for  disciplinary  action  are  clarifications  i 
of  the  board’s  authority  over  basic  competence  and  I 
minimum  standards  of  practice.  The  new  grounds  i 
relevant  to  peer  review  for  disciplinary  action  under  : 
K.S. A.  65-2836  are  contained  in  the  following  sub-  ■ 
sections: 

(t)  The  licensee  has  failed  to  furnish  the  board  i 

or  its  investigators  or  representatives,  any  infor- 1 
mation  legally  requested  by  the  board.  | 

(u)  Sanctions  or  disciplinary  actions  have  been : 
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taken  against  the  licensee  by  a peer  review  com- 
mittee, health  care  facility  or  a professional  as- 
sociation or  society  for  acts  or  conduct  similar  to 
acts  or  conduct  which  would  constitute  grounds 
for  disciplinary  action  under  this  section. 

(v)  The  licensee  has  failed  to  report  to  the  board 
any  adverse  action  taken  against  the  licensee  by 
another  state  or  licensing  jurisdiction,  a peer  re- 
view body,  a health  care  facility,  a professional 
association  or  society,  a governmental  agency, 
by  a law  enforcement  agency  or  a court  for  acts 
or  conduct  similar  to  acts  or  conduct  which  would 
constitute  grounds  for  disciplinary  action  under 
this  section. 

(w)  The  licensee  has  surrendered  a license  or 
authorization  to  practice  the  healing  arts  in  an- 
other state  or  jurisdiction  or  has  surrendered  the 
licensee’s  membership  on  any  professional  staff 
or  in  any  professional  association  or  society  while 
under  investigation  for  acts  or  conduct  similar  to 
acts  or  conduct  which  would  constitute  grounds 
for  disciplinary  action  under  this  section. 

(x)  The  licensee  has  failed  to  report  to  the  board 
surrender  of  the  licensee’s  license  or  authoriza- 
tion to  practice  the  healing  arts  in  another  state 
or  jurisdiction  or  surrender  of  the  licensee’s  mem- 
bership on  any  professional  staff  or  in  any  profes- 
sional association  or  society  while  under  inves- 
tigation for  acts  or  conduct  similar  to  acts  or 
conduct  which  would  constitute  grounds  for  dis- 
ciplinary action  under  this  section. 

(y)  The  licensee  has  an  adverse  judgment,  award 
or  settlement  against  the  licensee  resulting  from 
a medical  liability  claim  related  to  acts  or  conduct 
similar  to  acts  or  conduct  which  would  constitute 
grounds  for  disciplinary  action  under  this  section. 

(z)  The  licensee  has  failed  to  report  to  the  board 
any  adverse  judgment,  settlement  or  award  against 
the  licensee  resulting  from  a medical  malpractice 
liability  claim  related  to  acts  or  conduct  similar 
to  acts  or  conduct  which  would  constitute  grounds 
for  disciplinary  action  under  this  section. 

(aa)  The  licensee  has  failed  to  maintain  a policy 
of  professional  liability  insurance  as  required  by 
section  21  or  by  K.S.A.  40-3402  and  amend- 
ments thereto. 

(bb)  The  licensee  has  failed  to  pay  the  annual 
premium  surcharge  as  required  by  K.S.A.  40- 
3404  and  amendments  thereto. 

Professional  competency  has  been  redefined.  The 
new  definition  is  as  follows: 

(a)  “Professional  incompetency’’  means: 


(1)  One  or  more  instances  involving  failure  to 
adhere  to  the  applicable  standard  of  care  to  a 
degree  which  constitutes  gross  negligence,  or,  as 
determined  by  the  board. 

(2)  Repeated  instances  involving  failure  to  ad- 
here to  the  applicable  standard  of  care  to  a degree 
which  constitutes  ordinary  negligence,  as  deter- 
mined by  the  board. 

(3)  A pattern  of  practice  or  other  behavior  which 
demonstrates  a manifest  incapacity  or  incompe- 
tence to  practice  medicine. 

There  are  16  new  definitions  of  unprofessional 
conduct  added  to  K.S.A.  65-2837.  Since  unprofes- 
sional conduct  is  grounds  for  disciplinary  action, 
these  items  constitute  reportable  incidents.  The  new 
subsections  are  as  follows: 

(12)  Conduct  likely  to  deceive,  defraud  or  harm 
the  public. 

(13)  Making  a false  or  misleading  statement  re- 
garding the  licensee’s  skill  or  the  efficacy  or  value 
of  the  drug,  treatment  or  remedy  prescribed  by 
the  licensee  or  at  the  licensee’s  direction  in  the 
treatment  of  any  disease  or  other  condition  of  the 
body  or  mind. 

(14)  Aiding  or  abetting  the  practice  of  the  heal- 
ing arts  by  an  unlicensed,  incompetent  or  im- 
paired person. 

(15)  Allowing  another  person  or  organization 
to  use  the  licensee’s  license  to  practice  medicine. 

(16)  Commission  of  any  act  of  sexual  abuse, 
misconduct  or  exploitation  related  to  the  licen- 
see’s practice  of  medicine. 

(17)  The  use  of  any  false,  fraudulent  or  decep- 
tive statement  in  any  document  connected  with 
the  practice  of  the  healing  arts. 

(18)  Obtaining  any  fee  by  fraud,  deceit  or  mis- 
representation. 

(19)  Directly  or  indirectly  giving  or  receiving 
any  fee,  commission,  rebate  or  other  compen- 
sation for  professional  services  not  actually  and 
personally  rendered,  other  than  through  the  legal 
functioning  of  lawful  professional  partnerships, 
corporations  or  associations. 

(20)  Failure  to  transfer  medical  records  to  an- 
other physician  when  requested  to  do  so  by  the 
subject  patient  or  by  such  patient’s  legally  des- 
ignated representative. 

(21)  Performing  unnecessary  tests,  examina- 
tions or  services  which  have  no  legitimate  med- 
ical purpose. 

(22)  Charging  an  excessive  fee  for  services  ren- 
dered. 
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(23)  Prescribing,  dispensing,  administering, 
distributing  a prescription  drug  or  substance,  in- 
cluding a controlled  substance,  in  an  excessive, 
improper  or  inappropriate  manner  or  quantity  or 
not  in  the  course  of  the  licensee’s  professional 
practice. 

(24)  Repeated  failure  to  practice  healing  arts 
with  that  level  of  care,  skill  and  treatment  which 
is  recognized  by  a reasonably  prudent  similar 
practitioner  as  being  acceptable  under  similar 
conditions  and  circumstances. 

(25)  Failure  to  keep  written  medical  records  jus- 
tifying the  course  of  treatment  of  the  patient,  in- 
cluding but  not  limited  to  patient  histories,  ex- 
amination results,  and  test  results. 

(26)  Delegating  professional  responsibilities  to 
a person  when  the  licensee  knows  or  has  reason 
to  know  that  such  person  is  not  qualified  by  train- 
ing, experience  or  licensure  to  perform  them. 

(27)  Using  experimental  forms  of  therapy  with- 
out proper  informed  patient  consent,  without  con- 
forming to  generally  accepted  criteria  or  standard 
protocols,  without  keeping  detailed  legible  rec- 
ords or  without  having  periodic  analysis  of  the 
study  and  results  reviewed  by  a committee  or 
peers. 

The  issue  of  the  impaired  physician  is  addressed 
legislatively  for  the  first  time.  The  act  provides  that 
the  Healing  Arts  Board  may  formally  recognize  im- 
paired provider  committees  to  work  with  providers 
in  need.  The  concept  is  for  development  of  an  agree- 
ment between  the  committee  and  the  provider  rel- 
ative to  treatment  and  practice  without  the  formality 
of  official  disciplinary  proceedings. 

Expanded  Role  of  the  Healing  Arts  Board 

The  foregoing  amendments  which  increase  the 
authority  of  the  Healing  Arts  Board  are  accom- 
panied by  other  changes  which  further  demonstrate 
a legislative  intent  that  the  board  become  a proactive 
force  in  peer  review.  The  legislature  increased  the 
number  of  investigators  from  one  to  three,  and  sig- 
nificantly expanded  its  administrative  budget. 

The  board  will  become  the  ultimate  focal  point 


of  all  reports  made  to  hospital  peer  review  com- 
mittees or  medical  society  committees  as  they  must 
forward  the  reports  they  have  received  every  three 
months  in  addition  to  reporting  all  actions  — whether 
adverse  or  voluntary  — that  affect  a physician’s 
privileges  or  scope  of  practice.  Insurance  carriers 
are  required  to  notify  the  board  of  all  claims  and 
judgments  against  physicians. 

The  legislature  eliminated  any  doubt  about  the 
board’s  right  to  the  records  or  testimony  of  persons 
relative  to  medical  competence,  unprofessional  con- 
duct, or  mental  or  physical  ability  to  safely  practice 
by  granting  the  board  broad  subpoena  power  en- 
forceable through  the  District  Court.  By  use  of  this 
power,  the  board  could  effectively  transfer  any  in- 
vestigation being  conducted  by  a hospital  or  medical 
organization  committee  to  itself. 

The  authority  of  the  board  to  make  public  or 
private  censures  was  clarified  along  with  the  au- 
thority to  place  restrictions  on  a licensee.  Formerly, 
the  board’s  power  was  limited  to  revocation  or  sus- 
pension, and  any  less  severe  sanction  was  negoti- 
ated. The  board  may  levy  civil  fines  of  up  to  $15,000 
for  a third  violation  of  the  Healing  Arts  Act. 

The  board,  through  the  use  of  its  expanded  in- 
vestigative staff,  will  be  expected  to  be  more  in- 
volved in  investigating  reports.  Through  the  use  of 
hearing  examiners,  the  board  can  hold  more  hear- 
ings than  when  the  case  is  tried  before  the  board  or 
a panel  of  the  board.  Under  this  procedure,  the  board 
can  review  and  pass  on  the  findings  and  conclusions 
of  the  hearing  examiner.  All  of  these  measures  point 
toward  development  of  a stronger  professional  staff 
for  the  board. 

Conclusion  j 

These  amendments  will  prompt  many  questions 
and  debates  among  health  care  providers.  They  can 
be  viewed  as  both  a step  toward  or  away  from  self 
regulation.  Many  question  their  necessity  or  effec- 
tiveness. So  long  as  the  debate  continues  over  mal- 
practice liability,  it  can  be  expected  that  the  issues  j 
of  licensure,  discipline,  and  peer  review  will  also 
remain  a focus  of  legislative  scrutiny.  i 
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CONSTITUTION 

and 

BY-LAWS 

Kansas  Medical  Society 

May  1986 

ACT  OF  INCORPORATION 
An  Act  to  Incorporate  the  Kansas  Medical  Society 


Be  it  enacted  by  the  Governor  and  Legislative 
Assembly  of  the  Territory  of  Kansas: 

Section  1 

Amory  Hunting,  S.  B.  Prentiss,  J.  P.  Root,  A. 
Fuller,  C.  F.  Kobb,  J.  W.  Robinson,  J.  B.  Wheeler, 
L.  C.  Tolies,  S.  C.  Harrington,  A.  Danford,  C.  E. 
Minor,  J.  B.  Woodward,  W.  Madison,  J.  H.  Phelps, 
O.  Brown,  Charles  Robinson,  M.  F.  Holladay,  H.  J. 
Canniff,  A.  J.  Ritchie,  M.  Baily,  J.  M.  Pelot,  H.  H. 
Beals,  J.  G.  Blunt,  T.  Linsey,  G.  W.  Beaumont, 
J.  Leigh,  A.  Newman,  H.  Harttmann,  Wm.  Gra- 
ham, and  their  associates  and  successors,  who  shall 
be  elected  to  membership  as  hereinafter  provided, 
are  hereby  constituted  a body  corporate  and  politic 
by  the  name  of  the  Kansas  Medical  Society,  and 
shall  have  perpetual  succession  forever.  Said  So- 
ciety may  have  a common  seal,  and  change  or  alter 
the  same  at  pleasure. 

Section  2 

That  members  of  said  Society,  in  their  corporate 
capacity,  may  elect  such  officers  as  they  shall  judge 
necessary  for  its  government  and  the  management 
of  its  affairs,  determine  the  name,  power,  duty  and 
term  of  office  of  each,  also  the  time  and  manner  of 
said  elections. 


Section  3 

Said  Society,  by  and  in  their  corporate  name,  may 
have  all  the  rights,  privileges,  and  powers  of  a nat- 
ural person  in  law  and  equity. 

Section  4 

Said  Society  may  elect  such  persons  to  member- 
ship as  they  shall  Judge  proper,  and  shall  have  power 
to  expel,  suspend,  or  disfranchise  the  same,  as 
members,  from  all  the  rights  and  privileges  of  the 
Society;  but  such  expulsion,  suspension,  or  dis- 
franchisement shall  be  by  a vote  of  two-thirds  of 
all  the  members  present  at  a regular  meeting  of  said 
Society,  of  which  due  notice  shall  have  been  given. 

Section  5 

Said  Society  shall  have  full  power  to  make  and 
enforce  by-laws,  and  impose  and  collect  at  law  any 
reasonable  fines,  not  exceeding  fifty  dollars,  as  may 
be  provided  in  said  by-laws,  for  any  and  every  vi- 
olation or  infraction  thereof. 

Section  6 

Said  Society  shall  issue  certificates  of  member-  ' 
ship  to  all  its  members,  under  such  regulations  as 
its  by-laws  may  prescribe,  and  may  also  grant  li- 
censes to  all  respectable  physicians,  non-graduates,  i 


238  • Kansas  Medicine  • September  1986 


who  shall,  on  examination,  be  found  qualified  for 
the  practice  of  medicine  and  surgery,  or  either,  to 
practice  those  branches  for  which  they  are  found 
qualified. 

Section  7 


Section  8 

A meeting  of  the  corporators,  or  a part  thereof, 
shall  be  held  in  Lawrence,  on  February  10,  A.D., 
1859,  for  the  purpose  of  electing  the  first  officers 
and  completing  the  organization. 


Any  three  members  of  said  Society  may  organize 
county  or  auxiliary  societies  in  any  county  of  this 
Territory;  and  said  auxiliary  society,  when  so  or- 
ganized, shall  have  all  the  powers  and  privileges, 
in  the  corporate  name  which  they  may  adopt,  that 
are  conferred,  by  this  act  upon  the  Kansas  Medical 
Society;  and  the  officers  of  said  auxiliary  societies 
shall  be  honorary  members  of  the  Kansas  Medical 
Society. 


Section  9 

This  act  to  take  effect 
after  its  passage. 

C.  W.  Babcock 
President  of  the  Council 
Approved  February  10, 
1859 


and  be  in  force  from  and 

A.  Larzelere 
Speaker  of  the 
House  of 
Representatives 
S.  Med  ARY,  Governor 


CHARTER  DECLARED  VALID 
1881 

In  1880  a lawsuit  reached  the  Supreme  Court  of 
Kansas  contending  in  part: 

“1.  That  the  charter  of  the  Society  has  expired 
by  statutory  limitation; 

“2.  That  the  power  of  the  territorial  legislature, 
being  permissive  and  temporary  only,  could  confer 
no  invested  right,  by  contract  or  otherwise,  which 
would  bind  the  state  against  its  consent; 

“3.  That  the  charter  of  the  Society  was  granted 
by  a territorial  act,  not  accepted  or  preserved  by  the 
state;  and 

“4.  That  the  legislature  did  not  and  has  not  the 
power  under  the  constitution  to  recognize  or  validate 
the  existence  of  the  Society,  nor  to  grant  it  additional 
powers  by  the  act  of  1879.  ...” 

In  the  January  term,  1881 , in  the  case,  STATE 
1 OF  KANSAS  ex  rel.  v.  D.  W.  Stormont  and  others, 

I the  Supreme  Court  of  the  State  of  Kansas,  with  all 
! justices  concurring,  said  in  part: 

‘‘The  Society  was  incorporated,  by  a special  act 
I of  the  territorial  legislature,  on  the  10th  day  of  Feb- 
I ruary  1859.  . . N It  is,  ‘‘.  . . hereby  constituted  a 
I body  corporate  and  politic,  by  the  name  of  the  ‘Kan- 


sas Medical  Society,’  and  shall  have  perpetual 
succession  forever.  It  is  conceded  that  the  legisla- 
ture of  the  territory  had  the  power  to  incorporate 
the  Society  by  a special  act.  Having  the  power  to 
create  the  corporation,  it  had  the  further  power  to 
endow  it  with  all  the  attributes  of  a corporation,  not 
inconsistent  with  the  provisions  of  the  Constitution 
of  the  United  States,  and  the  act  organizing  the 
territory  of  Kansas,  approved  May  30,  1854.  . . . 
Therefore,  within  this  definition,  immortality  is  a 
legitimate  attribute  to  be  conferred  on  a corporation. 
. . . When  not  limited  or  forbidden  by  constitutional 
or  organic  law,  the  right  to  confer  perpetual  succes- 
sion by  legislative  authority,  so  far  at  least  as  human 
agency  can  confer  such  an  attribute,  cannot  be  log- 
ically questioned.  . . . This  much  is  clear;  The 
charter  did  not  expire  by  the  law  of  1855. 

‘‘Our  conclusions  upon  the  foregoing  matters  are 
that  the  Kansas  Medical  Society  was  lawfully  char- 
tered by  the  territorial  legislature;  that  it  was  legally 
endowed  with  perpetual  succession  forever;  that  the 
constitution  did  not  suspend  or  repeal  its  charter; 
that,  if  the  state  legislature  has  the  power  to  suspend 
or  repeal  the  charter  (which  we  do  not  decide)  it 
has  never  exercised,  or  attempted  to  exercise,  the 
power;  and  that  the  Society  is  a lawfully  existing 
corporation.” 
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CONSTITUTION 


ARTICLE  I — Title  and  Definition 

The  name  of  this  organization  is  THE  KANSAS 
MEDICAL  SOCIETY.  The  SOCIETY  is  comprised 
of  the  Component  Societies  chartered  by  this  or- 
ganization. 

ARTICLE  II  — Objects 

The  object  of  this  SOCIETY  is  to  unite  the  medical 
profession  of  the  State  of  Kansas  in  promoting  the 
science  and  art  of  medicine  and  protecting  the  health 
of  the  citizens  of  this  State. 

ARTICLE  III  — Component  Societies 

County  or  multi-county  societies  holding  a charter 
from  this  organization  are  known  as  Component 
Societies. 

ARTICLE  IV  — Members 

The  KANSAS  MEDICAL  SOCIETY  is  composed 
of  members  of  the  Component  Societies  and  others 
as  provided  in  the  By-Laws. 

ARTICLE  V — House  of  Delegates 

The  House  of  Delegates  is  the  primary  legislative 
and  governing  body  of  this  SOCIETY.  The  mem- 
bers of  the  House  of  Delegates  will  be  elected  by 
the  Component  Societies  as  provided  in  the  By- 
Laws.  This  body  will  transact  the  business  of  the 
SOCIETY  and  will  elect  officers  except  as  other- 
wise provided  in  the  By-Laws. 

ARTICLE  VI  — Officers 

The  officers  of  this  SOCIETY  are  a President,  a 
President  Elect,  a First  Vice  President,  a Second 
Vice  President,  a Secretary,  a Treasurer,  a Speaker 
and  a Vice  Speaker  of  the  House,  Delegates  and 
Alternate  Delegates  to  the  American  Medical  As- 
sociation. The  terms  of  office,  qualifications,  and 
method  of  election  shall  be  provided  in  the  By- 
Laws. 

ARTICLE  VII  — Council  Districts  and  the 
Council 

The  boundaries  of  the  Council  Districts  shall  be 
specified  in  the  By-Laws.  The  Council  consists  of 
one  Councilor  from  each  Council  District,  the  of- 
ficers of  the  SOCIETY,  and  advisory  members  as 
designated  in  the  By-Laws.  The  Council  may  trans- 
act business  of  the  SOCIETY  between  sessions  of 
the  House  of  Delegates  subject  to  the  approval  of 
that  body  and  as  prescribed  in  the  By-Laws. 


ARTICLE  VIII  — Meetings 

The  SOCIETY  will  hold  an  annual  meeting  for  the 
presentation  and  discussion  of  subjects  pertaining 
to  the  science  and  art  of  medicine.  The  House  of 
Delegates  shall  convene  at  the  annual  meeting  and 
at  other  times  as  necessary  for  the  transaction  of  the 
business  of  the  SOCIETY.  The  place  of  the  annual 
meeting  shall  be  approved  by  the  House  of  Dele- 
gates, following  a recommendation  of  the  Council. 

ARTICLE  IX  — Funds,  Dues,  Assessments 

Funds  for  the  functioning  of  this  SOCIETY  shall 
be  raised  by  an  equal  annual  dues  or  by  assessment 
of  the  Members  who  are  subject  to  these  charges 
as  provided  in  the  By-Laws.  The  amount  of  dues 
and  assessments  shall  be  determined  by  the  Council 
and  approved  by  the  House  of  Delegates. 

ARTICLE  X — Seal 

The  following  insignia  shall  be  the  official  seal  of 
this  SOCIETY: 


The  official  seal  shall  at  all  times  remain  in  the 
custody  of  the  Secretary. 

Amendments  to  Constitution 

ARTICLE  XI  — Amendments 

Amendments  to  this  Constitution  require  an  affirm- 
ative vote  of  two-thirds  of  the  Delegates  present 
provided  the  question  has  been  introduced  at  the 
previous  annual  session,  or  upon  recommendation 
by  the  Council  and  published  twice  in  The  Journal 
of  the  Kansas  Medical  Society,  or  submitted  by  the 
Council  to  each  Component  Society  at  least  two  (2) 
months  in  advance  of  the  meeting. 
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BY-LAWS 


1.0  MEMBERSHIP 

1.1  Each  component  society  shall  judge  the  qual- 
ifications and  classify  its  own  members.  When  names 
are  submitted  on  a properly  prepared  roster  to  the 
state  office  along  with  payment  of  the  full  annual 
assessment  to  the  Kansas  Medical  Society,  if  re- 
quired by  their  classification,  the  listed  physicians 
shall  become  members  of  the  Kansas  Medical  So- 
ciety, and  they  shall  remain  so  as  long  as  they  are 
members  in  good  standing  in  their  component  so- 
cieties and  the  dues  to  the  Kansas  Medical  Society 
remain  paid,  provided  that 

1.11  Every  active  member  of  the  Society  shall 
fulfill  the  requirements  of  postgraduate  medical  ed- 
ucation set  forth  by  the  Commission  for  Education 
of  the  Kansas  Medical  Society. 

1.111  Out  of  State  members  shall  be  exempt  from 
the  continuing  medical  education  requirement. 

1.2  Before  a charter  is  issued  to  any  component 
society,  ample  and  full  opportunity  to  become  a 
member  shall  be  given  to  every  physician  residing 
or  practicing  in  the  area  encompassed  by  that  so- 
ciety. 

1.3  Every  qualified  physician  shall  be  privileged 
to  apply  for  membership  in  an  established  compo- 
nent society  encompassing  his/her  area  of  practice. 

1.4  When  a member’s  practice  is  interrupted  by 
an  authorized  absence,  his  dues  will  not  be  refunded 
except  upon  recommendation  by  the  component  so- 
ciety to  which  he  belongs. 

1.5  Members  may  attend  an  annual  session  after 
first  registering  and  being  verified. 

1.6  Classification  of  members 

1.61  Members  with  the  right  to  vote  and  hold 
office: 

1.611  Members  who  pay  full  dues.  Members  of 
a component  society  who  hold  a degree  of  Doctor 
of  Medicine,  Doctor  of  Osteopathy,  or  their  equiv- 
alent, and  are  fully  licensed  to  practice  medicine 
and  surgery  by  the  Kansas  State  Board  of  Healing 
Arts. 

1.6111  Active  Members  (1st  year)  — Physicians 
in  their  first  year  of  full  time  medical  practice  after 
completing  their  residency  requirements.  They  shall 
pay  50%  of  regular  dues  and  assessments  the  first 
full  dues  year. 

1.612  Dues-Exempt  Members:  Component  so- 
cieties may  designate  members  to  be  excused  from 
paying  dues  in  these  categories: 


1.6121  Personal  Exemption:  Members  for  whom 
extended  illness  or  financial  limitations  create  gen- 
uine difficulty  in  paying  the  dues. 

1.6122  Retirement:  Members  who  have  retired 
from  active  practice.  Members  in  this  category  may 
hold  an  inactive  license  to  practice  medicine  and 
surgery. 

1.6123  Service:  Members  temporarily  serving 
with  the  armed  forces  except  as  provided  in  1.7. 

1.6124  Emeritus:  Members  over  seventy  (70) 
years  of  age,  with  dues-paying  status  for  ten  (10) 
years  or  more  may  apply  for  this  category,  or  elect 
to  retain  active  membership. 

1.6125  Probationary  Members:  Upon  certifica- 
tion by  the  secretary  of  a component  society  that  a 
member  has  been  accepted  on  a probationary  basis, 
the  Kansas  Medical  Society  will  place  his  name  on 
the  membership  rolls.  The  probationary  member  will 
receive  the  Journal  and  all  other  correspondence 
forwarded  from  the  state  office.  He  may  serve  on 
committees  and  commissions  but  is  not  eligible  to 
serve  as  a state  or  AM  A delegate,  councilor,  or 
officer.  One-half  regular  dues  will  be  assessed  dur- 
ing this  period.  This  category  of  membership  ter- 
minates when  the  component  society  either  votes 
him  into  active  membership  or  drops  him  from  their 
membership  rolls. 

1.6126  Interns  and  Residents  engaged  in  full- 
time training  shall  be  given  full  privileges  of  mem- 
bership including  the  right  to  vote  and  hold  office 
and  be  assessed  annual  dues  of  ten  dollars  ($10.00). 

1.6127  Medical  Students  shall  be  given  full  priv- 
ileges of  membership  including  the  right  to  vote  and 
hold  office,  and  be  assessed  no  annual  dues. 

1.62  Members  with  full  privileges  except  for  the 
right  to  vote  and  hold  office.  They  apply  for  mem- 
bership through  a component  society  but  are  as- 
sessed less  than  the  full  amount  of  dues: 

1.623  Associate  Members:  Physicians  who  are 
active  members  of  another  state  medical  society  and 
wish  to  affiliate  with  the  Kansas  Medical  Society. 
They  shall  pay  fifty  per  cent  (50%)  of  the  regular 
dues  and  assessments. 

1.63  Honorary  Members:  Persons  outside  the 
membership  of  this  Society  may  be  designated  Hon- 
orary Members  by  a majority  vote  of  the  House  of 
Delegates.  They  pay  no  dues  and  may  not  vote  or 
hold  office: 

1.631  Members  of  the  medical  societies  of  other 
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states  or  of  foreign  medical  societies  recognized  by 
the  American  Medical  Association. 

1.632  Physicians  from  Kansas,  having  graduated 
from  an  accredited  school  of  medicine,  and  who  are 
serving  outside  the  United  States  as  missionaries  or 
in  education  or  philanthropic  work. 

1.633  Non-physicians,  whether  Kansans  or  not, 
who  have  made  an  outstanding  contribution  to  the 
Kansas  Medical  Society  or  to  the  field  of  Medicine 
in  general. 

1.634  Physicians  from  the  membership  of  this 
Society  are  named  for  notable  achievement  in  the 
field  of  medicine  or  extraordinary  service  in  the 
interest  of  this  Society.  They  are  granted  Honorary 
status  by  a vote  of  the  House  of  Delegates  and  pay 
no  dues,  but  if  they  were  previously  voting  mem- 
bers, retain  the  right  to  vote  and  hold  office. 

1.7  Leave  of  Absence:  Leave  of  absence  is 
granted  any  member  for  the  period  specified  by  the 
secretary  of  his  component  society,  in  written  certi- 
fication to  the  secretary  of  this  Society,  excepting 
that  an  absence  shorter  than  six  (6)  months  will  not 
alter  his  previous  status.  A member  on  leave  of 
absence  for  more  than  six  (6)  months  is  exempt 
from  payment  of  dues  in  any  full  six  (6)  months  of 
absence  calculated  from  1 January  and  1 July,  upon 
certification  by  his  component  society. 

1.71  Dues  will  not  be  exacted  from  the  member 
on  leave  at  the  time  they  become  payable.  If  he  is 
absent  for  a full  year  or  more,  the  prepaid  dues  will 
be  applied  to  the  year  of  his  return. 

1.72  A leave  of  absence  exceeding  one  year,  cal- 
culated from  the  first  certification  in  the  annual  re- 
port of  membership,  must  be  recertified  in  each 
subsequent  annual  report,  or  until  notification  of 
reinstatement  (or  discontinued  membership)  is  re- 
ceived from  the  component  society. 

1.8  Dues  Refund:  Refunds  of  one  half  (Vi)  mem- 
bership dues  will  be  considered  on  an  individual 
basis  upon  application  to  the  Executive  Committee 
prior  to  July  1 . 

1.81  One-half  Year  Memberships:  One-half  year 
memberships  will  be  considered  on  an  individual 
basis  upon  application  to  the  Executive  Committee. 

2.0  ASSESSMENTS 

2.1  The  amount  of  the  annual  assessment  for  the 
Kansas  Medical  Society  only  shall  be  determined 
by  the  Council  after  consideration  of  the  annual 
budget  for  the  ensuing  year  and  announced  to  the 
various  component  societies  not  less  than  sixty  (60) 
days  before  the  beginning  of  each  fiscal  year.  Such 


assessments  shall  be  levied  against  and  paid  by  the 
component  societies  in  the  manner  provided  by  this 
Constitution  and  By-Laws,  except  that  any  new 
member  of  this  Society  being  accepted  by  a com- 
ponent society  after  July  1 , shall  be  assessed  one- 
half  the  annual  sum  decided  upon  by  the  Council, 
and  shall  be  accorded  all  the  rights  and  benefits  of 
this  Society,  including  defense,  until  the  succeeding 
January  1. 

2.2  Assessments  shall  include  subscription  to  the 
Journal  of  the  Kansas  Medical  Society  at  a rate 
determined  by  the  Editorial  Board  with  the  approval 
of  the  Council. 

2.3  Special  assessments  may  be  levied  as  needed. 
Request  for  special  assessments  will  be  referred  to 
the  Council  for  study,  whereupon  the  Council  shall 
make  a recommendation  to  the  House  of  Delegates 
for  final  action.  All  special  assessments  are  man- 
datory upon  all  full  dues-paying  members  unless 
otherwise  specified. 

3.0  ANNUAL  AND  SPECIAL  SESSIONS 

3.1  The  Society  shall  hold  an  annual  session  at 
the  time  and  place  determined  by  the  Council  at  the 
preceding  annual  session.  The  date  and  location  of 
the  annual  session  may  be  changed  by  the  President 
subject  to  the  approval  of  the  Council.  Provided: 
that  each  component  society  is  notified  of  the  change 
at  least  five  (5)  weeks  before  the  new  date. 

3.2  Special  meetings  of  the  Society  may  be  called 
by  the  President  upon  approval  of  the  Council. 

4.0  GENERAL  MEETINGS  AND  SECTIONS 

4.1  The  Scientific  Assembly  at  the  annual  ses- 
sions may  be  divided  into  general  meetings  and 
sections  by  the  local  Committee  on  Arrangements 
with  approval  of  the  Committee  on  State  Meeting 
Format. 

4.2  The  general  meetings  and  sections  of  the  So- 
ciety shall  be  devoted  to  scientific  work  together 
with  such  reports  and  announcements  as  may  come 
from  the  House  of  Delegates  or  the  Council. 

4.3  The  Society  reserves  the  right  to  publish  in 
the  Journal  any  paper  read  before  the  Society.  The 
Society  also  shall  be  entitled  to  a copy  of  the  paper 
if  so  desired. 

4.4  Registration  for  General  and  Sectional  Meet- 
ings. Only  the  following  shall  be  permitted  to  reg- 
ister and  attend: 

4.41  Members:  Members  of  the  Society  who  are 
in  good  standing. 

4.42  Invited  Guests:  Non-members  of  the  Soci- 


242  • Kansas  Medicine  • September  1986 


ety  may  be  invited  to  the  general  session  or  sections, 
but  may  be  excluded  by  the  Executive  Committee 
of  the  Society  or  officers  of  the  Sections. 

4.43  Residents  and  Interns:  Residents  and  interns 
who  are  graduates  of  approved  medical  or  osteo- 
pathic schools  and  who  are  certified  by  their  hos- 
pital. 

4.44  Medical  Students:  Medical  students  of  ap- 
proved medical  and  osteopathic  schools  who  are 
certified  by  their  schools. 

4.5  The  Scientific  Assembly:  The  Scientific  As- 
sembly may  be  divided  into  sections  representing 
the  various  specialties  in  the  practice  of  medicine. 
Any  member  of  the  Society  shall  be  entitled  to  at- 
tend the  scientific  programs  of  specialty  sections. 

4.51  An  application  for  a new  section  or  a re- 
quest to  discontinue  a section  shall  be  referred  to 
the  Council  for  study,  whereupon  the  Council  shall 
make  a recommendation  to  the  House  of  Delegates 
for  final  action. 

4.52  Sections  will  be  governed  by  their  respec- 
tive officers. 

4.53  Officers  will  consist  of  a chairman,  vice- 
chairman  and  secretary-treasurer. 

4.54  Terms  of  office  will  be  for  one  (1)  year  and 
each  officer  may  succeed  himself. 

4.55  Each  section  will  prepare  its  own  program 
subject  to  approval  by  the  Committee  on  State  Meet- 
ing Format.  Programs  must  be  submitted  to  the  com- 
mittee far  enough  in  advance  to  be  included  in  the 
annual  session  program. 

4.56  Papers  and  records  of  proceedings  of  the 
sections  shall  become  the  property  of  the  Society 
and  filed  in  the  central  office  of  the  Society. 

4.57  All  resolutions  and  memorials  of  a general 
meeting  or  a section,  intended  to  be  issued  in  the 
name  of  the  Society,  must  be  approved  by  the  Coun- 
cil or  House  of  Delegates  before  being  issued  or 
becoming  effective. 

4.58  Each  section  may  enact  its  own  rules  of 
conduct  that  do  not  conflict  with  the  Constitution 
or  By-Laws  of  the  Society.  Sections  approved  by 
the  Society  include: 

4.581  Kansas  Society  of  Anesthesiology 

4.582  Section  on  Ophthalmology 

4.5822  Hospital  Medical  Staff  Section 

Purpose.  The  purpose  of  this  section  is  to  provide 

a direct  means  to  address  the  relationship  between 
members  of  the  Kansas  Medical  Society  and  hos- 
pital staffs. 

Membership.  Membership  in  the  section  shall  be 


limited  to  KMS  members  selected  by  physician 
members  of  the  medical  staffs  of  hospitals. 

Governing  Councils.  There  shall  be  a Governing 
Council  of  the  Hospital  Medical  Staff  Section  to 
direct  the  programs  and  activities  of  the  section, 
subject  to  the  approval  of  the  KMS  Council. 

Members.  There  shall  be  five  voting  members  of 
the  Governing  Council,  consisting  of  the  officers, 
delegate  and  alternate  delegate,  elected  at  the  busi- 
ness meeting  of  the  section. 

Officers.  The  officers  of  the  section  shall  have 
the  following  duties  and  responsibilities. 

Chairman.  The  Chairman  shall  preside  at  the 
business  meetings  of  the  section  and  at  meetings  of 
the  Governing  Council. 

Vice  Chairman.  The  Vice  Chairman  shall  assist 
the  Chairman  and  preside  in  the  absence  of  the 
Chairman  or  at  his/her  request. 

Secretary-Treasurer.  The  Secretary-Treasurer 
shall  maintain  such  records  and  accounts  as  may  be 
necessary  or  advisable  for  the  conduct  of  the  activ- 
ities of  the  section. 

Delegate  and  Alternate  Delegate.  The  Delegate 
and  Alternate  Delegate  shall  represent  the  members 
of  the  section  in  the  KMS  House  of  Delegates. 

Term.  Governing  Council  members,  including  the 
Delegate  and  Alternate  Delegate,  shall  serve  stag- 
gered three-year  terms,  beginning  at  the  conclusion 
of  the  Annual  Meeting  at  which  they  were  elected. 

Vacancies.  Any  vacancy  occurring  on  the  Gov- 
erning Council  shall  be  filled  at  the  next  business 
meeting  of  the  Section. 

Business  Meeting.  There  shall  be  a business 
meeting  of  members  of  the  section  held  prior  to 
each  Annual  Meeting  of  the  House  of  Delegates. 

Representatives  to  the  Business  Meeting.  The 
physician  members  of  the  medical  staff  of  each  hos- 
pital may  select  a representative  to  the  business 
meeting  of  the  Hospital  Medical  Staff  Section.  The 
representative  must  be  a KMS  member  who  is  an 
active  voting  member  of  the  medical  staff  with  clin- 
ical privileges  at  the  hospital. 

Representatives  to  the  business  meeting  shall  be 
elected  by  and  from  the  active  voting  members  of 
the  medical  staff  of  each  hospital. 

Representatives  to  the  business  meeting  shall  be 
properly  certified  by  the  President  or  Secretary  of 
the  medical  staff. 

Only  duly  selected  representatives  to  the  Hospital 
Medical  Staff  Section  shall  have  the  right  to  vote 
at  the  business  meeting  of  the  section,  but  the  meet- 
ing shall  be  open  to  any  member  of  the  Kansas 
Medical  Society.  The  meeting  shall  be  conducted 
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pursuant  to  rules  or  procedure  adopted  by  the  Gov- 
erning Council  of  the  section  and  approved  by  the 
KMS  Council. 

Purposes  of  the  Business  Meeting.  The  purposes 
of  the  business  meeting  shall  be: 

a.  To  hear  such  reports  as  may  be  appropriate. 

b.  To  consider  and  vote  upon  such  matters  as 
may  properly  come  before  the  meeting. 

c.  To  adopt  resolutions  for  submission  by  the 
section  to  the  House  of  Delegates  of  the  Kan- 
sas Medical  Society. 

d.  To  elect  at  the  business  meeting  prior  to  the 
Annual  Meeting  of  the  KMS  House  of  Del- 
egates a Chairman,  Vice  Chairman,  Secre- 
tary-Treasurer, Delegate  and  Alternate  Dele- 
gate. 

e.  To  conduct  such  other  business  as  may  prop- 
erly come  before  the  meeting. 

4.583  Kansas  Chapter,  American  Society  of  In- 
ternal Medicine 

4.584  Kansas  Section,  American  College  of  Ob- 
stetrics & Gynecology 

4.585  Kansas  Orthopedic  Society 

4.586  Kansas  Society  of  Pathologists 

4.587  Kansas  Chapter,  American  Academy  of 
Pediatrics 

4.588  Kansas  Psychiatric  Society 

4.589  Kansas  Chapter,  American  College  of  Ra- 
diology 

4.5810  Kansas  Chapter,  American  College  of 
Surgeons 

4.5811  Kansas  Chapter,  American  Academy  of 
Family  Physicians 

4.5812  Kansas  Allergy  Society 

4.5813  Kansas  Urological  Society 

4.5814  Section,  Otolaryngology-Head  and  Neck 
Surgery 

4.5815  Kansas  Dermatological  Society 

4.5816  Kansas  Neurosurgical  Society 

4.5817  The  Kansas  Neurological  Society 

4.5818  Section  on  Nuclear  Medicine 

4.5819  Kansas  Chapter,  American  College  of 
Emergency  Room  Physicians 

4.5820  Resident  Physicians  Section 

4.5821  Medical  Student  Section 

5.0  HOUSE  OF  DELEGATES 

5.01  Introduction  and  General  Powers 

The  House  shall  consider  and  advise  on  matters 
of  interest  to  the  medical  profession  and  of  the  pub- 


lic in  those  important  matters  wherein  it  is  depend- 
ent upon  the  medical  profession  and  shall  advocate 
all  proper  medical  and  health  legislation,  and  the 
diffusion  of  popular  information  in  relation  thereto. 

It  shall  attend  to  the  scientific  work  and  spirit  of 
this  Society,  and  it  shall  constantly  attempt  to  im- 
prove the  quality  of  health  care  in  this  state. 

The  House  of  Delegates  is  the  ultimate  authority 
in  legislative  and  business  affairs  of  this  Society.  It 
may  appoint  committees  from  its  own  members  or 
from  members  of  the  Society.  Such  committees  shall 
report  to  the  House,  and  may  be  present  and  par- 
ticipate in  the  debates  on  their  reports. 

The  House  may  delegate  and  empower  the  Coun- 
cil or  a special  standing  committee  to  employ,  ad- 
vise and  supervise  an  Executive  Director  whose  du- 
ties shall  be  as  provided  in  these  By-Laws. 

The  House  shall  review  the  annual  budget  sub- 
mitted by  the  Council  and  shall  make  annual  ap- 
propriations for  the  expenditures  of  this  Society.  It 
may  amend  current  appropriations  at  any  meeting. 

A summary  of  the  proceedings  of  the  House  of 
Delegates  shall  be  published  following  each  annual 
session  in  the  Journal  of  the  Kansas  Medical  So- 
ciety. 

5.1  Composition 

The  House  of  Delegates  shall  be  composed  of 
delegates  selected  by  the  component  societies,  by 
the  elected  councilors  and  in  their  absence,  their 
alternates,  by  the  recognized  sections,  the  past  pres- 
idents, and  the  elected  officers  of  this  Society. 
Members  of  the  Society  may  attend  plenary  sessions 
and  others  may  attend  upon  invitation  of  the  Speaker. 

5.2  Apportionment 

5.21  Component  Societies:  Each  component  so- 
ciety having  made  its  annual  report  and  paid  its 
assessments  as  provided  in  this  Constitution  and  By- 
Laws  shall  elect  one  (1)  delegate  and  one  (1)  alter- 
nate to  the  House  of  Delegates  for  each  twenty  (20) 
members  and  major  fraction  thereof.  Each  com- 
ponent single  county  society  shall  be  entitled  to  at 
least  one  (1)  delegate  and  one  (1)  alternate,  and 
provided  that  component  multicounty  societies  have 
fewer  than  seventy-five  (75)  members  are  entitled 
to  elect  one  (1)  delegate  and  one  (1)  alternate,  plus 
one  (1)  delegate  and  one  (1)  alternate  for  each  ten 
(10)  members  and  major  fraction. 

Student  and  resident  members  shall  not  be  counted 
for  the  purposes  of  determining  the  number  of  del- 
egates. 

5.22  Organized  Specialties:  Each  organized  spe- 
cialty section  recognized  by  the  Society  shall  be 
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This  fall,  probably  in  November,  the  Kansas  Supreme  Court 
will  rule  on  the  constitutionality  of  1985  Senate  Bill  110, 
the  KMS  sponsored  bill  that  abolished  the  collateral  source 
rule  in  medical  malpractice  cases.  The  decision  will  be  par- 
ticularly significant  because  it  may  just  give  us  a preview 
of  the  court's  posture  on  House  Bill  2661,  the  comprehensive 
malpractice  reform  act  passed  by  this  year's  legislature. 

The  constitutional  test  on  HB  2661  is  underway,  but  probably 
won't  reach  the  Kansas  Supreme  Court  until  mid-1987. 

Abolishing  the  collateral  source  rule  was  a significant 
accomplishment  in  1985,  and  national  studies  have  shown  that 
awards  could  possibly  be  reduced  by  as  much  as  20-30%  with 
such  legislation.  Under  the  law,  evidence  that  a plaintiff's 
damages  have  been  compensated  from  "collateral  sources"  will 
be  admissible  in  court.  When  a jury  is  informed  that  plain- 
tiff's medical  bills  and  lost  wages  are  compensated  by  other 
insurance,  it  is  thought  that  they  will  reduce  awards  commen- 
surately,  so  that  plaintiff's  don't  recover  twice  or  receive 
a windfall  in  such  cases.  There  are  several  lower  court  opin- 
ions on  the  constitutionality  of  the  collateral  source  rule, 
and  the  opinions  are  about  evenly  divided.  The  most  recent 
opinion  came  at  the  end  of  August  by  Judge  Earl  O'Connor, 

Chief  Judge  of  the  Federal  District  Court  in  Kansas  City,  who 
upheld  the  abolishment  of  the  collateral  source  rule  con- 
tained in  SB  110. 

There  will  be  a significant  change  in  the  Kansas  Supreme  Court 
this  year  when  Chief  Justice  Alfred  Schroeder  reaches  the  man- 
datory retirement  age  of  70.  It  now  appears  that  Governor 
Carlin  will  have  one  final  Supreme  Court  appointment  to  make 
before  his  term  of  office  ends.  The  nominating  process  to 
replace  the  retiring  Justice  has  just  begun  and  should  be 
completed  by  year's  end. 


COBRA  & PHYSICIAN 
RESPONSIBILITY 


New  responsibilities  imposed  on  emergency  room  physicians  and 
hospitals  are  discussed  by  KMS  legal  counsel  Wayne  Stratton 
in  this  month's  "Medicina  et  Lex"  feature.  See  page  259. 


PROFESSIONAL  LIABILITY  KMS  has  established  a malpractice  premium  financing  plan 
INSURANCE  PREMIUM  which  is  available  to  all  members.  The  program  (which  was 

[FINANCING  PLAN  recently  announced  in  a special  mailing)  is  designed  to  allow 

physicians  to  make  regular  monthly  payments  on  their  total 
malpractice  premium  over  a nine  month  period.  The  interest 
' rate  charged  in  the  financing  agreement  is  competitive  with 

other  financing  plans  that  are  available  in  Kansas.  For  addi- 
tional information,  contact  the  KMS  office  at  1-800-332-0156. 


INHERENT 

REASONABLENESS 


HANDICAPPED  PRIVILEGES 


AMA-ERF  DISTRIBUTION 


The  final  regulations  that  would  permit  government  to  impose 
limits  for  medical  procedures  it  considers  to  be  "grossly 
excessive"  in  price  were  published  in  the  August  11  Federal 
Regi ster . In  effect  since  September  10,  the  regulations 
define  a process  that  broadens  interpretation  of  the  historic 
Medicare  regulatory  requirement  that  charges  the  "inherently 
reasonable"  regulations  to  be  promulgated  later,  and  will 
apply  this  process  to  specific  procedures.  Considered  immi- 
nent is  a regulation  that  would  substantially  reduce  maximum 
Medicare  reimbursement  for  cataract  surgery.  Any  immediate 
implementation  of  the  regulatons,  however,  appears  highly 
unlikely.  While  the  FY  1987  budget  reconciliation  process 
has  not  been  finalized,  a go-slow  approach  on  application  of 
the  "inherent  reasonableness"  concept  is  evident  in  all 
budget  proposals. 

A change  in  the  law,  effective  July  1,  1986,  provides  that 
any  physician  who  knowingly  and  willfully  falsifies  a per- 
son's qualifications  for  a handicapped  placard  or  license 
plate  may  be  charged  with  a class  C misdemeanor,  and  if  found 
guilty,  may  face  criminal  penalties  including  fines  of  up  to 
$500  or  one  month  in  jail  or  both. 

Handicapped  parking  privileges  are  granted  by  the  Kansas 
Division  of  Vehicles  for  those  persons  who  are  severely 
restricted  in  mobility.  This  includes  persons  with  a severe 
visual  or  physical  impairment  including  partial  paralysis, 
lower  limb  amputation,  chronic  heart  condition,  emphysema, 
arthritis,  rheumatism,  or  other  debilitating  condition  that 
limits  such  person's  walking  ability  and  results  in  an  ina- 
bility to  travel  unassisted  more  than  200  feet  without  the 
use  of  a wheelchair,  crutch,  walker,  prosthetic,  orthotic,  or 
other  assistive  device. 

The  Division  of  Vehicles  has  asked  current  holders  of  handi- 
capped cards  and  license  plates  to  certify  their  need  for 
handicapped  parking  privileges  and  has  advised  them  of  the 
requirement  to  also  carry  an  identification  card.  A $1  fee 
is  charged  for  each  identification  card  issued  except  for 
those  issued  to  disabled  veterans.  The  law  also  requires 
recertification  every  three  years  for  continuation  of  handi- 
capped parking  privileges. 

If  you  have  questions  about  this  change,  call  the  KMS  office 
at  1-800-332-0156. 

AMA-Education/Research  Foundation  funds  are  generated  through 
physician/Auxi 1 i ary  contributions.  These  are  distributed  to 
the  nation's  medical  schools  on  the  basis  of  donor  stipula- 
tion. A form  that  accompanies  your  donation  asks  you  to 
write  in  the  name  of  the  medical  school  designated  to  receive 
your  gift.  If  you  do  not,  AMA-ERF  will  pro-rate  your  contri- 
bution among  a number  of  schools.  It  may  interest  you  to 
know  that  the  faculty  at  UKSM-Wichita  supports  100%  the  same 
philosophy  and  aims  as  does  organized  medicine.  All  faculty 
members  and  physician-administrators  at  UKSM-W  are  proud  to 
be  members  of  the  medical  society  at  the  local,  state,  and 
national  levels.  They  in  turn  deserve  your  consideration  and 
support. 


HEALTH  CARE  FOR 
THE  ELDERLY 


KDHE/KPHA  CONFERENCE: 
FAMILY/COMMUNITY  HEALTH 
October  28-29,  1986 


RECORD  RETENTION 
GUIDE  AVAILABLE 


RVS  DEVELOPMENT 


ii 

I 

i'NEW  OFFICERS,  KANSAS 
PSYCHIATRIC  SOCIETY 


Because  the  growing  population  of  aged  people  presents  an 
expanded  incidence  of  acute  and  chronic  illness  to  primary 
care  physicians  and  the  referral  specialties,  virtually  all 
phyisicans  will  be  called  on  to  care  for  the  elderly  with 
increased  frequency.  Currently,  31%  of  each  U.S.  health  care 
dollar  is  spent  for  care  of  patients  65+,  and  the  rate  will 
continue  to  increase.  Health  care  for  the  aged  differs  from 
that  for  younger  patients  more  in  degree  than  in  scope,  and 
may  include  long  term  care,  physical  and  speech  therapy, 
nutrition,  exercise,  recreation,  mental  health,  alcohol  and 
drug  abuse,  family  relations,  transportation,  vocational 
guidance,  and  even  sex  counseling.  The  KMS  Committee  on  Aging, 
Kenneth  L.  Derri ngton,  M.D. , Chairman,  offers  the  following 
guidelines  for  treatment: 

• Individual  assessment  of  each  patient; 

• Recognition  of  special  care  needs; 

• Acceptance  of  Medicare  assignment; 

• Assistance  to  patients  with  insurance  claims; 

• Careful  choice  of  the  most  appropriate  level  of  care; 

• Anticipation  of  problems;  and 

• Training  of  office  assistants  to  respect  elderly  patients. 

1990  - THE  FUTURE  IS  ALMOST  NOW  is  the  theme  of  the  fall  con- 
ference to  be  held  October  28-29  at  the  Holiday  Inn  Holidome 
in  Lawrence.  Cosponsored  by  the  Kansas  Department  of  Health 
& Environment  and  the  Kansas  Public  Health  Association,  the 
conference  will  focus  on  1990  health  goals  for  the  nation  and 
how  these  goals  can  be  addressed  during  the  next  four  years. 
Public  health  professionals  will  have  access  to  sessions  on 
topics  such  as  nutrition,  adolescent  health  issues,  domestic 
violence,  and  environmental  issues.  For  information,  contact 
Steve  McDowell,  KDHE,  Topeka  66620;  913-862-9360,  ext.  318. 

An  updated  Record  Retention  Guide  for  Physici ans  is  available 
from  the  KMS  office.  For  your  free  copy,  call  1-800-332-0156, 
or  in  Topeka  call  235-2383. 

Harvard  University  and  the  AMA  are  jointly  working  on  the 
development  of  resource-based  relative  value  scales  for  phy- 
sician services.  Due  date  for  the  study's  completion  is  June 
1988.  One  of  the  panelists  for  the  study  is  Ernie  J.  Chaney, 
M.D. , Wichita. 


The  Kansas  Psychiatric  Society  has  chosen  Charles  D.  G1 azzard,  M.D. 
President,  and  Donald  R.  Brada,  M.D. , President  Elect.  Their  two 
year  terms  began  in  the  spring. 

The  1986  Annual  Meeting  of  the  Mid-Continent  Psychiatric  Associ- 
ation, co-sponsored  by  the  Kansas  Psychiatric  Society  and  Western 
Missouri  DB/APA,  will  be  held  October  17-19  at  the  Holiday  Inn  and 
Holidome,  Lawrence. 


AMA  PRO  MONITORING 
PROJECT 


CALL  FOR  PAPERS 


The  newly  appointed  AMA  Ad  Hoc  Committee  on  PRO  will  monitor 
developments  in  the  PRO  program  with  particular  attention 
focused  on  the  impact  of  PRO  operations  on  quality  of  care. 

A PRO  clearing  house  will  be  established  and  an  educational 
publication  will  be  developed  to  inform  practicing  physicians 
about  the  PRO  program  in  general  and  its  relationship  to  the 
day-to-day  practice  of  medicine  in  particular.  Physicians 
are  urged  to  relay  their  experiences,  both  positive  and  nega- 
tive, with  peer  review  organizations  to  the  AMA.  Relevant 
experiences  in  the  following  areas  are  of  particular  interest: 

• Changes  in  length  of  stay,  admission,  and  discharge  policies 

• Preadmission  certification  procedures 

• Notification  to  patients  on  payment  denials 

• Utilization  and  quality  review  results 

• Payment  denials  based  on  quality 

• Administrative  relations  between  hospitals  and  physicians 
and  the  PROs 

• Any  demonstrable  impact  that  PRO  review  may  have  on  the 
cost  or  quality  of  care 

• Sanction  activities 

• Appeals  processes  : 

• The  results  of  any  PRO  efforts  to  review  patients  other 
than  Medicare  beneficiaries 

Physicians  or  hospital  medical  staff  who  would  like  to  share  i 
this  information  with  the  AMA  are  encouraged  to  describe  i 

their  experiences  in  a brief  letter.  All  sources  of  infor- 
mation provided  will  be  kept  confidential.  The  data  will  be 
carefully  analyzed  and  the  results  used  by  the  AMA  as  the 
Association  develops  new  ways  to  assist  physicians  and  medi-  " 
cal  staffs  in  dealing  with  the  PRO  program.  Please  write  to:  | 

AMA  PRO  Monitoring  Project 
Department  of  Health  Care  Review 
American  Medical  Association 
P.O.  Box  10947 

Chicago  IL  60610  ; 

i 

KANSAS  MEDICINE  welcomes  accounts  of  clinical  experience, 
research,  and  literature  searches  to  help  keep  Kansas  physi- 
cians on  the  cutting  edge  of  medical  practice.  Send  your 
manuscripts  to  KANSAS  MEDICINE,  1300  Topeka  Blvd.,  Topeka  KS 
66612.  I 


Be  sume  to  REGISTER  so  you  caun  VOTE  in  Novemb  » 


entitled  to  one  (1)  delegate  and  one  (1)  alternate  to 
be  chosen  by  the  section. 

5.23  Listing  Names:  It  is  the  duty  of  the  secretary 
of  each  component  society  and  specialty  section  to 
send  the  names  of  the  delegate(s)  and  altemate(s) 
to  the  Executive  Director  at  least  sixty  (60)  days 
prior  to  each  session. 

5.24  Each  district  councilor  shall  be  a member 
of  the  House  of  Delegates  during  his  Council  tenure 
and  in  addition  to  the  authorized  number  of  dele- 
gates from  his  component  society. 

5.3  Delegates 

5.31  Qualifications 

5.311  Delegates:  Each  delegate  must  be  a mem- 
ber in  good  standing  of  this  Society. 

5.312  Alternates:  An  alternate  to  each  delegate 
shall  be  elected  to  substitute  for  that  delegate.  Each 
alternate  must  be  a member  in  good  standing  of  the 
Society. 

5.313  Substitute  Alternate:  The  House  may  elect 
by  majority  vote  a substitute  alternate  to  serve  as  a 
delegate  for  that  meeting  for  a component  society 
which  has  no  delegate  or  alternate  present. 

5.314  Proxies:  No  proxies  are  recognized. 

5.32  Term 

5.321  Length:  Each  delegate  and  alternate  is 
elected  for  one  (1)  year  and  shall  assume  office  at 
the  first  session  of  the  House  succeeding  his  selec- 
tion. 

5.322  Vote:  Each  delegate  is  entitled  to  one  (1) 
vote. 

5.33  Registration 

All  persons  attending  a session  of  the  House  shall 
register  prior  to  their  admission.  These  registrations 
are  certified  by  the  Committee  on  Credentials. 

5.4  Procedure 

5.41  Order  of  Business 

5.411  First  Session:  The  order  of  business  of  the 
first  session  of  the  House,  unless  otherwise  ordered 
by  a two-thirds  vote  of  the  delegates  present,  shall 
be: 

5.4111  Registration  of  delegates.  Society  mem- 
bers and  visitors. 

5.4112  Call  to  order  by  the  Speaker 

5.4113  Announcement  of  number  of  delegates 
present  and  registered  and  the  presence  of  an  official 
quomm. 

5.4114  Reading  of  the  minutes  of  last  and  any 
special  meeting. 

5.4115  The  report  of  the  nominating  committee 


is  read,  after  which  nominations  are  made  from  the 
floor  for  the  office  of  President  Elect,  First  Vice 
President,  Second  Vice  President,  Speaker,  Vice 
Speaker,  Secretary,  Treasurer,  AMA  Delegate  and 
AM  A Alternate  Delegate,  and  a ballot  vote  where 
three  or  more  candidates  have  been  nominated  for 
one  office  so  that  the  election  at  the  second  session 
of  the  House  shall  present  not  more  than  two  (2) 
candidates  for  each  office. 

5.4116  Report  of  the  Constitutional  Secretary 
shall  be  distributed  to  all  persons  in  attendance.  The 
Constitutional  Secretary  shall  call  attention  of  the 
House  to  any  statistics  relating  to  membership  that 
are  of  exceptional  importance. 

5.4117  The  report  of  the  Treasurer,  including  a 
proposed  budget  for  the  coming  year,  shall  be  dis- 
tributed to  all  persons  present.  The  Treasurer  shall 
call  attention  to  any  specific  financial  items  that  are 
exceptional.  The  House  shall  immediately  thereafter 
act  to  approve  the  report  of  the  Treasurer. 

5.4118  The  report  of  the  Editor  of  the  Journal 
shall  be  prepared  and  distributed  to  all  persons  pres- 
ent. 

5.4119  The  Speaker  of  the  House  of  Delegates 
may  invite  such  persons  to  present  written  or  oral 
reports  to  the  House  of  Delegates  which  in  his  judg- 
ment will  be  important  for  information  to  the  House. 

5.41110  The  report  of  the  Executive  Director  shall 
be  prepared  and  distributed  to  all  persons  present. 

5.41111  Unfinished  business. 

5.41112  Reports  and  presentation  of  resolutions 
from  Commissions. 

5.41113  New  business  and  the  introduction  of 
resolutions  from  component  societies,  specialty  so- 
cieties, and  delegates. 

5.41114  Announcements  — to  include:  (1) 
members  of  each  reference  committee;  (2)  time  and 
place  of  reference  committee  meetings;  (3)  names 
and  districts  of  expiring  councilor  and  alternate 
terms;  (4)  results  of  primary  election;  (5)  other. 

5.41115  Adjournment  to  reconvene  at  second 
meeting. 

5.412  Second  Session:  The  official  order  of  busi- 
ness for  the  second  meeting  of  the  House  of  each 
annual  session  shall  be: 

5.4121  Registration  and  seating  of  delegates.  So- 
ciety members  and  visitors. 

5.4122  Call  to  order  by  the  Speaker. 

5.4123  Announcement  of  number  of  delegates, 
the  presence  of  an  official  quorum. 

5.4124  Election  of  officers  (by  ballot) 
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5.4125  Report  of  reference  committees. 

5.4126  Unfinished  business. 

5.4127  New  business  (this  requires  consent  of  a 
two-thirds  majority  of  delegates  present). 

5.4128  The  Speaker  announces  the  President 
Elect  is  now  President.  The  President  is  invited  to 
present  to  the  House  an  outline  of  his  plans  for  the 
coming  year  at  the  time  he  assumes  office.  The 
President  then  announces  the  councilors  and  alter- 
nates elected  and  meeting  place  of  the  Council. 

5.4129  Installation  by  the  President  of  the  new 
Speaker  and  Vice  Speaker. 

5.41210  Adjournment 

5.413  Special  Session:  The  official  order  of  busi- 
ness for  a special  session  of  the  House  shall  be: 

5.4131  Registration  of  delegates,  Society  mem- 
bers and  visitors. 

5.4132  Call  to  order  by  the  Speaker. 

5.4133  Announcement  of  number  of  delegates 
present  and  the  presence  of  a quorum. 

5.4134  Announcement  of  business  for  which 
session  was  convened. 

5.4135  Report  of  the  commission  chairmen  and 
officers  pertinent  to  the  subjects  for  which  the  spe- 
cial session  is  convened. 

5.4136  Assignment  of  resolutions  to  reference 
committees. 

5.4137  Adjournment  of  the  First  Session. 

5.4138  Second  Session  — Call  to  order  by  the 
Speaker. 

5.4139  Report  of  the  Reference  committees. 

5.41310  Announcements. 

5.41311  Adjournment. 

5.42  Privilege  of  the  Floor 

The  House  of  Delegates  by  a two-thirds  vote  of 
those  present  may  invite  any  person  to  address  the 
House. 

5.43  Introduction  of  Resolutions: 

Reports  and  resolutions  for  consideration  of  the 
House  shall  be  sent  to  the  Executive  Office  at  least 
six  (6)  weeks  before  the  date  of  the  annual  session. 
Resolutions  or  amendments  introduced  on  the  floor 
of  the  House  must  be  submitted  to  the  Speaker  in 
writing  at  the  time  of  introduction. 

5.44  Process  of  Resolutions: 

5.441  First  Session 

5.4411  At  the  first  session  of  the  House,  all  busi- 
ness shall  be  introduced  by  title,  and  referred  with- 
out debate  or  action  to  a reference  committee,  ex- 


cept as  otherwise  stipulated  in  these  By-Laws. 

5.4412  Resolutions  not  previously  published  and 
distributed  to  the  members  of  the  House  shall  be 
read  in  full. 

5.4413  As  each  resolution  is  introduced,  the 
Speaker  shall  designate  it  with  a number. 

5.442  Second  Session 

5.4421  At  the  second  session,  the  House  will 
receive  the  report  of  each  reference  committee  on 
all  business  referred  to  it. 

5.44211  If,  in  the  opinion  of  the  reference  com- 
mittee chairman,  a resolution  can  be  acted  upon 
without  additional  discussion,  he  shall  direct  the 
resolution  to  be  placed  on  the  consent  calendar.  A 
list  of  such  resolutions  shall  be  presented  at  the  end 
of  the  reference  committee  report.  The  Speaker  shall 
ask  if  there  is  any  objection.  If  an  objection  appears 
to  any  resolution,  it  shall  be  removed  from  the  con- 
sent calendar  and  placed  before  the  House  for  in- 
dividual consideration.  If  no  objection  appears,  the 
resolutions  on  the  consent  calendar  will  be  placed 
as  a package  before  the  House  for  action. 

5.4422  Each  item  of  business  so  reported  upon 
shall  be  subject  to  debate  and  amendment  prior  to 
final  action. 

5.4423  No  new  business  may  be  considered  at 
the  second  session  of  the  House  except  as  provided 
in  the  By-Laws. 

5.4424  If  a reference  committee  fails  to  submit 
a report  at  the  second  session  of  the  House  upon 
any  resolution  referred  to  it,  such  resolution  may 
be  placed  before  the  House  by  the  Speaker  and  must 
be  so  placed  upon  request  of  any  member. 

5.443  Special  Session 

Resolutions  may  be  considered  by  the  House  act- 
ing as  a whole  or  by  a reference  committee  prior  to 
action  by  the  House. 

5.444  Expiration 

Official  policies  established  through  resolutions 
at  the  House  of  Delegates  shall  be  in  effect  for  a 
period  of  five  (5)  years,  at  which  time  that  policy 
position  will  be  reviewed  by  the  Executive  Com- 
mittee and  will  expire  subject  to  the  approval  by 
the  House  of  Delegates  unless  superseded  or  con- 
tinued by  another  resolution. 

5.45  Quorum 

Thirty-five  per  cent  (35%)  of  constitutionally  pro- 
vided delegates  or  their  respective  alternates  shall 
constitute  a quorum  of  the  House  of  Delegates  at 
any  regular  or  special  meeting. 

5.5  Sessions  of  the  House  of  Delegates 


246  • Kansas  Medicine  • September  1986 


5.51  Location:  The  time  and  place  shall  be  de- 
termined by  the  Council.  Notice  of  annual  meetings 
shall  be  sent  to  each  component  society  prior  to 
January  1 of  the  year  the  meeting  is  to  be  held  and 
shall  state  the  time  and  place  of  the  meeting. 

5.52  Invitation  From  Component  Societies:  The 
Council  shall,  not  later  than  October,  consider  in- 
vitations received  from  component  societies  to  serve 
as  host  to  the  annual  session  for  the  fifth  year  fol- 
lowing and  shall  select  the  meeting  place  and  the 
date.  Should  invitations  not  be  received,  the  Council 
shall  select  a meeting  place. 

5.53  Regular:  The  House  of  Delegates  shall  con- 
duct two  meetings,  separated  by  at  least  twenty-four 
(24)  hours,  during  each  annual  session.  These  may 
be  adjourned  and  reconvened  as  necessary. 

5.54  Special:  Special  sessions  shall  be  called  by 
the  Speaker  as  requested  by  the  President  upon  ap- 
proval of  the  Council  or  the  Executive  Committee. 
Special  sessions  shall  be  called  by  the  Speaker  upon 
the  written  request  of  twenty-five  per  cent  (25%)  of 
the  delegates  from  component  societies.  When  a 
special  meeting  is  called,  the  Executive  Director 
shall  notify  each  component  society  at  least  twenty 
(20)  days  before  the  meeting  date.  The  notice  shall 
specify  the  time  and  place  of  meeting  and  the  pur- 
pose for  which  it  is  called. 

5.6  Meetings 

5.61  Plenary:  The  House  may  conduct  a meeting 
to  which  any  person  may  be  admitted.  By  majority 
vote  of  the  delegates  present,  a plenary  meeting  may 
become  a closed  or  executive  meeting. 

5.62  Closed:  A closed  meeting  is  restricted  to 
members  of  this  Society  and  to  members  of  the  staff. 

5.63  Executive:  An  executive  meeting  is  limited 
to  delegates  and  to  such  employees  of  this  Society 
necessary  for  the  functioning  of  the  House. 

5.7  Designation 

The  Credentials  Committee  and  the  Reference 
Committee  are  regularly  appointed  committees  of 
the  House  of  Delegates. 

5.8  Membership 

5.81  The  Credentials  Committee  shall  consist  of 
three  (3)  members  from  separate  Council  districts 
appointed  by  the  Speaker  for  a term  of  one  (1) 
session.  The  Speaker  shall  designate  the  chairman. 

5.82  Each  Reference  Committee  shall  consist  of 
not  less  than  three  (3)  nor  more  than  seven  (7)  mem- 
bers of  the  House  appointed  by  the  Speaker.  The 
Speaker  shall  designate  the  chairman. 

5.9  Duties 


5.91  Credentials  Committee 

5.911  The  Credentials  Committee  shall  examine 
the  credentials  of  all  who  seek  admission  to  the 
House,  and  rule  on  the  seating  of  all  delegates.  Any 
member  of  the  Society  registered  for  the  annual 
meeting  may  be  admitted  to  the  visitors’  section. 

5.912  An  individual  whose  credentials  are  ques- 
tioned may  appeal  to  the  House  immediately  fol- 
lowing the  report  of  the  Credentials  Committee  that 
a quorum  exists  and  the  issue  may  be  decided  at 
that  time. 

5.913  The  Speaker  shall  appoint  a Sergeant-at- 
Arms. 

5.914  The  Credentials  Committee  shall  report  to 
the  House  upon  request  of  the  Speaker  on: 

5.9141  Total  number  of  members  of  the  House 
eligible  to  vote. 

5.9142  Number  of  members  registered  and 
seated. 

5.9143  Announcement  of  quorum. 

5.92  Reference  Committees 

5.921  The  Reference  Committees  are  appointed 
for  a session  of  House  to  consider  resolutions  re- 
ferred to  them. 

5.922  The  duties  of  the  Reference  Committees 
shall  be: 

5.9221  To  hold  open  hearings  on  all  referred  res- 
olutions at  a time  and  place  announced  at  the  first 
session  of  the  House. 

5.9222  To  deliberate  in  closed  session  on  each 
resolution,  and  after  consideration  recommend  its 
final  disposition. 

5.923  A member  of  a reference  committee  who 
wishes  to  make  a minority  report  must  refrain  from 
signing  the  majority  report  and  must  make  his  in- 
tentions known  to  the  other  members  of  the  refer- 
ence committee  while  it  is  in  closed  session  and 
prior  to  the  presentation  of  the  majority  report  to 
the  House. 

5.93  Other  Committees 

The  Speaker  may  appoint  such  other  committees 
as  are  needed. 

6.0  ELECTED  OFFICERS 

6.1  Designations 

The  elected  officers  of  the  Society  are  those  spec- 
ified in  Article  VI  of  the  Constitution.  No  member 
shall  hold  two  elected  offices  in  this  Society  at  one 
time  excepting  delegates  and  alternate  delegates  to 
the  American  Medical  Association,  who  may  be 
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elected  and  serve  during  a concomitant  tenure  in 
another  elective  office  of  this  Society. 

6.2  Qualifications 

An  elected  officer  must  have  been  for  at  least  two 
(2)  years  immediately  prior  to  his  election,  an  active 
member  of  the  Kansas  Medical  Society.  The  Speaker 
and  Vice  Speaker  of  the  House  shall  be  elected  from 
among  the  members  of  the  House. 

6.3  Terms 

6.31  President  Elect 

The  President  Elect  shall  be  elected  annually.  He 
shall  serve  until  the  next  inaugural  after  his  election 
when  he  becomes  President. 

6.32  First  Vice  President,  Second  Vice  Presi- 
dent, Speaker,  Vice  Speaker,  Secretary  and  Treas- 
urer. 

The  First  Vice  President,  Second  Vice  President, 
Speaker,  Vice  Speaker,  Secretary  and  Treasurer  shall 
be  elected  annually,  each  to  serve  for  one  (1)  year 
or  until  a successor  is  elected  and  installed. 

6.33  AMA  Delegates 

Delegates  to  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  shall  be  elected  for  two- 
year  terms  of  office.  The  term  of  the  delegate-elect 
shall  begin  January  1 of  the  year  succeeding  elec- 
tion. 

6.331  AMA  Alternate  Delegates 

There  shall  be  one  alternate  delegate  for  each 
delegate.  The  President  shall  serve  as  one  alternate 
delegate.  One  of  the  alternate  delegates  shall  be 
appointed  by  the  President  subject  to  Executive 
Committee  approval,  to  serve  a term  of  one  year, 
beginning  January  1.  The  remaining  alternate  del- 
egates shall  be  elected  at  the  annual  meeting  to  two- 
year  terms  of  office,  beginning  January  1 of  the  year 
succeeding  election. 

6.4  Presidential  Succession 

If  the  Presidency  is  vacated  by  reason  of  death, 
disability  for  the  unexpired  term,  resignation,  or 
impeachment  and  conviction,  the  line  of  succession 
shall  be  the  President  Elect,  the  First  Vice  President, 
the  Second  Vice  President,  the  Speaker  and  the  Vice 
Speaker. 

6.41  If  the  disability  of  a president  is  contested, 
it  shall  be  determined  by  a two-thirds  concurrence 
of  the  Council. 

6.5  Interim  Vacancies 

Should  vacancies  occur  in  the  office  of  Secretary 
or  Treasurer,  the  Council  shall  fill  these  positions 
as  provided  in  the  By-Laws. 

6.6  Nominations 

The  Council  shall  annually  at  the  eonclusion  of 


the  annual  session  select  three  (3)  physicians  who 
are  members  of  this  Society,  each  representing  a 
different  council  district  other  than  the  districts  of 
the  two  (2)  recent  living  past  presidents  to  comprise 
the  nominating  committee.  The  Council  shall  name 
a chairman.  The  committee  shall  meet  not  later  than 
ninety  (90)  days  prior  to  the  next  annual  session 
and  present  for  publication  in  the  Journal  a list  of 
candidates  for  each  elective  office  consisting  of  one 
or  more  candidates  for  the  offices  of  President  Elect, 
First  Vice  President,  Secretary,  Treasurer,  Speaker 
of  the  House  of  Delegates,  Vice  Speaker  of  the 
House  of  Delegates,  one  (1)  or  more  candidates  for 
the  offiee  of  delegate-elect  and  alternate  delegate- 
elect  to  the  American  Medical  Association,  and  three 
(3)  or  more  candidates  for  the  office  of  Second  Vice 
President.  The  candidates  for  Treasurer  should  be 
named  from  residents  of  the  vicinity  of  the  central 
office  whenever  possible. 

6.7  Elections 

6.71  Time;  The  election  of  officers  shall  be  held 
at  the  last  meeting  of  the  House  of  Delegates  at  each 
annual  session.  During  the  first  session  nominations 
for  each  office  are  made.  When  more  than  two  (2) 
candidates  are  nominated  for  any  office,  a primary 
election  shall  be  held  at  the  first  House  of  Delegates 
meeting.  The  name  receiving  the  fewest  votes  shall 
be  eliminated  and  balloting  shall  continue  until  not 
more  than  two  (2)  remain.  Tellers  shall  announce 
in  alphabetical  order  the  names  of  the  two  who 
receive  the  largest  number  of  votes  for  each  office. 
In  case  there  exists  a tie  for  second  place,  another 
ballot  shall  be  held  to  select  a second  candidate.  At 
the  last  House  of  Delegates  meeting  each  authorized 
delegate  shall  cast  his  ballot  at  the  time  he  registers 
to  attend  the  meeting,  and  this  will  constitute  the 
election.  In  case  of  a tie,  the  Speaker,  who  does 
not  vote  otherwise,  shall  cast  the  deciding  vote. 

6.72  Method:  All  elections  of  officers  shall  be 
by  ballot. 

6.8  Installation  of  the  Elected  Officers 

Elected  officers,  except  delegates  and  alternate 

delegates  to  the  American  Medical  Association 
House  of  Delegates,  shall  be  installed  prior  to  ad- 
journment of  the  House  at  the  annual  session  and 
shall  begin  their  term  of  office  at  the  conclusion  of 
the  annual  session. 

6.9  Installation  of  the  President 

The  oath  of  office  shall  be  administered  to  the 
President  Elect  during  the  President’s  Banquet  and- 
or  reception  at  the  annual  session.  The  President 
Elect  shall  become  President  at  the  conclusion  of 
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the  business  of  the  House  at  the  annual  session. 

6.10  Officials  Impeached 

Officials  impeached  by  the  Council  are  tried  by 
the  House  of  Delegates.  A two-thirds  vote  is  nec- 
essary for  conviction. 

7.0  DUTIES  OF  OFFICERS 

7.1  President 

The  President  is  the  chief  executive  officer  and 
principal  spokesman  of  the  Society.  He  shall  coun- 
sel with  officers,  and  others,  toward  the  best  inter- 
ests of  the  public  and  this  Society,  to  attempt  to 
further  the  aims  and  activities  of  this  Society  to  the 
fullest  extent.  He  shall  perform  such  services  as 
custom,  necessity  and  pcU'liamentary  procedure  re- 
quire. He  shall  in  accordance  with  these  By-Laws 
announce  his  appointments  to  commissions.  He  shall 
be  an  ex-officio  member  of  all  committees  and  com- 
missions. He  shall  be  extended  an  opportunity  to 
preside  at  all  major  functions  of  the  annual  session 
and  shall  deliver  an  address  at  the  time  arranged  by 
the  Committee  on  Arrangements.  He  shall  be  en- 
couraged to  visit  the  various  Council  districts  during 
his  term  of  office. 

7.2  President  Elect 

The  President  Elect  shall  familiarize  himself  with 
the  personnel  and  work  of  the  various  committees 
and  of  this  Society  in  general.  He  shall  be  ready  to 
counsel  with  the  President  on  matters  affecting  the 
future  of  this  Society,  and  shall  otherwise  prepare 
himself  for  assuming  the  leadership  of  this  Society 
at  the  proper  time.  Except  as  is  otherwise  provided 
in  the  By-Laws,  he  shall  appoint  a chairman  and 
other  members  of  each  commission,  and  other  tem- 
porary committees,  to  serve  during  his  term  as  Pres- 
ident. The  complete  list  of  appointments  to  com- 
missions shall  be  available  for  publication  and 
distribution  to  the  membership  when  he  assumes  the 
office  of  President.  The  President  Elect  shall  assume 
the  Presidency  in  the  event  of  the  death  of  the  Pres- 
ident or  the  inability  of  the  President  to  perform  the 
duties  of  the  office.  In  the  event  of  such  succession 
to  office,  the  President  Elect  shall  not  be  disqualified 
from  serving  his  term  as  President  for  which  he  was 
duly  elected. 

7.3  First  Vice  President 

The  First  Vice  President  shall  assist  the  President 
in  the  performance  of  his  duties,  shall  preside  in 
his  absence  at  the  meetings  of  this  Society,  or  the 
Council,  and  shall  represent  the  President  in  his 
absence. 

7.4  Second  Vice  President 


The  Second  Vice  President  shall  also  assist  the 
President  in  the  performance  of  his  duties. 

7.5  Speaker 

The  House  of  Delegates  shall  annually  elect  from 
its  membership  a Speaker  and  a Vice  Speaker  whose 
terms  of  office  begin  upon  adjournment  of  the  last 
session  of  the  House  and  continue  through  adjourn- 
ment of  the  last  session  at  the  next  annual  session. 
They  are  eligible  for  succession. 

The  Speaker  is  the  presiding  officer  over  all  ses- 
sions of  the  House.  It  is  his  duty,  upon  consultation 
with  the  Vice  Speaker,  to  appoint  reference  com- 
mittees. He  shall  refer  resolutions  to  reference  com- 
mittees and  shall  aid  delegates  and  committees  to 
the  extent  of  his  ability  toward  the  end  that  all  busi- 
ness of  the  House  may  be  conducted  in  an  efficient 
manner. 

7.6  Vice  Speaker 

In  the  absence  of  the  Speaker  or  at  his  pleasure, 
the  Vice  Speaker  will  preside  over  the  House  and 
will  perform  such  duties  as  would  otherwise  be  per- 
formed by  the  Speaker. 

At  the  first  session  of  the  House,  nominations 
shall  be  placed  for  the  office  of  Speaker  and  for  the 
office  of  Vice  Speaker.  In  the  event  there  are  more 
than  two  (2)  nominations  for  either  office,  a primary 
ballot  shall  be  taken  and  the  names  of  the  two  (2) 
receiving  the  largest  number  of  votes  will  appear 
on  the  ballot  at  the  last  session  of  the  House  where 
the  election  shall  take  place. 

7.7  Secretary 

The  Secretary  shall  advise  the  Executive  Director 
in  all  secretarial  matters  of  this  Society  and  shall 
act  as  the  corporate  secretary  for  the  executive  of 
official  documents.  He  shall  perform  such  duties  as 
are  placed  upon  him  by  this  Constitution  and  By- 
Laws,  and  in  the  event  of  death,  resignation  or  re- 
moval of  the  Executive  Director,  shall  assume  the 
duties  of  that  office  until  the  vacancy  is  filled. 

7.8  Treasurer 

The  Treasurer  shall  be  the  custodian  of  all  mon- 
eys, securities  and  valuable  papers  of  this  Society. 
He  shall  deposit  them  in  safe  banking  institutions, 
or  invest  them,  subject  to  the  direction  of  the  Coun- 
cil. He  shall  be  bonded  at  the  expense  of  this  Society 
in  such  amount  as  the  House  may  require.  He  shall 
pay  all  authorized  obligations  of  this  Society  by 
vouchers.  He  may  authorize  the  Executive  Director 
to  pay  authorized  obligations  on  his  behalf.  He  shall 
keep  a detailed  account  of  all  receipts  and  disburse- 
ments, and  shall  make  an  annual  report  to  the  House 
concerning  the  financial  transactions  of  this  Society 
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for  the  preceding  fiscal  year,  the  funds  of  this  So- 
ciety in  his  care  and  his  actions  as  Treasurer.  He 
shall  subject  his  accounts  to  such  examinations  as 
this  House  or  the  Council  may  order.  He  shall  es- 
tablish a revolving  fund  in  an  amount  approved  by 
the  Council  for  routine  expenses  of  the  Executive 
office,  which  fund  shall  be  set  aside  in  a separate 
banking  institution  and  be  subject  to  check  by  the 
Executive  Director  with  the  understanding  that  dis- 
bursements therefrom  shall  be  satisfactorily  ac- 
counted by  the  Executive  Director  to  the  Treasurer 
before  replenishment  is  made. 

7.9  Executive  Director 

The  Executive  Director  shall  perform  the  duties 
usual  to  such  office  except  those  specifically  im- 
posed by  this  Constitution  and  By-Laws  upon  the 
officers,  councilors,  committees,  commissions,  and 
other  representatives  of  this  Society. 

He  shall  be  under  the  employ  of  the  Council,  or 
its  representative  committee,  and  in  case  of  his  death, 
resignation  or  removal,  the  Council,  or  its  repre- 
sentative committee,  shall  have  the  power  to  fill  the 
vacancy.  He  shall  employ  such  assistants  as  the 
House,  the  Council,  or  their  representative  com- 
mittees may  direct. 

The  amount  of  his  salary  shall  be  fixed  by  the 
Council  or  its  representative  committee,  with  ap- 
proval of  the  House  of  Delegates.  He  shall  be  al- 
lowed traveling  expenses  to  the  extent  approved  by 
the  Council.  He  shall  use  the  revolving  fund  with 
due  regard  for  efficiency  and  good  business  judg- 
ment in  furtherance  of  the  work  entrusted  to  his 
care. 

He  shall  be  bonded  at  the  expense  of  this  Society 
in  such  amount  as  the  Council  may  require. 

He  shall: 

7.91  Account  for,  and  promptly  turn  over  to  the 
Treasurer  all  funds  of  this  Society  which  come  into 
his  hands. 

7.92  Receive  all  bills  against  this  Society. 

7.93  Investigate  their  fairness  and  correctness. 

7.94  Prepare  vouchers  covering  the  same. 

7.95  Forward  them,  together  with  proper  pay- 
ment, to  the  Treasurer,  for  payment  as  provided  in 
these  By-Laws;  or  pay  them  with  prior  authorization 
from  the  Treasurer. 

7.96  Keep  an  account  with  the  component  so- 
cieties of  the  amount  of  their  assessments,  collect 
the  same  and  promptly  turn  over  the  proceeds  to 
the  Treasurer. 

7.97  Make  an  annual  report  of  his  activities  to 


the  House,  and  shall  make  such  reports  as  the  Coun- 
cil, or  its  authorized  committees  may  require. 

7.98  Within  thirty  (30)  days  preceding  each  an- 
nual session,  submit  his  financial  books  and  records 
to  a certified  accountant  approved  by  the  Council, 
whose  report  thereon  shall  accompany  his  annual 
report. 

7.99  With  the  advice  of  all  interested  officers, 
prepare  and  submit  annually  to  the  House  a tentative 
budget  of  this  Society  for  the  ensuing  fiscal  year, 
together  with  the  recommendations  of  the  Council, 
or  its  authorized  finance  committee,  thereon. 

7.910  Subject  to  instruction  by  the  House,  the 
Council,  or  the  President,  he  shall  act  as  general 
administrative  officer  and  business  manager  of  this 
Society.  He  shall  refer  to  the  proper  officials  all 
administrative  questions  as  properly  come  within 
their  jurisdiction. 

7.911  Attend  the  annual  sessions,  the  meetings 
of  the  House,  the  Council,  as  many  of  the  committee 
meetings  as  possible,  and  shall  keep  the  minutes  of 
their  proceedings. 

7.912  Undertake  secretarial  functions  for  all  of-  i 
ficers,  councilors,  committees  and  commissions  of 
this  Society,  and  shall  assist  wherever  possible  in 
the  performance  of  their  duties. 

7.913  With  the  cooperation  of  the  secretaries  of 
the  component  societies,  he  shall  keep  a record  of 
all  legally  licensed  doctors  of  medicine  in  this  state, 
together  with  such  information  as  is  available  about 
each.  He  shall  transmit  to  the  American  Medical 
Association  all  copies  of  records  that  may  be  desired  | 
by  that  association,  together  with  such  other  infor-  | 
mation  as  may  be  of  value. 

7.914  Endeavor  to  visit  component  societies  when 
his  duties  will  permit,  or  when  an  emergency  re- 
quires personal  attention,  and  shall  keep  the  officers 
of  the  component  societies  informed  about  the  ac- 
tivities of  this  Society  and  of  the  medical  profession 
in  general  by  the  issuance  of  bulletins. 

7.915  Supply  the  component  societies  with  nec- 
essary forms  and  blanks  for  conducting  their  official 
business  with  this  Society. 

7.916  Inform  the  Society  upon  all  pending  or 
enacted  legislation  and  upon  activities  of  govern- 
mental offices  and  agencies  affecting  the  medical 
profession  and  public  health. 

7.917  Secure,  upon  invitation,  medical  speakers 
to  address  lay  organizations  on  subjects  which  are 
in  accord  with  the  aims  and  ideals  of  this  Society.  I 
When  requested,  he  shall  assist  the  component  so-  j 
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cieties  in  securing  speakers  and  in  preparing  pro- 
grams. 

7.918  Notify  all  members  of  meetings,  officers 
of  their  election,  and  committees  of  their  appoint- 
ment and  duties. 

7.919  Upon  authorization  by  the  Committee  on 
Arrangements,  he  shall  prepare  and  issue  an  official 
program  for  each  annual  session. 

7.920  Provide  for  the  registration  of  members 
and  delegates  at  each  annual  session. 

7.921  Be  the  custodian  of  the  general  papers  and 
records  of  this  Society  except  as  properly  belong  in 
the  custody  of  other  officials. 

7.922  Conduct  the  official  correspondence  of  this 
Society,  and  shall  sign  all  authorized  communica- 
tions. 

7.923  Aid  the  councilors  in  organizing  and  im- 
proving the  component  and  district  societies,  and 
in  the  extension  of  the  usefulness  and  influence  of 
this  Society. 

7.924  Act  as  business  manager  of  Kansas  Med- 
icine under  supervision  of  the  Editorial  Board,  and 
in  a similar  capacity  to  the  extent  authorized  for 
other  publications  of  this  Society. 

7.925  Perform  any  additional  duties  as  may  be 
required  by  the  House,  the  Council,  their  commit- 
tees or  the  President. 

8.0  THE  COUNCIL 

8.1  Composition 

8.11  Members  of  the  Council  are  the  President, 
President  Elect,  First  Vice  President,  Second  Vice 
President,  Secretary,  Treasurer,  and  Speaker  and 
Vice  Speaker  of  the  House,  Delegates  and  Alternate 
Delegates  to  the  American  Medical  Association,  and 
a councilor  from  each  Council  District.  Each  coun- 
cilor and  an  alternate  are  to  be  elected  by  members 
of  the  component  societies  of  the  district  prior  to 
the  convening  of  the  House  of  Delegates;  excepted, 
that  the  councilor  or  his  alternate  may  be  elected 
by  a caucus  of  the  delegates  if  the  members  have 
not  done  so  by  the  date  the  House  of  Delegates 
convenes.  The  elected  alternate  replaces  an  active 
member  in  his  absence. 

8.12  Associate  membership  of  the  Council  in- 
cludes alternate  councilors  and  one  (1)  representa- 
tive each  from  the  University  of  Kansas  School  of 
Medicine,  the  Kansas  State  Board  of  Health,  the 
Kansas  State  Board  of  Healing  Arts,  and  one  (1) 
representative  each  from  recognized  specialty  or- 
ganizations. Associate  members  may  attend  plenary 


sessions  of  the  Council  but  shall  not  be  entitled  to 
vote. 

8.13  The  Executive  Director  of  the  Society  at- 
tends all  sessions  of  the  Council  as  an  administrative 
advisor. 

8.14  Advisory  members  of  the  Council  are  the 
Editor  of  Kansas  Medicine,  chairmen  of  the  So- 
ciety commissions,  and  past  presidents.  They  may 
attend  plenary  sessions  of  the  Council,  but  are  not 
entitled  to  vote. 

8.15  The  Executive  Committee  of  the  Council 
shall  be  composed  of  the  President,  the  President 
Elect,  the  Immediate  Past  President,  the  First  Vice 
President,  the  Second  Vice  President,  the  Secretary, 
the  Treasurer,  the  Delegates  to  the  AMA,  the  Speaker 
and  Vice  Speaker  of  the  House  of  Delegates.  The 
President  of  the  Kansas  Foundation  for  Medical  Care 
shall  be  an  ex-officio,  non- voting  member.  The 
committee  shall  meet  regularly  and  at  least  six  (6) 
times  during  each  year  at  the  call  of  the  President, 
and  shall  have  authority  to  act  in  the  interim  between 
meetings  of  the  Council  upon  all  matters  which 
would  ordinarily  require  approval  by  the  Council, 
which  do  not  properly  necessitate  a special  meeting 
of  the  Council  and  which  have  not  been  delegated 
elsewhere  by  these  By-Laws. 

8.2  Meetings 

8.21  The  Council  meets  at  the  conclusion  of  each 
annual  session  of  the  House  of  Delegates  and  at  the 
call  of  the  President  during  the  year.  A meeting  is 
convened  upon  petition  of  five  (5)  active  members 
of  the  Council. 

8.22  Business  may  be  transacted  when  a quorum 
is  present.  A majority  of  the  active  members  is  a 
quorum. 

8.23  Adequate  notice  must  be  given  the  members 
by  the  Executive  Director  of  the  time  and  place  of 
the  meeting. 

8.3  Duties 

8.31  Between  annual  or  special  sessions  of  the 
House  of  Delegates,  the  Council  or  the  Executive 
Committee  of  the  Council  will  transact  business  on 
behalf  of  the  Society.  Council  or  Executive  Com- 
mittee action  may  not  conflict  with  former  action 
of  the  House  of  Delegates.  Transactions  of  the 
Council  otherwise  have  the  same  authority  as  those 
of  the  House  of  Delegates  except  they  cannot  bind 
the  Society  beyond  its  next  annual  session. 

8.32  The  Council  is  authorized  to  issue  or  revoke 
charters  to  component  societies  in  the  name  of  the 
Society.  The  council  for  the  district  of  origin  pre- 
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sents  the  application  for  charter  to  the  Council.  The 
application  must  contain  the  following  information: 

8.321  The  geographical  area  to  be  included  in 
the  proposed  component  society. 

8.322  Certification  by  the  presiding  officer  of  each 
component  society  within  the  area  of  the  new  so- 
ciety that  his  members  have  voted  to  relinquish  the 
charter  in  effect. 

8.323  A guarantee  that  all  members  affected  will 
retain  initial  membership  in  the  new  society,  but  be 
subject  to  its  by-laws  subsequently. 

8.324  The  name  of  the  new  society;  all  to  be 
attested  by  the  signatures  of  the  elected  officers. 

8.33  The  Council  shall  supervise  the  publication 
of  Kansas  Medicine.  It  appoints  an  editorial  board 
of  five  (5)  members,  one  of  whom  is  named  Editor 
(See  10.0). 

8.34  The  Council  is  responsible  for  the  funds  and 
expenditures  of  the  Society.  The  Treasurer  submits 
to  it  a budget  of  estimated  expenses  for  the  coming 
year.  Appropriation  of  money  for  special  purposes 
not  previously  budgeted  must  be  authorized  by  the 
Council. 

8.35  The  Council  sets  the  amount  of  dues  for  the 
coming  year,  directing  the  Executive  Director  to 
inform  component  societies  no  later  than  October 
31. 

8.36  The  Council  may  impeach  elected  officers 
and  councilors. 

8.37  The  Council  is  responsible  for  the  deter- 
mination, five  (5)  years  in  advance,  of  the  time  and 
place  of  the  annual  session  of  the  Society. 

8.38  The  Council  employs  and  supervises  the 
activities  of  the  Executive  Director. 

8.39  The  President  of  the  Society  presides  over 
the  Council.  In  his  absence  the  First  Vice  President 
will  preside. 

8.310  The  Council  may  create  committees  from 
its  membership  to  act  between  Council  meetings. 
Special  committees  may  include  additional  mem- 
bers of  the  Society  who  are  not  Council  members. 
When  the  Society  is  invited  to  send  a representative, 
or  committee  for  service  outside  its  own  jurisdic- 
tion, the  appointment(s)  is  made  by  the  Council 
except  in  emergency  when  the  Executive  Committee 
may  appoint. 

8.311  All  money  of  the  Society  is  paid  to  the 
Treasurer  who  is  accountable  for  it.  The  Council 
may  inspect  or  audit  the  accounts  of  the  Treasurer 
at  any  time,  but  at  least  annually;  it  may  review  or 
audit  the  expenditure  of  any  officer,  board  or  corn- 
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mittee,  and  insure  annual  reports  to  the  House  of 
Delegates  on  all  expenditures  of  the  Society. 

8.312  If  the  office  of  Secretary  or  Treasurer  is 
vacated,  the  Council  appoints  a successor  for  the 
unexpired  term.  To  protect  the  new  Treasurer,  an 
audit  is  conducted  at  once.  If  a councilor  position 
is  vacated,  the  corresponding  alternate  sits  as  coun- 
cilor until  the  annual  session.  Then  a councilor  is 
elected  as  provided  above  to  complete  the  three  (3) 
year  term.  The  alternate  so  seated  becomes  a voting 
member  of  the  Council.  If  the  incomplete  term  is 
for  less  than  two  (2)  years,  the  elected  councilor  is 
eligible  for  two  (2)  more  terms. 

8.313  A summary  of  Council  activities  and  re- 
ports to  it  between  sessions  of  the  House  of  Dele- 
gates is  submitted  to  the  House  at  each  annual  meet- 
ing. 

8.4  Council  Districts 

Council  Districts  are  comprised  as  follows: 

8.41  District  #1:  Atchison,  Brown,  Doniphan, 
Jackson,  Jefferson,  Leavenworth,  Marshall,  Ne- 
maha, and  Washington  Counties. 

8.42  District  #2;  Wyandotte  County. 

8.43  District  #3:  Johnson  County. 

8.44  District  #4:  Allen,  Bourbon,  Cherokee, 
Crawford,  Labette,  Montgomery,  Neosho,  Wilson 
and  Woodson  Counties. 

8.45  District  #5:  Clay,  Geary,  Pottawatomie, 
and  Riley  Counties. 

8.46  District  #6:  Shawnee  County. 

8.47  District  #7:  Chase,  Coffey,  Lyon,  Morris, 
Osage  and  Wabaunsee  Counties. 

8.48  District  #8:  Butler,  Cowley  and  Green- 
wood Counties. 

8.49  District  #9:  Cloud,  Dickinson,  Jewell, 
Mitchell,  Ottawa,  Republic  and  Saline  Counties. 

8.410  District  #10:  Harvey,  McPherson,  Mar- 
ion, Reno  and  Rice  Counties. 

8.411  District  #11:  Sedgwick  County. 

8.412  District  #12:  Barber,  Harper,  Kingman, 
Pratt  and  Sumner  Counties. 

8.413  District  #13:  Ellis,  Ellsworth,  Graham, 
Lincoln,  Ness,  Osborne,  Phillips,  Rooks,  Rush, 
Russell,  Smith  and  Trego  Counties. 

8.414  District  #14:  Barton,  Pawnee  and  Staf- 
ford Counties. 

8.415  District  #15:  Clark,  Comanche,  Ed- 
wards, Ford,  Gray,  Hodgeman,  Kiowa,  Meade  and 
Seward  Counties. 

8.416  District  #16:  Cheyenne,  Decatur,  Gove, 


Logan,  Norton,  Rawlins,  Sheridan,  Sherman, 
Thomas  and  Wallace  Counties. 

8.417  District  #17:  Finney,  Grant,  Greeley, 
Hamilton,  Haskell,  Kearney,  Lane,  Morton,  Scott, 
Stanton,  Stevens  and  Wichita  Counties. 

8.418  District  #18:  Anderson,  Douglas,  Frank- 
lin, Linn  and  Miami  Counties. 

8.419  District  #19:  Allen,  Chautauqua,  Elk, 
Montgomery,  Neosho,  Wilson  and  Woodson  Coun- 
ties. 

8.5  Notification  of  Councilor  Election 

The  Executive  Director  will  notify  all  component 
societies  in  a given  Council  district  three  (3)  months 
prior  to  the  annual  session  at  which  its  councilor 
term  ends.  A poll  may  be  held  in  the  district  before 
the  annual  session  to  select  the  new  councilor  whose 
official  election  is  held  as  provided  above. 

8.6  Councilor  Term  of  Office 

Each  councilor  is  elected  for  three  (3)  years.  He 
may  serve  two  (2)  successive  terms  except  as  limited 
above  (8.313).  On  one  year,  terms  begin  for  coun- 
cilors in  Districts  1,  3,  5,  8,  9 and  17;  the  next  year 
in  Districts  2,  4,  11,  13,  14,  15  and  19;  the  third 
year  in  Districts  6,  7,  10,  12,  16  and  18. 

8.7  Duties  of  the  Councilor 

The  councilor  represents  the  members  of  his  dis- 
trict in  the  government  of  the  Society.  He  is  ex- 
pected to  know  their  needs  and  represent  them  fairly. 
Conversely,  he  represents  the  Society  to  the  mem- 
bers of  his  district,  giving  rise  to  some  of  these 
duties  by  which  he  is  bound  but  not  limited: 

8.71  He  must  afford  societies  within  his  district 
complete  understanding  of  Society  policy  and  ac- 
tivities. 

8.72  He  must  visit  each  component  society  in  his 
district  at  least  once  annually. 

8.73  He  must  function  as  censor  and  peacemaker 
in  his  district. 

8.74  He  must  aid  in  improving  the  organization 
of  the  societies  in  his  district  for  their  own  efficiency 
jand  to  augment  the  proper  function  of  this  Society. 

I 8.75  He  will  call  a district  meeting  at  the  request 
of  the  President. 

8.76  He  is  expected  to  attend  meetings  of  the 
Council.  If  he  cannot  be  present,  he  must  notify  his 
alternate  who  will  sit  in  the  Council  for  him  and 
exercise  the  vote  of  his  district.  His  failure  to  notify 
his  alternate  after  two  (2)  consecutive  absences  will 
represent  resignation  and  the  component  societies 
i in  the  district  will  select  his  successor  to  fill  the 
pnexpired  term  of  his  appointment. 


8.77  He  is  obliged  to  teach  his  alternate  the  du- 
ties of  councilor,  to  acquaint  the  alternate  with 
Council  policies  and  procedures,  and  to  keep  him 
informed  of  current  Society  transactions. 

8.78  He  serves  as  a voting  member  of  the  House 
of  Delegates  during  his  Council  tenure  (See  5.24). 

9.0  COMMITTEES  AND  COMMISSIONS 

Commissions  and  Committees  are  appointed  by 
the  President  for  a one-year  term.  The  Chairman, 
size  and  membership  of  such  commissions  and  com- 
mittees shall  be  designated  by  the  President.  Com- 
missions and  Committees  may  introduce  resolutions 
for  consideration  by  the  House  of  Delegates. 

9.1  Judicial  Committee 

There  shall  be  a Judicial  Committee  representing 
different  specialties.  One  member  of  the  committee 
shall  be  a physician  representing  the  Kansas  State 
Board  of  Healing  Arts.  The  President  shall  appoint 
the  committee  subject  to  approval  by  the  Council. 
The  majority  of  the  Judicial  Committee  shall  con- 
stitute a quorum  and  the  affirmative  vote  of  a ma- 
jority of  those  members  present  shall  constitute  the 
action  of  the  Judicial  Committee. 

9.11  The  Committee  shall  invite  as  a temporary, 
ex-officio  member  the  councilor  from  whose  district 
a complaint  or  possible  cause  of  action  shall  have 
been  submitted.  In  the  event  that  the  councilor  is 
the  subject  of  the  complaint  or  cause  of  action,  the 
alternate  councilor  shall  sit  in  his  place. 

9.12  In  the  event  that  any  member  of  the  Com- 
mittee is  the  subject  of  the  complaint  or  cause  of 
action,  he  shall  be  excluded  during  the  Committee’s 
deliberations  and  action  on  such  complaint  and  from 
Committee  membership,  but  shall  otherwise  retain 
the  same  rights  and  privileges  as  any  other  member 
of  this  Society. 

9.13  The  Judicial  Committee  is  charged  with  the 
responsibility  of  reviewing  and  acting  on  grievances 
or  matters  of  ethics  involving  a member  of  this 
Society.  The  committee  will  conduct  such  inquiries 
and  investigations  as  are  needed  to  render  timely 
decisions  on  matters  referred  to  it.  Decisions  of  the 
committee  may  be  appealed  to  the  Council.  The 
decision  of  the  Council  on  such  appeals  is  final  and 
subject  to  no  higher  appeal  within  this  Society.  The 
committee  may  utilize  such  consultants  and  advi- 
sory committees  as  it  may  require. 

9.14  The  Judicial  Committee  shall  receive  writ- 
ten complaints  from  any  person,  whether  or  not  he 
or  she  is  a physician,  a member  of  this  Society,  a 
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patient  of  a physician,  or  any  other  person,  lay  or 
professional. 

9.15  After  investigation  of,  impartial  hearing  of, 
and  deliberation  upon  a complaint,  the  Judicial 
Committee  by  majority  vote,  may: 

9.151  Consider  the  case  closed. 

9.152  Recommend  settlement. 

9.153  Express  its  advice  to  a member  of  this 
Society  on  any  matter  pertaining  to  his  or  her  profes- 
sional conduct. 

9.154  Recommend  to  the  Council  of  the  Society: 

9.1541  That  it  take  action  to  expel,  suspend  or 
reprimand  a member. 

9.1542  Submit  proposed  charges  to  an  appro- 
priate state  or  federal  law  enforcement  agency. 

9.1543  Submit  the  case  and  findings  to  the  Kan- 
sas State  Board  of  Healing  Arts. 

9.16  Upon  reaching  a decision,  the  Judicial 
Committee  chairman  shall  transmit  to  the  Council 
and  the  Board  of  Healing  Arts  a written  statement 
and  explanation  of  the  final  decision  as  soon  as 
possible  after  the  committee  has  completed  the  in- 
vestigation of  the  case  and  has  arrived  at  its  deci- 
sion. 

9.17  The  Judicial  Committee  shall  keep  a com- 
plete record  of  all  complaints,  answers,  findings  and 
final  disposition  of  its  decisions  and  disposal  of 
complaints,  and  shall  prepare  an  annual  report  to 
the  Kansas  Medical  Society. 

9.18  The  Judicial  Committee  shall  not  at  any 
time  exceed  or  take  by  assumption  any  authority 
other  than  that  granted  by  this  Constitution  and  By- 
Laws. 

9.2  Committee  on  State  Meeting  Format 

The  Committee  on  State  Meeting  Format  is  com- 
prised of  the  most  recent  general  chairman  of  the 
annual  session  from  each  city  where  sessions  are 
held.  The  term  of  office  ends  when  a new  general 
chairman  is  appointed  by  the  respective  component 
society.  The  President  Elect  is  chairman  of  this  com- 
mittee which  meets  not  later  than  sixty  (60)  days 
after  each  annual  session  in  the  host  city  for  the 
next  session.  The  meeting  is  held  to  review  with 
the  local  planning  committee  plans  for  the  coming 
session.  The  committee  further  recommends  a gen- 
eral meeting  plan  to  the  host  society  selected  for 
two  (2)  years  later. 

9.3  Policy  Statements 

Public  statements  of  policy  by  commissions  or 
committees  have  only  the  force  of  recommenda- 


tions, becoming  Society  policy  after  approval  of  the 
House  of  Delegates  or  the  Council. 

9.4  Expenditures 

Expenditures  by  commissions  or  committees  must 
have  prior  approval  of  the  House  of  Delegates  or 
the  Council  to  be  binding  on  the  Society.  No  con- 
tract or  monetary  obligation  shall  be  incurred  in  the 
name  of  the  Kansas  Medical  Society  by  any  mem- 
ber, employee  or  agent  until  he  is  authorized  by  the 
House  of  Delegates,  the  Council  or  the  Executive 
Committee.  Authorization  cannot  extend  beyond  the 
next  annual  session. 

10.0  THE  EDITORIAL  BOARD 

10.1  Composition  and  Appointment 

The  Editorial  Board  is  comprised  of  the  society 
members,  appointed  by  the  Council.  When  a va- 
cancy occurs  it  is  to  be  filled  for  the  unexpired  term 
at  the  next  meeting  of  the  Council. 

10.2  Duties  of  the  Chairman 

10.21  To  direct  the  operation  of  the  Board  and 
be  the  Editor  of  Kansas  Medicine. 

10.22  To  make  reports  to  the  House  and  Council 
of  the  activities  of  the  Board. 

10.3  Duties  of  the  Board 

10.31  To  perform  the  functions  necessary  to  the 
publication  of  Kansas  Medicine  and  other  publi- 
cations as  considered  necessary  by  the  House  of 
Delegates  or  the  Council. 

10.32  The  Board  may  appoint  associate  editors 
from  any  Council  district  for  particular  functions  in 
fulfillment  of  its  duties. 

10.33  The  Board  with  its  associate  editors  shall 
meet  at  the  call  of  the  chairman. 

10.4  Financial  Regulations 

10.41  The  Board  is  enjoined  to  maintain  Kansas 
Medicine  within  budgetary  limits  established  by  the 
Council. 

10.42  Expenditures  authorized  by  the  Board  are 
to  be  paid  by  the  Kansas  Medical  Society  upon 
authorization  by  the  Business  Manager  of  Kansas 
Medicine. 

11.0  COMPONENT  SOCIETIES 

11.1  Definition 

Component  societies  are  groups  of  physicians  or- 
ganized in  the  State  of  Kansas,  adopting  principles 
of  organization  in  accordance  with  these  By-Laws 

and  receiving  a charter  from  this  Society. 

11.2  Charter  Requirements 
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11.21  Each  county  shall  be  included  among  the 
component  societies  in  this  state,  but  only  one  (1) 
component  society  may  be  chartered  in  a county. 

11.22  New  component  societies  will  not  be  char- 
tered with  fewer  than  ten  (10)  members. 

11.23  Physicians  in  counties  with  too  few  phy- 
sicians for  a successful  organization  may  affiliate 
with  those  of  adjoining  counties  to  form  a multi- 
county component  society. 

11.24  Charters  are  granted  to  component  socie- 
ties upon  action  of  the  Council  as  provided  above 
(8.32). 

11.25  Following  Council  recommendation,  the 
House  of  Delegates  may  revoke  the  charter  of  a 
component  society  whose  actions  conflict  with  these 
By-Laws. 

11.26  If  the  active  membership  of  a component 
society  falls  below  four  (4)  in  number,  its  charter 
shall  be  revoked  and  the  members  reassigned  by  the 
Council  to  one  of  the  following  alternatives: 

11.261  Attach  the  entire  membership  to  the  near- 
est component  society. 

11.262  Attach  the  entire  membership  to  any  ad- 
jacent medical  society  by  unanimous  request  of  the 
members. 

11.263  Attach  the  members  separately  to  adja- 
cent medical  societies  for  reasonable  cause. 

11.3  General  Regulations 

Component  societies  may  set  rules  for  member- 
ship qualification,  organization  and  transaction  of 
business  except  as  specifically  limited  in  these  By- 
Laws. 

11.4  Regulations  For  Membership 

11.41  Since  membership  in  this  Society  is  de- 
pendent on  that  of  the  component  society  except  as 
noted  in  Section  11.411,  any  reputable  and  ethical 
physician  with  the  degree  of  Doctor  of  Medicine  or 
Osteopathy,  or  their  equivalent,  from  an  accredited 
medical  or  osteopathic  school,  fully  licensed  to 
practice  medicine  and  surgery  by  the  Kansas  State 
Board  of  Healing  Arts,  and  the  majority  of  his 
professional  work  being  conducted  in  the  state,  shall 
have  the  privilege  of  applying  for  component  so- 
ciety membership.  Also  eligible  for  membership 
shall  be  students  attending  accredited  medical 
schools  in  Kansas. 

11.411  Medical  students  and  resident  physicians 
shall  be  eligible  for  membership  in  the  Kansas  Med- 
ical Society  by  applying  through  the  component 
medical  society  or  by  applying  directly  to  the  Stu- 
dent or  Resident  Physician  Section. 


11.42  A physician  may  not  hold  active  mem- 
bership in  two  component  societies. 

11.43  No  physician  may  be  an  active  member 
of  a component  society  without  becoming  a member 
of  the  Kansas  Medical  Society  and  the  American 
Medical  Association. 

11.44  A physician  living  in  one  county  but  con- 
ducting his  practice  in  another  is  eligible  for  mem- 
bership in  the  county  where  the  majority  of  his  work 
is  performed.  He  may  maintain  active  membership 
for  reason  of  convenience  in  the  county  of  his  res- 
idence only  with  the  permission  of  the  society  within 
whose  jurisdiction  he  practices. 

11.5  Movement  Within  the  State 

A member  of  any  component  society,  upon  es- 
tablishing the  majority  of  his  practice  in  the  area  of 
another  component  society,  may  retain  his  original 
membership  only  with  the  permission  of  the  society 
into  whose  jurisdiction  he  moves. 

11.6  Transfer  of  Membership 

A member  desiring  to  transfer  membership  from 
one  component  society  to  another  applies  to  the  new 
society  in  the  same  manner  as  an  original  applicant. 
His  application  is  accompanied  with  an  appropriate 
recommendation  and  a report  of  his  standing  in  the 
previous  society,  attested  by  the  president.  When 
the  application  has  been  acted  upon,  the  secretary 
will  notify  the  applicant  at  once  of  the  society’s 
decision.  The  secretary  of  the  previous  society  is 
also  notified  since  acceptance  by  the  new  society 
requires  that  he  be  dropped  from  the  roll  of  previous 
membership.  Rejection  by  the  new  society  does  not 
affect  membership  status  in  the  previous  society. 

11.7  The  Annual  Report 

The  secretary  of  each  component  society  will 
maintain  a roster  of  its  membership  and  of  non- 
affiliated  registered  doctors  of  medicine  or  oste- 
opathy within  its  boundaries.  The  roster  must  in- 
clude for  each  member  his  address,  medical  or  os- 
teopathic school  and  date  of  graduation,  date  of 
license  to  practice  in  Kansas,  and  the  dates  of  past 
changes  in  membership  status.  Only  the  names  and 
addresses  of  non-members  need  be  recorded. 

On  or  before  the  first  day  of  February,  the  sec- 
retary shall  forward  a current  roster  to  the  Executive 
Office,  including  notations  of  death  or  change  of 
membership  status  among  members  and,  as  far  as 
possible,  among  non-members. 

11.8  Dues  and  Assessments 

11.81  All  dues  owed  the  Society  should  be  re- 
mitted before  the  first  of  February  of  each  year  un- 
less permission  for  a delay  is  secured  from  the  Pres- 
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ident.  The  remittance  may  not  be  delayed  beyond 
the  first  of  April  of  the  same  year.  The  number  of 
delegates  of  all  component  societies  shall  be  deter- 
mined on  the  basis  of  information  regarding  mem- 
bership available  to  the  state  society  office  as  of 
March  15  of  each  year;  and  a list  of  delegates  and 
alternates  shall  be  submitted  to  the  Executive  Di- 
rector no  later  than  March  20  of  each  year  for  the 
purpose  of  publishing  the  names  in  the  program  of 
the  annual  meeting  in  May.  Assessments  are  due 
under  the  same  rule  unless  special  provisions  are 
set  by  the  Council. 

11.811  A member  delinquent  in  the  payment  of 
his  dues  on  April  1 of  that  dues-paying  year  shall 
be  suspended. 

11.8111  A member  remaining  in  arrears  as  of 
July  1 of  that  dues  paying  year  shall  be  removed 
from  the  membership  rolls. 

11.82  Individual  checks  of  funds  for  dues  to  the 
American  Medical  Association  are  transmitted  from 
the  treasurer  of  the  component  society  through  the 
Executive  Office  to  the  proper  destination. 

11.83  A component  society  failing  to  pay  its  dues 
or  assessments  according  to  these  By-Laws  is  sus- 
pended from  membership  in  the  Society  until  the 
requirements  are  met  or  until  written  certification 
of  the  suspension  of  members  in  arrears  is  received 
by  the  Executive  Office. 

11.831  Any  member  dropped  from  the  member- 
ship rolls  for  delinquent  dues  shall  be  readmitted 
only  after  applying  as  a new  member. 

11.84  A component  society  suspended  from 
membership  in  violation  of  this  section  is  not  eli- 
gible collectively  or  individually  to  participate  in 
the  proceedings  of  this  Society  nor  seats  in  the  House 
of  Delegates  until  the  deficiency  has  been  corrected. 

11.85  Punitive  action  will  not  be  instituted  against 
a component  society  certifying  that  members  in  ar- 
rears have  sufficient  cause  from  illness,  leave  of 
absence,  or  otherwise,  which  prevents  the  practice 
of  their  profession.  If  the  component  society  finds 
cause  to  waive  the  local  dues  of  a delinquent  mem- 
ber, a written  account  should  be  sent  to  the  Exec- 
utive Office.  The  Council  will  then  determine 
whether  the  waiver  should  be  properly  extended  to 
the  dues  of  the  Society.  The  secretary  of  the  con- 
cerned component  society  will  be  notified  of  the 
Council  decision  by  its  district  councilor. 


12.0  RULES  OF  ORDER 

Deliberations  of  this  Society  and  its  subsidiary 
Council,  sections,  commissions  and  committees  shall 
be  governed  by  these  By-Laws,  and  when  not  oth- 
erwise specified  by  the  provisions  of  Sturges’  Stand- 
ard Code  of  Parliamentary  Procedure. 

“The  Rules  of  Order  and  By-Laws  of  this  Society 
may  be  suspended  at  any  time  by  a vote  of  two- 
thirds  of  those  delegates  present.” 

13.0  OFFICIAL  STATEMENTS 

Memorials,  resolutions  or  opinions  of  any  char- 
acter which  conflict  with  policies  of  the  House  of 
Delegates  shall  not  be  issued  in  the  name  of  the 
Kansas  Medical  Society.  No  obligation,  oral  or 
written,  shall  be  incurred  in  the  name  of  the  Kansas 
Medical  Society  by  any  member,  employee  or  agent 
unless  the  same  has  been  previously  authorized  by 
vote  of  the  House  of  Delegates,  or  the  Council,  or 
the  Executive  Committee  and  no  such  authority  shall 
be  extended  beyond  the  next  annual  meeting  of  the 
House  of  Delegates. 

14.0  MEDICAL  ETHICS 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  shall  govern  the  conduct  of 
members. 

15.0  AMENDMENTS 

These  By-Laws  may  be  amended  by  a two-thirds 
majority  of  the  House  of  Delegates  present  provided 
such  amendment  has  been  considered  by  a reference 
committee. 

RESOLUTION  OF  ADOPTION 

Be  it  hereby  resolved  that  this  revised  Constitu- 
tion and  By-Laws  shall  be  in  full  force  and  effect 
at  the  close  of  the  meeting  of  its  adoption  and  shall 
supersede  all  prior  Constitutions,  By-Laws  and 
Amendments. 

Likewise,  officers,  councilors,  board  and  com- 
mittee members  holding  offices  for  definite  terms 
under  the  previous  Constitution  and  By-Laws  shall 
serve  until  expiration  of  term  for  which  elected  and 
until  their  successors,  as  provided  by  this  revised 
Constitution  and  By-Laws,  are  duly  elected,  qual- 
ified and  installed. 
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PRESIDENT’S  MESSAGE 


It  seems  but  a few  short  weeks  ago  that  Kansas 
physicians  were  engrossed  in  efforts  at  tort  reform 
in  the  state  legislature  and  were  looking  forward  to 
a brighter  and  better  future. 

The  Annual  Meeting,  the  end  of  school,  vacation 
plans  all  followed.  Summer  for  many  of  us  repre- 
sents a variety  of  interests  — trips  to  the  mountains, 
fishing,  boating,  or  just  plain  sitting  in  the  shade 
with  a good  book. 

Summer  has  gone  entirely  too  quickly.  We’re 
suddenly  faced  with  the  children’s  return  to  school, 
the  renewal  of  fall  schedules  with  all  its  meetings, 
the  anticipation  of  an  Indian  Summer,  and  yes,  win- 
ter too. 

I hope  we  all  had  an  opportunity  this  summer  to 
assess  where  we  are,  where  we’re  going,  and  how 
our  actions  might  affect  the  lives  of  our  patients  and 
those  around  us  in  our  daily  activities.  We  as  phy- 
sicians have  great  responsibilities  — perhaps  more 
so  now  than  at  any  time  in  the  history  of  medicine. 
Patients  and  friends  still  look  to  us  for  guidance  and 
leadership.  With  the  help  of  God,  let  us  provide 
that  care  and  concern  of  which  we’re  capable  and 
not  only  keep,  but  upgrade,  the  quality  of  medical 
care  in  Kansas.  Medicine  indeed  has  a proud  her- 
itage and  we  can  make  it  even  better  with  a united 
effort  in  all  of  the  arenas  we  face,  whether  it  be 
hospital,  school  board,  political  involvement,  or  just 
giving  good  patient  care. 

As  you  know  by  now,  the  constitutional  challenge 
to  the  new  malpractice  law  was  recently  filed  in  the 
District  Court  of  Johnson  County,  and  KMS  will 
participate  in  the  case  to  assure  that  the  intent  of 
the  new  law  is  preserved.  We  are  also  closely  mon- 
itoring the  activities  of  several  legislative  interim 
committees.  The  structure,  operation,  and  financing 
of  the  Board  of  Healing  Arts,  access  to  health  care 
ifor  the  medically  indigent,  and  the  issue  of  tort 


reform  and  liability  insurance  from  a broad  per- 
spective are  all  being  studied. 

Fall  meetings  in  Council  districts  are  scheduled 
across  the  state.  I urge  you  to  attend  your  district 
meeting  and  voice  the  issues  and  ideas  of  concern 
to  you.  Your  involvement  and  input  are  key  ingre- 
dients to  the  continuation  of  our  strong  organization. 

I hope  you  have  had  a good  summer,  and  I extend 
best  wishes  for  a pleasant  and  productive  fall  sea- 
son. 
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EDITORIAL  COMMENT 


^ 

Rights  — Of  Wrongs? 


Latter  day  patriots  who  claim  “Constitutional 
rights”  are  fond  of  identifying  themselves  with  the 
“Founding  Fathers”  thereby  establishing  a “buddy” 
connection  with  that  group  and  a special  knowledge 
of  what  the  Founding  Fathers  really  meant  to  say. 
The  actual  formulation  of  the  Constitution  indicates, 
however,  that  those  writers  were  very  human  in- 
dividuals who  managed  by  their  talents  to  produce 
a documentary  masterpiece,  an  instrument  of  gov- 
ernment unsurpassed  in  human  history.  While  spe- 
cific instructions  were  promptly  necessary  (in  the 
form  of  the  Bill  of  Rights),  its  greatness  has  been 
demonstrated  in  its  survival  and  in  its  resistance  to 
changes  and  additions  unless  a clear  need  was  shown. 

Then  and  since,  the  prevailing  theme  has  been 
the  preservation  of  individual  rights.  The  concept 
of  “rights”  is  a blend  of  the  idealistic  and  practical 
born  to  turmoil  since  its  guarantee  of  rights  to  a 
wide  spectrum  of  individuals  results  in  as  many 
interpretations.  Many  such  individuals,  unable  to 
articulate  their  thoughts  or  amplify  their  opinions, 
become  represented  by  others  with  more  facility  of 
communication  (or  money),  and  a new  group  is 
formed  to  demand  those  rights  at  every  opportunity 
with  dire  predictions  of  the  fate  of  the  nation  if  they 
are  not  fulfilled  in  accordance  with  the  group’s  inter- 
pretations. 

In  essence,  rights  are  a bridge  connecting  the 
human  function  with  the  group  culture.  The  Amer- 
ican result  is  largely  taken  for  granted  by  Ameri- 
cans, but  accounts  for  the  fact  that  some  — both 
visitors  and  immigrants  — are  favorably  impressed 
by  experiencing  this  expression  of  freedom.  Some, 
however,  find  such  freedom  hard  to  handle  and  feel, 
in  fact,  more  secure  when  there  are  not  so  many 
choices  — expressed  by  some  as  freedom  from  the 
stresses  imposed  by  the  American  system. 

No  rights  of  individuals  should  be  higher  than 
those  that  exist  between  physician  and  patient.  Phy- 
sicians occupy  a unique  position  in  the  human  rights 
effort  since  no  group  is  more  closely  involved  in 
such  rights  as  expressed  in  the  vital  ones  of  the 
provision  of  medical  care.  But  rights  do  not  nec- 


essarily make  for  a comfortable  course.  The  scene 
is  disturbed  by  the  inevitable  conflicts  when  they 
clash  in  their  struggle  for  dominance.  Medical  care 
today  seemingly  exemplifies  this  in  countless  ways. 
Many  of  the  sins  being  visited  on  the  heads  of  phy- 
sicians stem  from  what  was  once  viewed  as  a proper 
blending  of  the  rights  of  patients  to  receive  medical 
care  and  physicians’  rights  to  provide  it  within  le- 
gitimate medical  capacities.  The  system  worked  well 
within  the  social  framework  and  political  dictates 
of  the  day  and  promoted  the  general  welfare  in  un- 
conscious support  of  the  Constitution’s  preamble. 

Flerein  lie  the  roots  of  the  profession’s  malaise 
in  the  latter  part  of  the  20th  century.  Beleaguered 
by  the  emergence  of  numerous  elements  that  seek 
to  control  its  forms  of  expression,  the  profession 
has  necessarily  sought  to  grapple  with  the  current, 
almost  daily,  changes  while  adhering  to  ancient  ded- 
ications. Much  of  the  disenchantment  of  some  phy- 
sicians with  the  organizational  establishments  lies 
in  the  differing  interpretations  of  rights  since  these 
groups  must  ultimately  take  a stand  on  a large  va- 
riety of  issues,  and  few  individuals  will  find  them- 
selves in  total  sympathy  with  all  the  results. 

The  complexion  of  rights  as  well  as  the  flesh  has 
changed.  In  a diverse  society  (and  none  approaches 
ours  in  its  derivation  from  differing  national  and 
ethnic  origins),  it  is  all  but  impossible  to  find  a right 
that  does  not  in  some  way  encroach  on  or  require 
accommodation  by  those  of  others,  a condition  that 
restrains  a totally  free  exercise  of  rights.  The  right 
to  accept  certain  dangers  or  risks  (known  or  yet  to 
be  learned)  must  be  tempered  by  the  effect  of  its 
mischance  on  the  lives  and  rights  of  others. 

The  favorite  ploy  of  pressure  groups  today  is  to 
proclaim  that  this  or  that  perceived  restriction  will 
lead  to  a social  malignancy  that  will  destroy  all 
rights.  The  need  for  constant  vigilance  is,  indeed, 
inherent  in  the  system.  The  implication  that  only 
this  or  that  interpretation  of  the  matter  can  save 
society  from  destruction  is  an  insult  to  the  intelli- 
gence of  that  society  which  must  make  the  final 
judgment.  — D.E.G. 


JfL- 
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MEDICINA  ET  LEX 


COBRA  and  Emergency  Room  Care 

WAYNE  T.  STRATTON,  J.D.*  Topeka 


On  April  7,  1986  President  Reagan  signed  the  Con- 
solidated Omnibus  Budget  Reconciliation  Act  of 
1985.  This  Act,  which  is  known  as  COBRA,  be- 
came effective  August  1,  1986.  COBRA  creates  a 
new  federal  tort  for  the  failure  of  health  care  prov- 
iders to  stabilize  patients  seeking  emergency  med- 
ical care  before  transfer  to  another  facility.  The  duty 
created  by  section  9121  of  the  Act  applies  to  all 
patients,  whether  they  are  eligible  for  Medicare  ben- 
efits or  not. 

COBRA  creates  a new  cause  of  action  against 
physicians  and  hospitals.  Suit  may  be  filed  in  federal 
court  for  damages  for  violations  of  the  act.  While 
proper  documentation  will  not  necessarily  insulate 
providers  from  suit,  it  can  provide  a valuable  de- 
fense to  a lawsuit  by  showing  that  all  appropriate 
steps  were  taken  to  insure  the  patient’s  welfare. 
Proper  documentation  can  also  show  full  compli- 
ance with  the  provisions  of  the  law.  While  the  pro- 
visions of  COBRA  appear  to  be  of  primary  impor- 
tance to  hospitals,  they  do  impact  upon  all  physicians 
who  treat  patients  in  the  emergency  room. 

Basically,  any  patient  who  requests  emergency 
treatment  must  be  given  a medical  screening  ex- 
amination. This  examination  determines  whether  an 
emergency  medical  condition  exists  or  if  the  patient 
is  in  active  labor.  If  either  situation  is  present,  the 
hospital  must  provide  whatever  medical  treatment 
is  necessary  to  stabilize  the  patient  before  the  patient 


*KMS  Legal  Counsel 

Editor’ s Note:  This  is  the  11th  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  an.swers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603; 
(1-800-332-0248. 


may  be  moved  to  another  facility.  The  degree  of 
care  rendered  must  be  sufficient  to  assure  within  a 
reasonable  medical  probability  that  no  material  de- 
terioration of  the  patient’s  condition  is  likely  to  re- 
sult. It  is  only  after  such  care  has  been  actually 
given  that  the  patient  may  be  transferred  to  another 
facility. 

There  are  exceptions  to  this  care  before  transfer 
rule.  When  the  physician  certifies  that  the  benefits 
of  transfer  outweigh  the  risks,  the  patient  may  be 
transferred  before  his  or  her  condition  has  been  sta- 
bilized. Specifically,  the  physician  must  find  that 
the  medical  benefits  reasonably  expected  from  the 
provision  of  appropriate  medical  treatment  at  an- 
other medical  facility  outweigh  the  increased  risks 
to  the  individual’s  medical  condition  in  effecting 
the  transfer.  The  law  is  unclear  whether  the  phy- 
sician may  consider  the  absence  of  appropriate  fa- 
cilities at  the  first  hospital  when  making  this  deci- 
sion on  risks  and  benefits. 

When  the  patient  refuses  to  consent  to  exami- 
nation or  treatment,  the  obligation  to  stabilize  the 
patient  prior  to  transfer  its  removed.  The  obligation 
also  does  not  exist  when  the  patient  affirmatively 
requests  transfer  to  another  facility.  In  cases  where 

(Continued  on  page  26  J) 


Kansas  Medicine  • September  198b  • 259 


iimi  lAfty  Mifl- 


JANUARY 


JANUARY  1990 

~T~  T\icstoFJWedneid^.'jl^^ 


Saturd»y 


Friday 


Monday 


JANUARY  1986 


Monday 


Wednesday 


Thursday 


Saturday 


CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  mediccil  malpractice  insurer  finan- 
ci^ly  sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  mEilpractice  protection  good 
now. . . cind  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financi^  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  mcdpractice  progreims. 


As  a leaden  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individucd  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


The  MGMA/AGPA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Company, 
one  of  the  CNA  Insurance  Companies. 


CNA  i 

For  AH  the  Commitments  You  Mai 


Thank  you  for  your  loj^al  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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There’s  never  been 
a better  time  for  her. 
and 

PREMARIN 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!'^  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARBM® 

(Conjugated  Estrogens  Tablets) 


PREMARBM® 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 
Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA, 

Three  independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4,5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Althouph  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘natural’  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Altnough  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000,  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  fhese  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  tbe  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION;  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares’ 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg.  0.625  mg,  0.9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0,625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP);  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized , 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  condifions:  1 . 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease,  2 Known  or  suspected  estrogen-dependent  neoplasia  3.  Known  or  suspected  pregnancy  (See  Boxed 
Warning),  4.  Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders, 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning.)  At  thepresent 
time  mere  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
ot  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  tor  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  In  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombopniebitis,  pulmonary  embolism,  stroke,  and 
myocardial  Infarction,  Cases  of  refinal  thrombosis,  mesenterictbrombosis.  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  In  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombopblebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  esfrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed . Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  Tbe  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  mefabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinepbrine-induced  platelet  aggregability. 

c.  increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  free  T4  concentration  is  unaltered. 

d.  Impaired  giucose  tolerance, 

e.  Decreased  pregnanediol  excretion. 

f.  Reduced  response  to  metyrapone  test. 

g Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration.  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema:  changes  in  libido, 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN: 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

1 , Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  ^mptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1,25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  snould  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals, 

2.  Given  cyclically:  Female  castration.  Osteoporosis,  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 

upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that  j 
will  provide  effective  control.  Osteoporosis— 0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks  ! 
on  and  one  week  off),  I 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures  i 
taken  to  rule  out  malignancy  In  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN'^  Brand  of  conjugated  estrogens  Vaginal  Cream  | 

Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  j 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals,  ^ 

Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and  I 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  tbe  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 

1.  \A/hitebead  Ml,  Townsend  PT,  Pryse-Davies  J,  et  al:  Effects  ot  estrogens  and  progestins  on  the  biochemistry  and  ■ 
morphology  of  the  postmenopausal  endometrium.  N fng/JMecM981;305:1599-1605  2.  Paterson  MEL.  Wade-  j 
Evans  T Sturdee  OW,  et  al:  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the  i 
climacteric,  fir  Med  J 1980;280:822-824.  3.  Magos  AL,  Brincat  M,  Studd  JWW,  et  al:  Amenorrhea  and  i 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women.  Obstet 
GyneconWS:  67: 496-499,  4.  Whitehead  Ml,  Lane  G,  SIddle  N,  et  al:  Avoidance  of  endometrial  hyperstimulation  i 
in  estrogen-treated  postmenopausal  women.  Semin  Reprod  Endocrinol  1983;1:1;41-52,  5.  Barnes  RB,  Roy  S,  I 
Lobo  RA;  Comparison  of  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone  j 
acetate  treatment  in  postmenopausal  women,  Ofisfef  G)rneco/1985;66:216-219. 
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another  hospital  has  far  better  facilities  for  stabiliz- 
ing and  treating  the  patient,  the  physician  should 
inform  the  patient  of  available  options. 

Physicians  should  document  all  actions  taken  in 
the  emergency  room.  The  physician  should  sign  a 
medical  report  that  states  the  presence  or  absence 
of  an  emergency  condition  or  active  labor.  When 
an  emergency  condition  or  active  labor  exists,  and 
a transfer  is  indicated,  a document  should  be  pre- 
pared and  signed  by  the  physician  prior  to  the  pa- 
tient’s transfer  or  release.  That  document  should 
indicate  the  reasons  for  transfer  as  set  forth  in  the 
statute  (patient’s  refusal  of  treatment,  patient’s  re- 
quest for  transfer,  patient’s  condition  has  been  sta- 
bilized, or  the  benefits  of  treatment  in  another  fa- 
cility outweigh  the  risks  of  transfer) . It  is  advisable 
that  the  patient  sign  this  document. 

When  a patient  with  an  emergency  condition  is 
transferred  to  another  facility,  the  physician  should 
sign  a document  that  contains  the  following  infor- 
mation: identity  of  the  transferee  facility,  availa- 
bility of  space  and  qualified  personnel  at  the  trans- 
feree facility,  the  patient’s  acceptance  by  the 
transferee  faeility,  transmittal  of  medical  records  to 
the  transferee  facility,  and  the  means  of  transpor- 
tation to  the  facility.  This  document  should  be  in- 
cluded in  the  patient’s  medical  records. 


Political  action 
begins  with 
voter  registration  . . . 

ARE  YOU 
REGISTERED 
TO  VOTE? 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

54th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

OCTOBER  27,  28  and  29,  1986 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 


EMERGENCY  MEDICINE 
KANSAS  CITY,  MISSOURI 

An  emergency  medicine  specialist  is  being 
sought  to  complete  existing  team  of  physicians 
providing  emergency  department  coverage  at 
prestigious  600-bed  Kansas  City  hospital.  Ex- 
cellent nursing  and  subspecialty  backup.  This 
career  opportunity  offers  an  excellent  rate  of 
compensation,  full  protection  with  occurrence 
malpractice  insurance,  flexibility  in  scheduling, 
relocation  assistance,  CME  allowance,  plus 
more.  For  additional  information  contact: 

DAN  HOWARD 

SPECTRUM  EMERGENCY  CARE,  INC. 

P.  O.  Box  27352 
St.  Louis,  MO  63141 
1-800-325-3982  (toll  free) 
314-878-2280  (in  MO) 
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YOUR  MICRO  — TO  OUR 
MAINFRAME  AND  BACK!! 


r 


• The  ease  and  Convenience  of  Personal  Computing 
with  the  Power  of  Mid-America’s  two  million  dollar 
computer. 

• Why  buy  Planned  Obsolescence?  — Instead  join 
MAC’S  client  base  of  over  900  doctors  that  are 
always  state-of-the-art. 

• Want  to  eliminate  the  Dirty  Work? 

• MAC  prints,  stuffs  and  mails  your  statements. 

• MAC  backs  up  all  your  files  and  stores  off 
premises  for  your  protection. 

• MAC  relays  claims  to  Blue  Shield  and  Medicare. 

• MAC  offers  Custom  Programming  for  individual 
needs  of  your  practice. 

•We  continue  to  Spoil  our  Clients  by  providing  con- 
tinuous support  to  train  your  office  to  run  your  Per- 
sonal Computer. 

MAC  makes  it  easy  for  you  in  so  many  ways.  . . . 

Return  the  coupon  to  find  out  how  this  unique  system 

compares  with  other  alternatives.  . . . You  will  be 

pleasantly  surprised. 


□ Please  contact  me  for  a demonstation. 

□ Please  send  me  a brochure. 

Name Title. 


-4- 

IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 

For  information  concerning  the  Impaired  Phy- 
sician Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contacat  the  KMS  office  or  the  contact 
person  in  your  area.  All  information  and  iden- 
tities will  be  held  in  strictest  confidence,  and  the 
caller  need  not  identify  himself  or  herself. 

Elizabeth  Alexander,  Wichita  ..  316/685-8231 
John  A.  Billingsley, 

Olathe 913/782-1855 

Victor  H.  Hildyard  11,  Colby...  913/462-3332 


Connie  M.  Marsh,  Halstead.... 316/835-3435 

Janies  1.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City  — 316/276-7689 
Don  R.  Tillotson,  Ulysses 316/356-1261 


Practice  Name. 


Donald  R.  Tucker,  Lawrence  ..  913/354-5275 


Telephone 

Address 

City State Zip. 


k.  MID-AMERICA 

^ COMPUTING,  INC. 


1-800-432-0326 


12345  W.  95TH  STREET,  SHAWNEE  MISSION,  KS  66215 
(913)  492-8805 

555  N.  WOOD  LAWN,  WICHITA,  KS  67208 
(316)  683-8521 


Virginia  L.  Tucker,  Topeka ....  913/862-9360 

Ext.  215 


Nancy  J.  Welsh,  Topeka 

Jackie  Burnett,  R.N., 
Halstead 

Kansas  Medical  Society, 
Topeka 


913/354-5240 

316/835-2920 

913/235-2383 

800/332-0156 
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|“Not  too  long  ago,  if  you  were  a good  doctor. . . 
I you  wouldn’t  need  a good  lawyer!” 

I Times  have  changed,  haven't  they?  Malpractice  suits  are  on 

jj  the  rise,  and  today's  physician  must  be  prepared  tor  them,  no 

i matter  how  successful  he  is  or  how  spotless  his  reputation. 


Vledical  Defense 


At  Medical  Defense  Insurance  Company,  we'll  fight  all 
unmerited  claims  against  you.  We  offer  protection  you  can 
count  on,  because  we're  an  organization  as  concerned  with 
the  longevity  of  your  practice  as  you  are!  At  MDI,  we 
understand  and  appreciate  the  needs  of  today's  physician. 
Call  us.  We'll  tell  you  more  about  malpractice  suit  protection 
that's  dependable  and  reasonable  from  MDI. 

In  today's  world . . . today's  physician  needs  Medical  Defense 
Insurance  Company. 


for  information  and  rates,  contact: 


Insurance  Company 

a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800  641  4037 


ACCREDITED  SEMINARS 
on  the  CONSERVATIVE 
MANAGEMENT 
of  LOW  BACK  PAIN 

A Clear  Direction  for  Treatment  in  an 
Innovative  Educational  Format 

Leading  orthopaedic  surgeons,  neurosurgeons  and  medical  specialists 
who  are  experts  on  the  lumbar  spine  present  a comprehensive  protocol 
especially  for  the  primary  care  physician.  The  protocol  is  designed  to  eliminate 
frustrating  and  time-consuming  trial  and  error  processes.  The  seminar  program  includes; 

• 

incisive  diagnosis  techniques  and  helpful  exam  forms 
the  most  effeaive  modalities  of  treatment 

an  algorithm  for  determining  patient  progress  by  evaluating  response  within  a time  frame 
discussion  of  the  latest  surgical  techniques  and  chemonucleolysis 
patient  education  for  injury  prevention 
an  information  manual 

Seminars  are  accredited  by  the  American  Medical  Association 
and  the  American  Academy  of  Family  Physicians. 

October  24-25, 1986  — Salt  Lake  City,  LIT 

Keynote  Speakers: 

David  Selby,  M.D.,  Arthur  White,  M.D.,  Jeffrey  Saal,  M.D. 

Sponsored  by  Intermountain  Health  Care,  Inc.,  Cottonwood  Hospital  Back  Institute  and 

Camp  International,  Inc. 

For  more  information,  contact: 

CAMP  INTERNATIONAL,  INC. 

Isabelles.  Firestone 
Direaor  of  Medical  Informatics 
RO.  Box  89 
Jackson,  Ml  49204 
(517)  787-1600 


iFie 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF”  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley  New  Jersey  07110. 


NAMK 


STRKKT  ADDRKSS 


Medicines  that  matter 
from  people  who  care 


CITY 


STATIC 


Zll- 


ROCHE 

MEDICATION 

ME 

EDUCATION 


We  Wrote  the  Books  on  Pat 
Medication  Education... 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  pr 
and  your  treatment 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 
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The  Last  Cadillac 


PETER  V.  BIERI,  M.D.,  Lawrence 

In  earlier  days,  The  Doctors’  Parking  Lot  con- 
tained a moderate  number  of  Cadillacs,  marks  of 
excellence  among  cars  as  the  practice  of  medicine 
was  characterized  by  marks  of  excellence.  Today, 
the  Cadillacs  have  all  but  disappeared  from  the  lots 
as  marks  of  excellence  have  all  but  disappeared  from 
the  practice  of  medicine.  It  is  my  feeling  that  the 
long  tradition  of  quality  in  American  medicine  has 
been  systematically  destroyed  by  a combination  of 
lay  third  parties:  private  insurance  companies,  state 
and  federal  government,  and  our  current  legal  sys- 
tem in  regard  to  medical  malpractice.  Through  their 
disproportionate  influence,  they  have  combined  to 

Address  reprint  requests  to  Dr.  Bieri,  1112  W.  6th,  Suite 
206,  Lawrence  KS  66044. 


erode  excellence,  and  then  have  the  nerve  to  tell 
me  that  as  a physician,  it  really  is  all  my  own  fault. 
Well,  I beg  to  differ. 

I am  39  years  old  and  have  been  in  practice  for 
ten  years.  As  a native  Kansan,  I had  always  wanted 
to  practice  in  my  home  state  and,  after  completing 
my  ENT  residency  in  1976,  I opened  my  office  in 
Lawrence  which  was,  and  is,  a beautiful  city  of 
55,000  with,  at  that  time,  only  one  otolaryngologist. 

Well  trained  in  my  specialty  for  patient  care,  I 
was  a real  rookie  as  a business  man.  My  first  lesson 
came  in  the  establishment  of  my  office.  This  re- 
quired a location,  equipment,  and  employees  which 
called  for  a substantial  amount  of  money.  A local 
bank  would  lend  me  this  rather  large  sum  on  a short 


Let  us  show  you  how  the  luxury  of 
beautiful  Persian  and  Oriental  rugs 
can  be  yours. 


We  have  served  the  midwest  for  more  than  18  years. 
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3219  E.  Douglas  • P.O.  Box  20808  • Wichita,  KS  67208 


BUY  or  LEASE 


Please  call  me, 

All  Raisdana 
316-685-1191 
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IMPAIRED  PHYSICIAN 
PROGRAM  DIRECTORY 


For  information  concerning  the  Impaired  Phy- 
sician Program  of  KMS  or  to  get  help  for  an 
impaired  colleague,  yourself  or  your  spouse, 
please  contacat  the  KMS  office  or  the  contact 
person  in  your  area.  All  information  and  iden- 
tities will  be  held  in  strictest  confidence,  and  the 
caller  need  not  identify  himself  or  herself. 


Elizabeth  Alexander,  Wichita  ..  316/685-8231 
John  A.  Billingsley, 

Olathe 913/782-1855 

Victor  H.  Hildyard  II,  Colby...  913/462-3332 


Connie  M.  Marsh,  Halstead 316/835-3435 

Janies  I.  Morgan,  Wichita 316/522-2266 

W.  Eugene  Myers,  lola 316/365-3732 

Ivan  E.  Rhodes,  Wichita 316/685-9289 

Timothy  M.  Scanlan, 

Wichita 316/689-4850 

Alex  Scott,  Junction  City 913/238-2518 

Richard  A.  Siemens,  Lyons 316/257-5124 

Max  E.  Teare,  Garden  City 316/276-7689 

Don  R.  Tillotson,  Ulysses 316/356-1261 


Donald  R.  Tucker,  Lawrence  ..  913/232-4566 

Virginia  L.  Tucker,  Topeka 913/862-9360 

Ext.  345 

Nancy  J.  Welsh,  Topeka 913/272-3111 

Ext.  462 


Jackie  Burnett,  R.N., 

Halstead  316/835-2920 


Kansas  Medical  Society, 

Topeka 913/235-2383 

800/332-0156 


term  note  based  on  my  “earning  potential”  — ac- 
tually income  that  was  yet  to  be  determined  by  work 
and  productivity  for  which  one  charges  a fee.  An 
accountant  advised  that  the  IRS,  too,  was  interested 
in  my  “earning  potential,”  and  required  a payment 
of  “estimated  tax  liability.”  Before  I had  earned  a 
cent,  I had  an  uncomfortable  debt  and  had  to  send 
Uncle  Sam  taxes  on  money  I had  not  yet  seen. 

Next  came  the  problem  of  charges.  I had  no  idea 
what  to  charge.  In  my  residency,  the  subject  of  fees 
was  taboo.  Residents  were  to  learn  about  practicing 
medicine,  not  making  money. 

Other  doctors  were  reluctant,  too,  I found;  they 
seemed  to  regard  their  fee  schedules  as  personal 
secrets.  It  was  all  right  for  patients  to  know  the  fee, 
but  not  another  doctor.  Finally,  on  a pledge  of  se- 
crecy, I got  a list  of  fees  of  a local  group.  I was 
told  only  that  they  were  considered  “reasonable  and 
customary”  not  by  patients,  but  by  insurance  com- 
panies who  paid  the  major  part  of  the  fees.  Now, 
I’m  learning.  Medicare,  Medicaid,  Blue  Cross/Blue 
Shield,  and  other  carriers  were  interested  in  my  fees 
but  no  one  ever  inquired  about  my  training,  exper- 
tise, or  skill.  Patients  wanted  to  know  two  things: 
how  much  it  cost  and  how  soon  they  could  be  seen. 
No  matter  what  I considered  my  services  to  be  worth, 

I would  be  paid  what  someone  else  thought  it  to  be 
— namely,  one  of  the  third  parties.  The  list  at  hand 
had,  it  seemed  to  me,  some  very  high  charges,  some  | 
low,  and  a few  appropriate. 

Insurance  company  influence  went  beyond  office  I 
fees,  of  course,  but  I was  not  about  to  fight  the  long-  | 
established  and  cumbersome  insurance  system.  Al-  ^ 
most  all  patients  depended  on  it;  they  complained  i 
bitterly  of  anything  that  cost  them  out  of  pocket.  ; 
The  care  was  good  only  if  it  was  covered.  This  was  ' 
indicated  clearly  in  the  performance  of  surgery  in 
our  local  hospital.  Now,  many  ENT  procedures  are  i 
ideal  for  outpatient  treatment  — short,  relatively  ; 
pain-free,  little  or  no  morbidity.  But  in  1976,  few  ! 
insurance  companies  paid  for  anything  on  an  out-  | 
patient  basis  and  it  was  hard  to  convince  patients  ' 
that  they  should  pay  their  own  cash  when,  if  they 
stayed  overnight,  insurance  paid  for  it.  Nor  did  the  i 
hospitals  want  anyone  to  do  procedures  that  failed 
to  give  adequate  reimbursement  — doctors  who 
made  a practice  of  such  might  find  fheir  privileges  i 
“altered.”  The  manner  of  payment  dictated  the  i 
method  of  treatment.  ! 

Well,  I could  live  with  that.  Although  inconven-  | 
lent  to  both  patient  and  physician  and  obviously  ! 
costly,  care  wasn’t  really  compromised.  Besides,  I ; 
had  no  desire  to  lose  privileges  at  the  only  hospital 
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"HERPECIN-L  is  my  treatment  of  chofce  for' 
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in  town  although  it  had  nothing  to  do  with  my  sur- 
gical skill. 

During  the  next  few  years,  things  changed,  of 
course.  Insurance  companies  stay  in  business  by 
making  money.  Costs  escalated  and  they  decided 
doctors  were  ripping  them  off  by  admitting  patients 
needlessly  to  the  hospital!  Warnings  and  new  reim- 
bursement schedules  mandated  outpatient  care.  Pay- 
ment would  not  be  forthcoming  otherwise.  Again, 
the  hospital  advised  that  performance  of  procedures 
for  which  the  hospital  received  no  reimbursement 
could  mean  that  doctors  might  have  their  privileges 
“altered.”  I could  now  do  surgery  on  an  outpatient 
basis,  not  on  professional  grounds  but  because  I had 
been  ripping  off  the  patients  and  their  insurers  all 
these  years.  The  result  was  what  I sought  all  along, 
but  the  motive  was  now  purely  money,  not  quality 
of  patient  care. 

I had  not  really  been  aware  just  how  much  phy- 
sicians have  been  held  accountable  for  soaring  ex- 
penses, how  many  people  think  that  1 set  the  prices 
for  their  prescriptions,  or  determine  all  of  their  hos- 
pital charges.  Expenses  that  exceeded  insurance 
meant  that  patients  have  been  overcharged,  what- 
ever the  circumstances.  Their  company  tells  them 


so.  I was  the  leader  of  the  health  care  team  — and 
the  villain  in  the  battle  for  cost  control. 

Then  an  interesting  concept  of  “competition” 
came  to  our  community.  Since  doctors  were  pri- 
marily responsible  for  the  financial  crisis,  strict 
competition  would  reduce  costs.  Well,  I thought 
private  practice  had  always  depended  on  competi- 
tion. The  doctors  who  gave  the  best  care  had  the 
most  patients.  Now  it  was  suddenly  assumed  that 
all  doctors  gave  the  same  care  regardless  of  training, 
and  the  way  to  halt  the  cost  spiral  was  to  induce 
them  to  cut  their  fees  in  the  hope  of  luring  patients. 
Patients  who  sought  good  care  were  advised  that 
“cheapest”  was  now  “best,”  the  opposite  of  every 
economic  principle  ever  learned.  I didn’t  mind  com- 
peting since  1 felt  I had  done  that  all  along.  Besides, 
this  would  solve  the  financial  crisis  in  medicine. 

Then  outside  entrepreneurs  proposed  building  a 
surgicenter  in  our  town  — in  competition  with  the 
local  hospital!  Competition  was  now  anathema  and 
doctors  who  associated  with  the  center  betrayed  the 
local  hospital.  (Again  came  the  dark  hints  about 
privileges,  etc.)  Competition  was  good  for  the  doc- 
tors, but  not  for  the  hospitals  — reduced  income 
curtailed  services,  which  reduced  the  quality  of  care 
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For  more  information: 

Eileen  Buttron 
Promotion  Coordinator 
Office  of  Continuing  Education 
39th  & Rainbow 
Kansas  City,  Kansas  66103 


Phone:  913/588-4480 


EMERGENCY  MEDICINE 
KANSAS  CITY,  MISSOURI 

An  emergency  medicine  specialist  is  being 
sought  to  complete  existing  team  of  physicians 
providing  emergency  department  coverage  at 
prestigious  600-bed  Kansas  City  hospital.  Ex- 
cellent nursing  and  subspecialty  backup.  This 
career  opportunity  offers  an  excellent  rate  of 
compensation,  full  protection  v/ith  occurrence 
malpractice  insurance,  flexibility  in  scheduling, 
relocation  assistance,  CME  allowance,  plus 
more.  For  additional  information  contact: 

DAN  HOWARD 

SPECTRUM  EMERGENCY  CARE,  INC. 

P.  O.  Box  27352 
St.  Louis,  MO  63141 
1-800-325-3982  (toll  free) 
314-878-2280  (in  MO) 


in  our  area.  Physician  competition  equalled  lower 
cost  which  was  good.  Hospital  competition  equalled 
lower  cost  that  reduced  the  quality  of  care,  which 
was  not  good! 

Government  activities  increased  in  our  area  with 
the  introduction  of  DRGs,  fee  freezes  for  Medicaid 
and  Medicare,  and  the  HMOs.  In  1976,  little  was 
known  of  these.  Now  there  were  radical  changes 

— for  example,  the  DRG  concept.  The  federal  gov- 
ernment, always  so  conservative  with  regard  to  the 
quality  of  medicine,  took  literally  years  to  test  and 
retest  to  approve  medications  for  patient  use.  Al- 
though results  seemed  obvious  far  in  advance,  the 
government  just  wanted  to  be  sure  in  the  name  of 
safety  and  quality.  The  DRG  concept,  on  the  other 
hand,  was  adopted  without  any  quality  considera- 
tion whatsoever:  no  tests,  no  exhaustive  trials.  It’s 
cheaper,  therefore  good  by  definition.  I certainly 
felt  that  quality  had  already  suffered,  but  if  the  sys- 
tem succeeded,  it  would  be  in  spite  of  the  doctor; 
if  it  failed,  it  would  undoubtedly  be  because  of  the 
doctor. 

The  same  applies  to  Medicaid  and  Medicare.  I 
have  always  participated,  but  strange  “incentives” 
encourage  this  with  their  emphasis  on  savings.  An 
official  directive  informs  me  that  I could  elect  to 
continue  participation.  In  return,  fees  would  be  fro- 
zen for  a two-year  period  and  many  elective  pro- 
cedures would  be  abolished.  Cost  cutting  meant  cut- 
ting reimbursable  services,  and  by  participating,  I 
would  agree  with  this  concept.  The  ideal  would  be 
electing  to  participate  with  a total  Medicaid-Medi- 
care practice  of  non-reimbursable  services.  Billing 
for  nothing,  you  receive  nothing  — perfect  cost 
control . 

The  HMO,  however,  was  to  solve  this  mess.  It 
would  force  the  doctor  to  pay  for  all  services  him- 
or  herself,  thus  fostering  the  well-known  competi- 
tion again  with  the  goal  of  saving  money.  The  best 
doctor  would  presumably  be  the  one  with  the  most 
capital  since  s/he  could  save  his  patients  the  most 
services  — and  providing  none  would  be  perfect,  i 
The  patient  should  never  get  sick.  Withholding  health 
care  until  the  patient  quits  needing  it  could  theo- 
retically lead  to  perfect  health! 

As  to  the  current  malpractice  situation,  we  have 
a state  law  that  requires  liability  insurance  for  li- 
censure — no  insurance,  no  license,  no  practice. 
In  1976,  my  total  liability  premium  was  $2,000. 
This  year  the  same  company  wants  almost  $21,000 

— a ten-fold  increase  — in  part  to  replenish  an- 1 
nually  an  entity  known  as  the  Health  Care  Stabili-  : 
zation  Fund.  The  state  government  decided  that  this 
mandatory  insurance  coverage  was  inadequate  for 
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Every  day  more  and  more 
physicians  are  hearir^ 
something  remarkabfe 
ftom  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daify^ 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  (double-blind, 
crossover,  placebo-controlled 
study’ 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  iNDERAL 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6-1 


5- 


4- 


’■bnlUl 


Impotence 

Men  (n  ^ 


Weakness 

66) 


^ INDERAL  LA— 160  mg 
I I Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 


Im 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


or 

INDERIDE  LA 


(PROPRANOLOL  HCI  I INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 


LONG  ACTING 
CAPSULES 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feelirig  well  and  doing  well,  all  in  one. 


LONG  ACTING  CAPSULES 


INDERAILA 

(FROFfWIOLdra) 


80  mg  120  mg 


160  mg 


LONG  ACTING  CAPSULES 

INDERIDE*  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80/50 


120/50  160/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets,  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in: 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block:  3)  bron- 
chial asthma:  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored.  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS,  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure, 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase, 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS;  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established.  | 

Hydrochlorothiazide:  GENERAL,  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia. Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are:  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  ) 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH.  , ; 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content.  ' 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged. 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient.  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY:  Pregnancy  Category  C,  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure:  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency  usually  of 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium;  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Flematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence; and  Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  . 
involving  the  skin,  serous  membranes,  and  conjunctivas  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti-  I 
pation;  jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis:  sialadenitis.  'j 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia.  j 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia:  aplastic  anemia.  j 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  j 
or  narcotics). 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu-  j 
litis,  cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac-  j 
tic  reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm:  weakness;  restless-  : 
ness;  transient  blurred  vision.  ; 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  ’ 
reduced  or  therapy  withdrawn. 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories.  : 

REFERENCE:  i 

1.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre-  j 
nolol,  atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985:145:1321 -1323.  ( 
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the  increasing  size  of  awards  and  excess  money 
should  be  available.  This  is  not  insurance  but  a pool 
of  cash;  it  was  necessary  to  raise  $10  million  through 
involuntary  contributions  from  each  physician.  But 
as  soon  as  the  jackpot  hit  $10  million,  plaintiff’s 
attorneys  immediately  cleaned  it  out  with  the  next 
suit  in  line. 

The  fund  went  broke,  of  course,  but  the  state  had 
the  answer;  fill  ’er  up  again,  boys  and  girls.  If  my 
annual  contribution  reaches  $30,000-40,000,  I sim- 
ply can’t  make  enough  to  meet  it  and  pay  my  profes- 
sional overhead  and  I’ll  be  unable  to  practice  in  my 
home  state,  not  because  I lack  ability  but  because 
I lack  money.  Talk  about  competition;  this  is  sur- 
vival of  the  fittest.  I am  exhorted  by  the  AM  A and 
consumer  groups  to  cut  fees  and  limit  services,  but 
we  must  maintain  a cash  pile  of  $10  million  a year. 
It  is  hard  to  believe  that  cutting  costs  (withholding 
service  and  treatment)  does  not  contribute  to  the 
growing  number  of  malpractice  claims.  Does  any 
other  profession  have  its  income  legislated  down 
and  its  overhead  up? 

Apparently,  the  doctors  are  to  blame  for  the  mal- 
practice situation.  No  state  law  mandates  how  much 
life  insurance  or  home  insurance  a person  must  have. 
This  is  left  to  the  individual.  But  we  don’t  have  the 
right  to  purchase  only  what  malpractice  insurance 
we  need  since,  as  the  attorneys  tell  us,  we  must 
have  enough  to  protect  the  patient’s  right  to  sue  us. 
The  “right”  used  to  be  to  good  medical  care;  now 
it’s  the  patient’s  right  to  sue  the  doctor. 

It  stems  from  the  old  chestnut:  doctors  are  rich 
and  get  that  way  from  preying  on  the  sick  and  dying. 
Success  in  other  areas  means  the  individual  is  smart 
and  resourceful,  but  not  the  doctor.  We  have  the 
same  overhead  as  others  and  those  who  think  we 
get  rich  caring  for  the  sick  are  wrong.  We  get  rich 
the  old  fashioned  way  — bom  to,  or  luck. 

How  much  should  doctors  get  paid?  Well,  at  least 
as  much  as  it  costs  to  provide  quality  service.  We 
must  at  least  make  enough  to  meet  our  overhead 
(including  the  cost  of  the  patient’s  right  to  sue). 
Compared  to  many,  we  make  little  — perhaps  it 
relates  to  the  value  the  public  puts  on  our  services 
compared  to  those  groups.  We  are  now  paid  not  for 
the  quality  we  produce  but  in  spite  of  it.  We  are 
paid  not  for  what  a service  is  worth  but  what  in- 
surance companies  will  provide  — or  the  govern- 
ment thinks  it  can  get  by  with;  not  for  what  we 
deserve.  We  are  paid  just  enough  for  malpractice 
costs  to  eat  up  the  deficiencies  caused  by  the  system. 

I have  no  answers  to  all  of  this.  I am  sadder,  not 
wiser.  Where  are  all  the  Cadillacs?  I don’t  think 
they  make  them  anymore. 


SHAWNEE  MISSION 
MEDICAL  CENTER 
presents  — 

“The  Tobacco  Addiction 
Conference” 

Friday,  December  5,  1986 
9:30  to  12:30  p.m. 

TOPICS  for  discussion  — 

— tobacco  as  an  addictive  substance 

— morbidity  and  mortality  related  to  tobacco 
use 

— economic  implications  of  tobacco  use  for 
both  the  user  and  the  non-user 

— government  policies  which  support  to- 
bacco use  in  the  United  States. 

GUEST  FACULTY  — 

Jack  E.  Henningfield,  Ph.D. 

Researcher,  National  Institute 
Drug  Abuse/Addiction  Research  Center 
Baltimore,  Maryland 

Congresswoman  Jan  Meyers 
U.S.  Representative  — 

3rd  District  Kansas 
Washington,  D.C. 

Kenneth  E.  Warner,  Ph.D. 

Chairman,  Dept.  Health  Planning 
& Admin. 

School  of  Public  Health 
University  of  Michigan  at  Ann  Arbor 

FOR  ADDITIONAL  INFORMATION  call  (913)  676-2097 
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You've  worked  long  and  hard  lor  that 
license  to  practice  medicine  With 
malpractice  suits  becoming  more 
frequent,  why  risk  your  career  s repuiation 
with  d company  not  totally  dedicated  to 
your  total  protection?  Why  risk  your 
career's  reputation  with  a company  who 
may  leave  you  with  an  undeserved 
malpractice  mark  on  your  record'^ 


claims  We  stand  behind  our  policyhdldfei 
. all  the  way.  MDl  offers  protec t^on  at' 
affordable  prices,  too.  Actually,^. our  sole/ 
purpose  is  to  provide  protection  for  our/ y . 
physician  insureds  at  fair  and  reasonable 
rates,  ^ 
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ical  Defense  Insurance,  we  have 
on  for  fighting  all  unmerited 
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Why  not  call  us  and  let  us  tell  you  more  y 
about  our  protection  against  malpracticp/ ' 
suits  After  all  . shouldn't  you  be  / / 
protected  by  a company  as  concerned  / j! 
about  your  good  reputation  as  you  are'?  j 
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Physician. . . 

For  Your  Career’s 


Good 

Health! 


.\liHlk*al  Defenwe 


In^rance  Company 


a subsidiary  of  Medical  Defense  Associates 
P.O.Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


AIRFORCE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 


MSgt  Bill  Bostedo 
at  (913)  236-3256  collect. 


CORRECTION 

There  is  an  error  in  the  “Explanation  of  Codes”  on  page  53  of  the  August  (directory)  issue 
of  KANSAS  MEDICINE.  Effective  with  this  directory,  the  fourth  item  on  line  3 designates 
“Year  of  Kansas  Licensure.”  The  explanation  will  therefore  be  as  shown  below.  KANSAS 
MEDICINE  regrets  this  error. 


Physician  Distribution  by  Cities 

EXPLANATION  OF  CODES  USED  IN  THIS  SECTION 


Line 

1: 

Doe,  John  R., 

1234  Oak  St.. 

67052 

(Name) 

(Street  Address) 

(Zip  Code) 

Line 

2: 

(654-2222) 

(Telephone  Number) 

Line 

3: 

33 

M 1902 

58 

FP 

(Year  of  Birth) 

(Sex)  (Medical  School) 

(Year  of  Kansas  Licensure) 

(Specialty) 

Telephone  area  code  follows  city  name.  * Probationary  Members 


Cover  Story 


Gold  fever  ran  high  in  the  still  new  United  States  in  the 
mid- 1800s  as  news  spread  of  gold  strikes  in  California, 
Alaska,  Kansas.  Kansas?  Well,  yes,  when  one  recalls  that 
in  the  territorial  days  the  western  boundary,  hitting  the  plains, 
skidded  west  until  it  hit  the  Rockies.  This  included  enough 
of  the  gold  area  to  attach  the  name  as  shown  on  the  cover 
map  from  Baughman’s  Kansas  in  Maps  (courtesy  of  the 
Kansas  State  Historical  Society). 

But  statehood  cut  off  that  west  end,  and  to  add  insult  to 
injury,  geologists  have  declared  (as  Coronado  could  have 
told  them)  that  gold  is  one  resource  Kansas  does  not  have. 
This  flies  in  the  face  of  “information”  contained  in  the  first 
map  of  this  series,  the  map  of  the  Louisiana  Territory.  Close 
examination  shows  on  the  north  side  of  the  Arkansas  River 
a “Mine  d’Or,”  calculated  since  to  be  in  what  is  the  center 
of  Wichita.  Wichitans  are  advised  that  the  publisher  of  the 
map,  Du  Pratz,  never  visited  the  area  and  no  one  knows 
where  he  got  the  information.  Moreover,  earlier  efforts  to 
find  the  mine  by  various  individuals  (including  Jesse  Chis- 
holm of  trail  fame)  have  failed. 

Gold  deposits  of  a different  sort,  however,  have  been 
recorded  by  David  Dary  in  his  fascinating  True  Tales  of 
Old-Time  Kansas  — buried  treasure  in  half  a dozen  areas 
enumerated  as: 

• The  Big  Springs  Treasure  (somewhere  on  the  south  bank 
of  the  Kaw  north  of  that  town) 

• Don  Antonio  Chavez’  Treasure  (in  what  is  now  Rice 
County) 


• Jesus  Martinez’  treasure  (west  of  Dodge  City) 

• The  Dutch  Oven  Treasure  (southwest  of  Kinsley) 

• The  Nemeha  River  Treasure  (north  of  Seneca) 

• The  Paymaster’s  Treasure  (south  of  Lawrence) 

These  “treasures”  share  certain  common  features:  The 

burials  were  the  efforts  of  individuals  or  groups  to  hide  large 
sums  of  money  from  suspected  threats  — robbers,  Indians, 
the  law  — or  each  other.  The  hiders  went  their  respective 
ways  but  intended  to  get  back  sometime  to  retrieve  their 
treasures.  But,  present-day  treasure  hunters  are  warned,  nu- 
merous efforts  since  have  sought  them  to  no  avail. 

There  is  one  footnote  to  the  gold  fever  in  Kansas.  At  the 
time  of  the  strikes  in  the  Rockies,  a transplanted  Ohioan, 
Samuel  Peppard,  was  living  in  Oskaloosa.  The  urge  to  find 
gold  was  for  him  coupled  with  — perhaps  secondary  to  — 
his  main  interest.  In  his  adopted  land,  there  was  a seemingly 
unlimited  source  of  energy  — the  wind.  If  the  wind  could 
move  ships  at  sea,  he  and  others  like  him  reasoned,  why 
not  land  vehicles?  Peppard  set  to  work  building  a “wind- 
wagon,”  and  in  May,  1860,  he  and  a crew  of  three  set  out 
for  the  Rockies.  Claims  of  the  vehicle’s  reaching  speeds  of 
40  miles  an  hour  were  countered  by  less  biased  readings  of 
about  14  miles  an  hour.  They  did  get  as  far  as  near  present 
day  Fort  Morgan,  Colorado,  when  their  abundant  energy  in 
the  form  of  a whirlwind  wrecked  the  wagon  and  their  plans. 
His  success  in  the  gold  mines  is  not  recorded,  but  the  fact 
that  he  sired  11  children  is.  So  much  for  abundant  energy. 
— D.E.G. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PD/?.  The  following  is  a brief  summary. 


^ WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K'^  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  It  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  ‘Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  ‘Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  rehal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  ‘Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  ‘Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
‘Dyazide’.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  ‘Dyazide’,  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide’  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
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components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  ‘Dyazide’, 
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CNAs  group  medical  malpractice 
program...good  for  the  long  term. 


Is  your  group  medical  mcdpractice  insurer  finan- 
: cially  sound?  At  CNA  Insurance,  our  financial 
; stability  rcinks  cimong  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. ..  and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continentcd  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  cdso 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  fineincicil  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 
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tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


The  MGMA/AGPA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casuedty  Company, 
one  of  the  CNA  Insurance  Companies. 
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Abdominal  Aortic  Surgery  & 

Horseshoe  Kidney 


CREIGHTON  A.  HARDIN,  M.D.,  Kansas  City,  Kansas 


Two  CASES  are  presented:  (1)  an  aortic-iliac  occlu- 
sion with  one  single  anterior  renal  artery;  and  (2) 
an  abdominal  aortic  aneurysm  with  five  anomalous 
renal  arteries. 

Case  One 

A 55-year-old  white  female  was  admitted  to  the 
hospital  in  August  1963  with  a six-month  history 
of  hypertension.  She  was  unresponsive  to  antihy- 
pertensive drugs.  Three  months  prior  to  admission 
she  had  complained  of  back  pain  and  bilateral  ex- 
tremity claudication.  At  admission,  blood  pressure 
was  170/100  mmHg  and  electrocardiogram  showed 
myocardial  ischemia.  Creatinine  and  BUN  were 
normal. 

There  were  no  distal  pulses.  A bruit  was  heard 
above  the  umbilicus.  Arteriograms  revealed  a horse- 
shoe kidney  and  complete  distal  aorto-iliac  throm- 
bosis. A single  anterior  renal  artery  with  severe 
stenosis  arose  from  the  distal  aorta  (Figure  1). 

Arteriographic  findings  were  confirmed  at  lapa- 
rotomy. A symphysiotomy  — surgical  division  of 
the  fused  horseshoe  kidney  — facilitated  operative 
exposure.  Endarterectomy  with  a patch  graft  was 
done  to  the  terminal  aorta,  iliacs,  and  the  origin  of 
the  single  anterior  renal  artery  (Figure  2). 

Postoperative  recovery  was  uneventful.  Blood 
pressure  at  the  time  of  discharge  was  150/80  mmHg. 
Distal  extremity  pulses  were  present  at  all  levels, 
and  BUN  and  creatinine  were  normal.  The  patient 
died  six  months  postoperatively  of  an  acute  my- 
ocardial infarction. 

Case  Two 

A 60-year-old,  200-pound  male  was  admitted  to 
the  hospital  in  August  1974.  He  complained  of  se- 

From  the  Department  of  Surgery,  University  of  Kansas  School 
of  Medicine-Kansas  City. 

Address  reprint  requests  to  Dr.  Hardin,  Department  of  Sur- 
gery, 4A,  UKSM-KC,  39th  & Rainbow  Blvd.,  Kansas  City, 
KS  66103. 
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vere  back  and  abdominal  pain,  and  a large  pulsating  ji 
abdominal  mass  was  noted.  Distal  pulses  were  pres- 
ent at  all  levels.  Blood  pressure  was  130/80  mm 
Hg.  Chest  x-ray  showed  left  ventricular  promi- 
nance;  electrocardiogram  was  normal.  X-rays 
brought  by  the  patient  confirmed  the  presence  of  a 
15  cm  abdominal  aneurysm  and  a horseshoe  kidney.  ! 
Urinary  output,  BUN,  and  creatinine  clearance  were  |; 
normal.  The  preoperative  diagnosis  was  a possible  i 
dissecting  aneurysm  with  horseshoe  kidney. 

Laparotomy  confirmed  the  arteriogram  findings. 
The  horseshoe  kidney  had  five  renal  arteries  (Figure  | 
3).  The  patient  was  heparinized,  and  mannitol  was  ii 
administered  for  diuresis.  Following  a symphysi-  | 
otomy  to  aid  exposure,  both  common  iliac  arteries  j 


Figure  1 . Complete  thrombosis  of  aorta  and  bifurcation  with 
horseshoe  kidney.  A single  anterior  renal  artery  with  stenosis 
at  its  origin. 
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DACRON  GUSSET  GRAFT 
TO  MAINTAIN  AORTIC  LUMEN 


Figure  2 . Endarterectomy  of  the  terminal  aorta,  iliac  bifur- 
cation of  single  anterior  renal  artery  with  patch  graft. 


were  cross  clamped  followed  by  proximal  aortic 
occlusion.  The  aneurysm  was  opened  and  all  debris 
removed;  the  origins  of  the  five  renal  arteries  were 
identified;  and  endarterectomy  was  performed  on 
the  left  renal  artery  stenosis.  Cross  clamping  was 
then  moved  below  the  renal  arteries  to  restore  prox- 
imal renal  blood  flow.  A preclotted  Dacron  graft 
was  sutured  to  the  proximal  aorta.  Endarterectomy 
was  then  performed  on  the  right  mid  renal  artery, 
saving  a button  of  aortic  wall  which  was  anasto- 
mosed to  the  prosthetic  graft.  Occluding  aortic  clamp 
was  then  moved  below  the  restored  right  mid  renal 
artery.  Endarterectomy  was  performed  at  the  origin 
of  the  single  inferior  anterior  renal  artery.  Distal 
prosthetic  anastomosis  was  done  at  the  bifurcation 
of  the  iliac  arteries  (Figure  4).  Doppler  probe  showed 
flows  were  normal  in  the  five  renal  arteries. 

The  patient’s  postoperative  course  was  unevent- 
ful. Intravenous  pyelograms,  BUN,  and  creatinine 
were  normal.  The  patient  was  last  seen  in  1984  at 
which  time  he  was  in  good  health. 

Discussion 

Seventy-six  cases  operated  on  for  aneurysm  or 
occlusive  disease  with  horseshoe  kidney  have  been 
reported.  Of  these,  56  patients  had  abdominal  aortic 
aneurysms  and  14  patients  had  aortic  occlusive  dis- 
ease.'-^ The  predominant  male  incidence  of  horse- 
shoe kidney  is  400:1.^ 

(Continued  on  page  290) 


Figure  3.  Abdominal  aneurysm  with  five  renal  arteries. 


Figure  4.  Restoration  of  renal  blood  How  with  serial  cross 
clamping  of  the  aorta  and  prosthetic  graft. 
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Postoperative  Fever  After  Hemorrhoidectomy 

A.  K.  TAYIEM,  M.D,  and  JEFF  SELLERS,  M.D.,  Atchison 


Transient  low-grade  postoperative  fever  is  often 
seen  following  hemorrhoidectomy.’  In  the  case  re- 
ported here,  an  otherwise  healthy  patient  experi- 
enced a transient  high-grade  postoperative  fever 
without  clinically  proven  bacteremia.  Consideration 
should  be  given  to  the  possible  complications  of 
bacteremia  and  septicemia  in  patients  with  cardiac 
valvular  disease  and  compromised  host  defense. 

Case  Report 

A 45-year-old  white  male  was  initially  seen  in 
the  office  with  the  complaint  of  hemorrhoids.  He 
had  experienced  discomfort  and  bright  red  blood 
periodically  during  the  past  five  to  six  months.  More 
recently,  the  patient  had  noted  that  the  hemorrhoids 
protruded  from  the  anal  canal,  and  manual  manip- 
ulation was  required  to  return  them  into  the  rectum. 
Treatment  to  date  had  consisted  of  Preparation-H, 
Anusol  suppositories  or  Motrin,  none  of  which  had 
provided  significant  relief  from  the  discomfort. 

The  patient’s  past  medical  history  was  significant 
for  hiatal  hernia  and  an  arthritic  right  shoulder.  He 
had  no  known  drug  allergies.  His  current  medica- 
tions were  Tagamet  and  Naprosyn  with  Motrin  for 
arthritis.  The  patient  consumed  four  to  six  beers 
nightly  and  had  a tobacco  use  history  of  25  pack 
years. 

Initial  vital  signs  were  blood  pressure  98/60 
mmHg;  pulse  72/min;  respirations  16/min,  and  tem- 
perature 36. 7C.  Chest  auscultation  was  clear.  Heart 
examination  revealed  regular  sinus  rhythm  without 
murmurs.  Abdominal  examination  showed  no  ab- 
normalities. Rectal  examination  revealed  moder- 
ately enlarged  right  and  left  lateral  hemorrhoids. 
The  prostate  was  normal  in  size  and  consistency. 

On  admission,  laboratory  test  results  were;  WBC 
7.0;  RBC  4.37;  hemoglobin  14.0/100  ml;  hemato- 
crit 40.9%;  differential  segs  48,  bands  10,  eosin  1, 
lymphs  29,  and  monos  12.  Urinalysis  showed  sp. 
gr.  1.020,  protein-negative,  glucose-negative,  blood- 
negative, and  WBC  0-1. 

The  patient  underwent  a hemorrhoidectomy  with- 
out complications,  and  he  tolerated  the  procedure 
well.  Thirteen  hours  postoperatively,  he  spiked  a 
fever  of  39. 9C  which  was  treated  with  Tylenol. 
Blood  cultures  and  CBC  were  obtained  the  follow- 
ing morning,  and  the  patient  was  started  on  Velosef. 


The  next  day  his  temperature  was  38C.  The  blood  • 
cultures  revealed  no  growth,  and  the  CBC  was  30.3  ! 
with  segs  33,  bands  48,  lymphs  13,  and  monos  6.  1 
A followup  CBC  two  days  later  showed  WBC  1 
13.4,  segs  57,  bands  2,  eosin  3,  lymphs  12,  and  i 
monos  8.  The  patient’s  temperature  remained  nor- 
mal, and  there  were  never  any  signs  of  localized 
infection  at  the  surgical  site  or  symptoms  of  septi- 
cemia. 

Discussion  t 

Surgical  hemorrhoidectomy  is  often  viewed  as  a i 
minor  procedure,  although  dissection  is  performed 
in  a field  with  numerous  and  variable  bacterial  flora. 
Therefore,  it  is  not  surprising  that  hemorrhoidec- 
tomy is  often  followed  by  fever.  i 

The  major  venous  drainage  of  the  rectum  passes  j 
through  the  superior  hemorrhoidal  veins  into  the  i 
portal  system.  It  has  been  postulated  that  this  venous  ] 
drainage  allows  clearance  by  the  reticuloendothelial  | 
system  of  the  liver,  therefore  minimizing  the  impact  j 
of  the  rectal  flora  in  the  systemic  circulation. ^ 

An  8.3%  incidence  of  transient  bacteremia  has  ' 
been  reported  immediately  after  hemorrhoidec-  j 
tomy.’  This  incidence  compares  with  a rate  of  8.5% 
transient  bacteremia  reported  for  proctoscopic  ex-  : 
aminations  of  patients  with  no  evidence  of  lower  ; 
intestinal  disease.^  An  8%  incidence  was  reported 
following  proctoscopy  plus  sclerotherapy.'^ 

The  causal  organisms  in  bacteremia  are  more  i 
commonly  found  to  be  anaerobes  including  clos-  : 
tridial  species  and  Bacteroides.’’ ^ Gram  negative 
bacteremia  caused  by  E.  Coli,  Klebsiella,  or  Proteus  j 
species  usually  occur  within  a few  hours  after  op-  ■ 
eration.' 

The  literature  contains  very  little  data  on  bacter- 
emia following  hemorrhoidectomy.  Although  bac- 
teremia was  not  proven  in  the  case  reported  here, 
the  patient’s  elevated  temperature  and  WBC  were 
strongly  suggestive  of  bacteremia.  This  postopera- 
tive complication  could  prove  disastrous  to  a more 
debilitated  patient.  It  seems  reasonable  to  conclude 
that  in  patients  with  cardiac  valvular  disease  or  com-  j 
promised  host  defense,  prophylactic  antibiotics  ' 
should  be  utilized  in  conjunction  with  hemor- 
rhoidectomy.'’ 

(Continued  on  page  296) 
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Pulmonary  Lymphangioleiomyomatosis 
Complicated  by  Pregnancy 

CHARLES  C.  YOCKEY,  M.D.* *;  ROGER  E.  RIEPE,  M.D.f  and  KAREN  RYAN,  M.D4,  WicMa 


Pulmonary  lymphangioleiomyomatosis  is  a rare 
I disease  which  usually  occurs  in  women  of  repro- 
ductive age.  It  results  from  a benign  proliferation  of 
the  smooth  muscle  in  the  lymphatics  of  the  abdomen 
and  lungs.  A typical  presentation  is  a young  woman 
with  progressive  dyspnea,  non-productive  cough, 
chylous  effusions,  and  repeated  spontaneous  pneu- 
mothoraces. Both  oral  contraceptives  and  preg- 
nancy have  been  noted  to  increase  progression  of 
the  disease.  In  addition,  lung  tissue  contains  both 
estrogen  and  progesterone  receptors,  neither  of  which 
are  present  in  normal  lung  tissue.  Because  admin- 
istration of  progesterone  causes  remission,  estrogen 
stimulation  of  smooth  muscle  is  thought  to  be  a 
causative  or  at  least  an  aggravating  factor  in  this 
disease.  In  response  to  the  known  hormonal  effects 
on  lymphangioleiomyomatosis,  oophorectomy, 
therapeutic  abortion,  and  anti-estrogen  medications 
have  been  used  to  ablate  the  estrogen  effects.  Ex- 
ogenous progesterone  has  been  given  to  impede  the 
progression  of  the  disease.  The  following  case  re- 
port describes  a patient  with  lymphangioleiomy- 
omatosis in  whom  all  of  the  currently  known  hor- 
monal therapies  and  bilateral  pleurodesis  were  used 
with  a satisfactory  outcome. 

Case  Report 

A 33-year-old  black  female  was  hospitalized  be- 
cause of  severe  rapidly  progressive  dyspnea.  Two 
months  prior  to  admission  she  had  developed  a non- 
productive cough.  Two  weeks  prior  to  admission 
she  had  been  hospitalized  with  dyspnea  in  an  out- 
lying hospital.  At  that  time  she  was  found  to  have 
a markedly  abnormal  chest  x-ray,  mild  blood  pres- 
sure elevation  of  140/90,  an  18- week  pregnancy, 
and  hematuria.  Symptoms  of  dyspnea  progressed 
requiring  referral  and  pulmonary  consultation. 

Examination  showed  the  patient  to  be  in  mild 
respiratory  distress.  Respiratory  rate  was  20  breaths/ 

From  the  University  of  Kansas  School  of  Medicine-Wichita 
and  Affiliated  Hospitals,  Wichita,  Kansas. 

* Clinical  Assistant  Professor,  UKSM-Wichita. 

t Director  of  Surgical  Pathology,  Wesley  Medical  Center. 

f Internal  Medicine  Resident. 


minute,  pulse  rate  88/minute  and  regular,  blood 
pressure  160/100  mmHg,  and  temperature  38.9C. 
Chest  auscultation  revealed  bilateral  lower  lobe  in- 
terstitial sounds  (“Velcro  rales”).  Results  of  the 
remainder  of  the  examination  were  normal  with  the 
exception  of  a 20- week  pregnancy.  Laboratory  data 
on  admission  showed  room  air  arterial  blood  gases 
of  pH  7.42,  pCO,  36.7,  and  p02  73.6 

Other  laboratory  tests  yielded  normal  chemis- 
tries, a normal  complete  blood  count,  and  a sedi- 
mentation rate  elevated  to  55  mm/hr.  Immunologic 
studies  were  consistent  with  an  active  inflammatory 
process.  Chest  x-ray  revealed  bilateral  lower  lobe 
infiltrates  with  honeycombing.  The  patient  under- 
went transbronchoscopic  biopsy,  but  the  tissue  ob- 
tained was  inadequate  for  dignosis.  On  the  third 
hospital  day  the  patient  underwent  a left  thoracot- 
omy for  open  lung  biopsy,  which  revealed  massive 
replacement  of  the  lung  parenchyma  with  smooth 
muscle  consistent  with  lymphangioleiomyomatosis. 
Estrogen  and  progesterone  receptors  were  positive. 

Just  prior  to  the  time  of  the  open  lung  biopsy  the 
patient  was  dyspneic  at  rest,  unable  to  ambulate, 
and  required  four  liters  of  oxygen  per  nasal  cannula 
to  maintain  a p02  of  70  mmHg.  Because  of  the 
rapid  deterioration  of  the  patient’s  pulmonary  status 
over  the  past  two  months,  a therapeutic  abortion 
was  planned.  However,  before  the  abortion  could 
be  performed,  the  patient  went  into  spontaneous 
labor  and  remained  in  labor  for  72  hours.  Coincident 
with  labor,  renal  function  deteriorated  with  a rising 
blood  urea  nitrogen  and  creatinine.  Sonography  of 
the  abdomen  showed  a massive  fibroid  of  the  uterus 
both  compromising  delivery  of  the  fetus  and  causing 
obstructive  left  hydronephrosis.  Because  of  inability 
to  evacuate  the  uterus  and  the  thought  that  placental 
and  ovarian  estrogen  production  were  stimulating 
the  disease,  the  patient  underwent  total  abdominal 
hysterectomy,  bilateral  salpingo-oophorectomy,  and 
a renal  biopsy.  Pathologic  report  showed  a pregnant 
uterus  with  several  leiomyomas,  normal  fetus,  ova- 
ries and,  oviducts.  Renal  biopsy  showed  mesangial 
proliferative  glomerulonephritis. 

Postoperatively,  immediately  postextubation. 
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the  patient  developed  copious  secretions,  hypox- 
emia, and  bradycardia.  She  required  endotracheal 
reintubation  and  mechanical  ventilation  for  four 
hours.  Upon  extubation  she  improved  rapidly. 

Repeat  renal  sonogram  showed  resolution  of  left 
hydronephrosis  72  hours  after  surgery,  and  blood 
pressure  returned  to  normal. 

The  patient  continued  to  improve  until  four  days 
postoperatively  when  she  developed  sudden  onset 
right-sided  chest  pain,  marked  dyspnea,  and  hy- 
poxia with  a PO2  of  40  mmHg.  Chest  x-ray  showed 
a complete  right  pneumothorax,  and  a chest  tube 
was  placed.  The  patient  gradually  improved  until 
dismissal,  and  upon  discharge  she  had  no  dyspnea 
with  a room  air  p02  of  60  mmHg.  She  was  placed 
on  tamoxifen  po  bid  and  Provera  400  mg  IM  monthly 
at  the  time  of  discharge  for  anti-estrogen  and  pro- 
gesterone therapy  respectively. 

Following  this  admission  she  had  several  epi- 
sodes of  recurrent  pneumothoraces,  with  more  ep- 
isodes involving  the  right  lung  than  the  left.  After 
1 8 months  with  multiple  pneumothoraces  she  under- 
went pleurectomy  and  bilateral  pleurodesis.  She  has 
not  required  hospitalization  for  the  past  18  months 
following  pleurodesis.  She  has  been  on  tamoxifen 
and  intramuscular  progesterone  continuously  for  the 
past  three  years  since  initial  presentation.  She  cur- 
rently has  a normal  lifestyle  and  requires  no  sup- 
plemental oxygen. 

Discussion 

Pulmonary  lymphangioleiomyomatosis  is  a dev- 
astating disease  which  affects  young  healthy  fe- 
males. The  apparent  hormonal  control  of  the  smooth 
muscle  proliferation  in  the  disease  has  recently  led 
investigators  to  more  thoroughly  examine  the  pres- 
ence of  estrogen  and  progesterone  receptors  in  this 
disease.  One  of  the  earlier  described  cases  of  pul- 
monary lymphangioleiomyomatosis  came  from  a 
pregnant  28-year-old  woman  whose  pregnancy  was 
terminated  because  of  rapid  progression  of  the  dis- 
ease during  pregnancy.'  Her  case  was  similar  to  our 
patient;  however,  at  that  time,  estrogen  and  pro- 
gesterone receptors  were  not  measured  and  causa- 
tion by  hormonal  factors  could  be  only  speculative. 
In  addition,  the  use  of  oral  contraceptives  in  patients 
with  the  disease^  lent  further  credence  to  the  hor- 
monal influence. 

More  recently  several  authors  have  investigated 
both  estrogen^'  ^ and  progesterone^'^  receptors  in 
lymphangioleiomyomatosis.  Estrogen  receptors  were 
found  by  Brentani  et  al.^  However,  Dishner  et  aP 
investigated  for  estrogen  receptors  and  did  not  find 
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them  in  two  patients  with  lymphangioleiomyoma- 
tosis. (He  also  had  a negative  receptor  assay  for 
progesterone.)  Our  patient  did  have  estrogen  recep- 
tors present  in  the  diseased  lung  tissue. 

Progesterone  receptors  have  been  more  widely 
measured.  More  significantly,  in  all  cases  where 
progesterone  receptors  were  measured,  assays  were 
positive,  except  in  the  two  case  reports  from  Dishner 
et  alP  The  finding  of  positive  estrogen  and  proges- 
terone receptors  in  the  diseased  lung  tissue  is  im- 
portant because  normal  lung  tissue  in  these  same 
patients  contains  no  hormone  receptor  sites. ^ BanneU 
suggests  that  all  patients  with  pulmonary  lymphan- 
gioleiomyomatosis should  undergo  biopsy  with 
mandatory  measurement  of  estrogen  and  proges- 
terone receptors.  Currently,  this  requires  that  a por- 
tion of  the  tissue  be  frozen  in  liquid  nitrogen,  al- 
though techniques  are  being  developed  that  can 
measure  receptors  on  paraffin-embedded  tissues. 

With  increased  testing  of  hormone  receptors,  the 
current  methods  of  hormonal  manipulation  can  be 
better  evaluated.  At  present,  hormonal  manipulation 
consists  of  estrogen  ablation  with  anti-estrogen 
medication.  Treatment  with  oophorectomy  was  first 
done  by  Kitzsteiner  and  Malian.*  They  found  the 
progress  of  the  disease  effectively  slowed  by  this 
manipulation.  In  addition,  termination  of  pregnancy 
has  been  required  to  halt  rapid  progression  of  the 
disease.'  More  recently  Banner  et  aP  used  oopho- 
rectomy to  slow  the  progression  of  lymphangio- 
leiomyomatosis. The  anti-estrogen  medications  used 
include  tamoxifen  and  synthetic  progesterone. 
Svendsen  et  aP  and  Tomasian  et  al  (Tomasian 
NEJM,  1982)  have  both  used  tamoxifen  in  patients. 
Svendsen  found  that  it  may  have  contributed  to  pro- 
gression of  the  disease  after  oophorectomy.  He 
speculated  that  this  was  because  tamoxifen  pos- 
sesses a weak  partial  estrogenic  activity  when  very 
low  levels  of  estrogen  are  present.  Tomasian  found 
that  its  use  did  not  change  the  progress  of  the  dis- 
ease. In  our  patient,  therapeutic  abortion  — coin- 
cident with  hysterectomy  — and  tamoxifen  admin- 
istration were  performed  within  a matter  of  days 
and  the  individual  efficacy  of  each  was  hard  to  as- 
sess. 

Progesterone  administration  in  patients  with  pul- 
monary lymphangioleiomyomatosis  has  been  as- 
sociated with  regression  of  the  disease.^  Proges- 
terone is  thought  to  be  effective  because  of  its  anti- 
estrogen effects.’  It  is  thought  to  regulate  estrogen 
receptor  replenishment. 

Our  patient  underwent  all  of  the  currently  known 
(Continued  on  page  293) 


Bacteriuria  Screening 

J.  W.  LANE,  Ph.D.  and  J.  C.  HAMMEL,  M.S.,  MT(ASCP)SM,  Kansas  City,  Missouri 


Determination  of  bacteriuria  is  one  of  the  most 
frequent  requests  to  a clinical  laboratory.  The  ma- 
jority of  urine  specimens,  depending  on  the  ratio  of 
asymptomatic  to  symptomatic  patients,  show  no  sig- 
nificant bacteriuria.  Several  methods  are  available 
to  facilitate  determination  of  whether  or  not  a urine 
specimen  should  be  considered  for  culture.  The 
choice  of  a screening  method  should  include  assur- 
ance that  the  method  is  sensitive  enough  to  detect 
levels  of  bacteria  associated  with  urinary  tract  in- 
fection, specific  enough  to  give  a minimum  of  false- 
positive results,  able  to  be  rapidly  performed,  and 
last  but  not  least,  inexpensive. 

Methods 

Eight  hundred  twenty-eight  fresh  urine  samples 
submitted  to  the  microbiology  laboratory  for  cul- 
ture/sensitivity were  screened  with  a Chemstrip  LN 
dipstick  (Bio-Dynamics,  a Division  of  Boerhringer 
Mannheim  Company,  Indianapolis,  Indiana)  to  de- 
termine the  presence  of  leukocyte  esterase  and  ni- 
trite. Urine  collection  was  by  mid-stream  technique, 
specifically  for  culture  of  microorganisms.  Colony 
counts  were  obtained  using  the  calibrated  loop 
method  on  blood  agar  plates.  Colonies,  if  present, 
were  counted  at  24  hours  and  the  plates  reevaluated 
at  48  hours  if  initial  observation  indicated  only  slight 
growth.  Speciation  and  antimicrobial  sensitivity 
studies  were  carried  out  by  standard  American  So- 
ciety for  Microbiology  (ASM)  protocols.'  A colony 
forming  unit  (CPU)  of  10^/ml  of  urine  was  consid- 
ered the  cut-off  for  significant  bacteriuria.  Each  test’s 
sensitivity  and  specificity  in  detection  of  infection 
were  determined,  and  predictive  values  of  positive 
and  negative  tests  were  calculated. 

Results 

The  Chemstrip  LN  consists  of  separate  test  patches 
affixed  to  a plastic  stick  for  determination  of  leu- 
kocyte esterase  and  nitrite  in  urine.  Test  patches  are 
attached  with  a nylon  mesh  which  holds  the  reagent 
paper  in  place  while  providing  for  rapid  and  even 

From  St.  Luke’s  Hospital,  Kansas  City,  Missouri. 

Address  reprint  requests  to  Dr.  Lane,  Department  of  Micro- 
biology, St.  Luke’s  Hospital,  Wornall  Road  at  44th  Street, 
Kansas  City  MO  64111. 


wetting  of  the  entire  test  area.  Urine  overrun  is 
prevented  by  an  inert  absorbent  paper  located  be- 
tween the  reagent  area  and  the  plastic  strip.  Results 
are  obtained  by  comparison  with  color  charts  printed 
on  the  vial  label.  Four  comparison  colors  are  shown 
for  the  leukocyte  esterase.  The  first  color  compar- 
ison is  read  as  negative;  the  others  indicate  varying 
degrees  of  positivity.  The  nitrite  comparison  pro- 
vides a negative  and  positive  patch,  with  a warning 
that  any  pink  color  is  considered  positive.  The  man- 
ufacturer recommends  reading  the  leukocyte  ester- 
ase patch  at  60-120  seconds  and  the  nitrite  patch  at 
30  seconds  after  immersion  in  the  urine.  Color 
changes  that  occur  two  minutes  following  immer- 
sion are  not  diagnostic;  color  changes  only  along 
the  edge  of  the  test  result  from  excess  urine  and 
should  be  ignored. 

The  limitations  of  these  tests  are  as  follows:  The 
leukocyte  test  is  purportedly  not  affected  either  by 
common  bacteria  in  the  urine  or  by  erythrocytes  in 
concentrations  up  to  lO'^/ml.  Specimens  should  not 
be  collected  in  containers  that  contain  oxidizing 
agents  or  utilize  formaldehyde  as  a preservative. 
Cephalexin,  gentamicin,  and  nitrofurantoin  have 
been  shown  to  interfere  with  the  chemical  reaction 
as  well  as  with  visual  interpretation  of  the  leukocyte 
esterase  test.  In  addition,  high  levels  of  albumin 
may  interfere  with  test  results.  Large  amounts  of 
ascorbic  acid  decrease  the  sensitivity  of  the  nitrite 
test.  False  positive  results  may  be  produced  by  med- 
ication that  colors  the  urine  red  or  that  turns  red  in 
acid  medium. 

Discussion 

To  obtain  an  acceptable  sensitivity  level  along 
with  good  predictive  values,  we  interpreted  the 
slightest  change  in  color  of  the  leukocyte  esterase 
patch  or  the  nitrite  patch  as  positive.  Accordingly, 
we  achieved  a sensitivity  level  of  82%;  specificity, 
79%;  predictive  value  of  positivity,  50%;  and  — 
most  important  — predictive  value  of  negativity, 
95%. 

When  proper  collection  technique  and  all  possible 
causative  microorganisms  are  included  for  exami- 
nation, the  cultural  reliability  of  a single  clean  voided 
specimen  is  about  80%  in  the  female  and  virtually 
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98 
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100%  in  the  adult  male.^  However,  detection  of  the 
bacteriuria  by  culture  is  costly  and  time  consuming. 
In  the  last  few  years  a variety  of  new  tests  have 
been  introduced  either  to  screen  specimens  or  to 
augment  conventional  cultures.  Among  these,  the 
Chemstrip  LN  dipstick  is  attractive  because  it  does 
not  require  expensive  instrumentation  and  the  cost 
per  test  is  relatively  low.  Performance  of  the  test  is 
relatively  simple;  a positive  reaction  for  either  test 
is  considered  as  positive,  which  necessitates  culture. 

A most  important  aspect  of  the  Chemstick  LN  is 
the  high  predictive  value  of  negative  cultures  rang- 
ing from  94-99%.  The  combined  published  data 
base  represents  thousands  of  duplicate  culture  com- 
parisons {Table  Our  laboratory  performs  this 
test  regularly  on  urine  cultures.  In  addition,  the  Out- 
patient Clinic  has  processed  more  than  8,000  urine 
specimens,  and  the  physicians  feel  very  comfortable 
with  the  results.  Because  of  the  lower  cost  for  this 
method,  there  is  a reduced  charge  which  results  in 
a savings  to  the  patient  of  approximately  50%  on 
most  urine  tests.  Historically  at  St.  Luke’s  Hospital 
the  rate  of  positive  urine  cultures  was  only  25%. 
Thus,  there  is  also  a savings  to  the  hospital  by  elim- 
ination of  75%  of  urine  specimens  from  the  culture 
process. 


Our  laboratory  request  form  has  two  urine  culture 
categories:  (1)  urine  culture;  and  (2)  quantitative 
urine  culture.  If  the  urine  culture  ordered  under  the 
first  category  produces  a positive  screen,  a culture 
is  performed.  If  the  physician  feels  there  is  a clinical 
indication  for  detailed  analysis  on  specimens  with 
fewer  than  100,000  organisms/ml,  s/he  can  order 
the  quantitative  urine  culture. 


Conclusions 


Because  about  75%  of  urine  cultures  in  most  lab- 


oratories are  negative  microbiologically,  an  inex- 
pensive, accurate  and  rapid  method  to  identify  un- 
infected urine  has  great  value.  The  Chemstrip  LN  - 
satisfies  the  requirements  of  being  inexpensive  and  . 
rapid.  Its  accuracy  rests  within  the  realm  of  the  j 
predictive  value  of  negative  results  when  compared 
with  cultures  at  a sensitivity  cut-off  of  10^  CFU/ml. 
Some  low-count  infections  in  symptomatic  or 
asymptomatic  patients  can  be  detected  as  positives 
on  the  basis  of  associated  pyuria.  However,  since  I 
the  dipstick  chemical  urinalysis  is  qualitative,  not 
quantitative,  its  limitations  must  be  kept  in  mind. 
The  microbiology  laboratory  must  still  offer  a quan- 
titative urine  culture  for  use  by  physicians  who  need  { 
a detailed  analysis  of  any  given  urine  specimen. 
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DIAGNOSIS:  Health  care  professionals  met  recently  in  Manhattan  to  study 
"FARMERITIS"  the  impact  of  the  farm  crisis  on  delivery  of  health  services 

and  to  explore  ways  to  meet  the  health  care  needs  of  the 
rural  population.  The  conference  was  entitled  "The  Farm 
Crisis:  New  Challenges  in  Health  Care  Delivery." 


I 

nThis  Issue... 

I 

j"Fanneri ti s"  - Etiology: 

I Farm  Crisis 
i'87  KMS  dues  remain 
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'November:  National  A.D. 
month 

Do  you  have  an  opinion? 
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Great  American  Smokeout 
November  21 
PCN  feedback  sought 
Children's  healthcare 
legislation 
AIDS  update 
Spokespeople  wanted 


Kermit  G.  Wedel , Minneapolis,  was  Conference  Moderator. 
Presenters  included  Susan  F.  Engelken,  St.  Marys,  and  Donald 
£.  Goerinq,  Coldwater.  Other  KMS  members  in  attendance  were 
Larry  R.  Anderson,  Wellington;  Lloyd  M.  Hummer,  Wichita; 
Ronald  Hunninghake,  Salina;  Glen  E.  Kassebaum,  El  Dorado; 
Stanley  W.  Loewe,  Manhattan;  j_.  Marlene  Mendiones,  Wichita; 
Alex  Scott,  Junction  City;  and  Lauren  K.  Welch,  Wichita. 

Dr.  Engelken  noted  that  many  rural  residents  now  avoid 
seeking  the  health  care  they  need  because  they  can't  afford 
health  insurance--which  is  one  of  the  first  items  to  be  cut 
from  the  budget  when  the  farmer  is  caught  in  the  financial 
squeeze.  The  already  distressed  financial  status  of  rural 
America  is  expected  to  deteriorate  further.  It  has  been 
estimated  that  one  in  18  of  those  now  farming  will  quit 
within  a year,  and  that  Kansas  can  expect  to  lose  as  many 
24,000  of  its  72,000  farms  during  the  next  five  years. 

Dr.  Goerinq  suggested  the  use  of  nurse-practitioners  for 
routine  procedures  and  consolidation  of  counties  to 
streamline  government  services. 

There  is  a tendency  for  rural  families  to  seek  "crisis  only" 
health  care  for  financial  reasons.  In  addition,  the  ever 
increasing  level  of  stress  is  taking  a toll  manifested  in 
sharply  increased  rates  of  alcoholism,  depression,  divorce, 
domestic  violence,  and  suicide. 


Loss  of  a family  farm  generates  feelings  of  loss--anger, 
blame,  diminished  self-esteem--simi lar  to  those  of  death  and 
divorce.  In  addition,  the  relative  isolation  of  farm  life 
may  allow  less  opportunity  for  relief  of  stress.  Health  care 
professionals  who  serve  rural  areas  need  to  be  aware  of  these 
factors,  alert  to  symptoms  of  stress,  and  knowledgeable  about 
resources  that  are  available  to  help  their  patients  to  cope 
with  the  effects  of  prolonged  adversity. 

Speakers  pointed  out  that  Kansas  has  been  especially  hard  hit 
by  current  trends  because  the  state's  primary  economic  arenas 
--agriculture,  oil  & gas,  and  aviation--have  all  suffered  a 
proport ionately  greater  depression  than  the  national  economy. 
In  addition,  it  is  expected  that  the  farm  economy  will  con- 
tinue to  deteriorate  indefinitely  even  as  financial  resources 
from  the  federal  government  continue  to  diminish. 


1987  KMS  DUES 

NATIONAL  A.D.  MONTH 

NEW  THIS  ISSUE  — 

A PERSONAL  VIEW 

DIRECTORY  CORRECTION 


REPORTING  OBLIGATIONS 

ATTENTION 

PHOTOGRAPHERS 


Conference  leaders  noted  that  change  is  inevitable  and 
challenged  those  present  to  work  together  to  find  creative 
ways  to  meet  the  health  care  needs  of  rural  America  in  the 
face  of  a depressed  economy  and  decreasing  federal  resources. 

The  Executive  Committee  recommended  and  the  Council  approved 
that  the  1987  membership  dues  to  KMS  remain  unchanged.  The 
annual  dues  are  $220.  Kansas  ranks  43rd  in  the  amount  of 
state  dues  annually.  Average  dues  are  $292.  In  the 
surrounding  states,  Colorado  is  the  highest,  $555;  Nebraska, 
$265;  Oklahoma,  $210;  and  Missouri,  $300. 

November  has  been  designated  as  the  National  Alzheimer's 
Disease  Month.  Please  watch  for  and  participate  in  activi- 
ties relating  to  this  disease  in  your  community,  especially 
during  November. 

A new  feature,  A Personal  View,  premieres  this  month  in 
KANSAS  MEDICINE.  See  "The  Last  Cadillac"  on  page  265.  The 
editors  will  welcome  your  brief  manuscripts  for  this  feature. 

This  year,  a change  was  made  in  one  item  of  information 
listed  in  the  membership  directory  (August  issue  of  KANSAS 
MEDICINE).  Rather  than  year  of  graduation  from  medical 
school,  each  listing  now  gives  the  year  of  first  Kansas 
licensure.  However,  the  "Explanation  of  Codes"  on  page  53 
was  not  corrected  to  reflect  this  change.  It  should  be  as 
shown  below.  KANSAS  MEDICINE  regrets  this  error. 


Physician  Distribution  by  Cities 

EXPLANATION  OF  CODES  USED  IN  THIS  SECTION 


Line  1: 
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FP 
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(Se»)  (Medical  School) 

(Year  o(  Kansas  Licensure) 

(Specialty) 

Telephone  area  code  follows  city  name.  ’ Probationary  Members 


Would  you  report  your  colleague  for  fraudulent  or  false 
advertising?  If  not,  you  might  be  subject  to  disciplinary 
action  under  terms  of  HB  2661.  The  same  applies  to  failure 
to  report  drug  or  alcohol  sales,  distribution  or  addiction; 
mental  disability;  gross  negligence;  advertising  guaranteed 
results  from  medical  treatment;  charging  excessive  fees  for 
service  and  numerous  other  inappropriate  or  unethical  behav- 
iors. For  answers  to  your  specific  questions  about  reporting* 
obligations,  call  KMS,  1-800-332-0156,  or  in  Topeka,  235-2383.! 

When  the  current  series  of  historical  Kansas  maps  on  the 
KANSAS  MEDICINE  cover  is  concluded  (next  spring),  we  will 
need  color  photos  for  our  cover.  Please  submit  your  35  mm 
color  slides  for  consideration. 


As  of  September  15,  Medicaid/MediKan  considers  Medicare  on  a 
par  with  other  insurance  companies,  i.e.,  as  another  third- 
party  payor.  Thus,  Medicare  co-insurance  and  deductibles 
will  be  paid  by  SRS  only  when  they  are  incurred  in  connection 
with  those  procedures  that  are  covered  by  both  Medicaid  and 
Medicare. 

Additionally,  the  following  co-pay  will  be  required  from  SRS 
clients:  $1  for  each  visit  to  the  physician's  office;  $10  for 
each  outpatient  hospital  or  ambulatory  surgicenter  visit;  $25 
for  each  hospital  admission.  Exempt  are  residents  in  adult 
care  homes;  recipients  of  home  health  services;  family  plan- 
ning, pregnancy-related,  and  children's  services. 

Perhaps  you've  considered  the  new  malpractice  legislation  as 
little  more  than  a limit  on  litigation  awards,  but  there's 
much  more  involved.  In  the  September  issue  of  KANSAS 
MEDICINE  (page  233),  District  Judge  James  B.  Buchele  dis- 
cusses the  impact  of  the  substantial  changes  in  laws  that 
regulate  health  care  providers.  These  changes  cover  duties 
to  report,  expanded  grounds  for  disciplinary  action,  and  the 
expanded  role  of  the  Healing  Arts  Board.  Judge  Buchele 
served  as  chairman  of  the  Peer  Review  Subcommittee  of  the 
Insurance  Commissioner's  Citizens'  Committee  on  Medical  Mal- 
practice and  is  a former  legislator  and  US  attorney.  If  you 
have  questions  about  your  responsibilities  under  the  new  law, 
you  may  find  the  answers  in  this  article. 

Developed  by  the  World  Health  Organization  for  recording  mor- 
bidity and  mortality  information  for  statistical  purposes  and 
for  indexing  hospital  records  by  diseases,  the  International 
Classification  of  Disease,  Ninth  Revision,  Clinical  Modifi- 
cations (ICD-9-CM)  became  the  single  classification  system 
intended  for  reporting  diagnostic  information  and  procedures 
performed  in  hospitals  and  primary  care  settings. 

The  clinical  modification  (CM)  was  developed  in  an  effort  to 
adapt  the  ICD-9  classification  system  to  the  needs  of  hospi- 
tals in  North  America,  as  a mechanism  to  present  a clinical 
picture  of  the  patient.  Thus,  ICD-9-^  codes  are  more  pre- 
cise than  those  included  in  ICD-9,  since  greater  precision  is 
needed  to  describe  the  clinical  picture  of  a patient  than  for 
statistical  groupings  and  trend  analysis.  ICD-9-CM  is  pub- 
lished in  a 3-volume  set  (1.  Diseases:  Tabular  List;  2.  Dis- 
eases: Alphabetical  list;  3.  Procedures:  Tabular  List  and 
Alphabetic  Index).  The  3-volume  set  can  be  purchased  from 
the  U.S.  Government  Printing  Office,  North  Capitol  & H Street 
NW,  Washington  DC,  20401--$29  paper;  $40  hardback. 

Colby,  Garden  City,  Hays,  and  Newton  are  serving  as  pilot 
project  areas  to  develop  and  coordinate  services  for  pre- 
school handicapped  children  and  their  families.  The  study  is 
undertaken  by  the  new  Kansas  Coordinating  Council  on  Early 
Childhood  Developmental  Services.  Erwin  T.  Olson,  Newton,  is 
the  KMS  representative  on  the  Council. 


GREAT  AMERICAN 
SMOKEOUT 


IF  YOU  SEE  PCN 
PATIENTS,  YOUR  OPINION 
IS  SOLICITED 


CHILDREN'S  HEALTHCARE 


AIDS  VIRUS:  HIV 


SPOKESPEOPLE  SOUGHT 


Show  your  patients  that  you  encourage  healthy  lifestyles  by 
promoting  their  participation  in  the  Great  American  Smokeout 
sponsored  by  the  American  Cancer  Society  on  November  21.  A 
variety  of  smokeout  materials  are  available  at  no  cost  from 
the  American  Cancer  Society,  including  a preprinted  mock  pre- 
scription pad  with  the  message  "Please  Stop  Smoking!" 

Materials  may  be  ordered  from  any  local  ACS  unit. 

SRS  is  unaware  of  any  significant  problems  with  the  adminis- 
tration of  the  Primary  Care  Network  program.  Feedback  from 
participating  physicians  is  solicited  regarding  this  program 
in  those  areas  where  it  is  available.  Please  convey  your 
experiences  to  SRS  Medical  Programs,  913-296-3981. 

Senators  Edward  Kennedy  (D-MA)  and  Oren  Hatch  (R-UT)  have 
introduced  the  Children's  Healthcare  Act  of  1986.  This  bill 
would  allow  states  to  extend  Medicaid  benefits  to  as  many  as 
three  million  children  whose  families'  incomes  meet  the 
federal  poverty  guidelines.  The  bill  would  permit  states  to 
separate  Aid  for  Families  with  Dependent  Children  (AFDC)  eli- 
gibility so  that  AFDC  enrollment  no  longer  would  be  a require-' 
ment  for  Medicaid  benefits.  An  estimated  52%  of  the  nation's  | 
poor  children  are  without  health  insurance  coverage. 

I 

Until  recently,  the  AIDS  virus  has  been  designated  as 
HTLV-III  or  LAV  or  a combination--HTLV-I  I I/LAV . To  dispel 
controversy  and  simplify  the  terminology,  recent  literature  I 
refers  to  the  virus  as  HIV  (human  immunodeficiency  virus).  j 
KANSAS  MEDICINE  welcomes  this  simplification  and  will  utilize  | 
HIV  for  all  future  references  to  the  AIDS  virus. 

KMS/SRS  liaison  Committee  considered  the  matter  of  AIDS  diag-  s 
nosis.  The  local  health  departments  offer  the  appropriate 
testing,  and  physicians  may  refer  patients  to  those  offices.  ’ 

Furthermore,  AIDS  is  a reportable  disease.  For  reporting  SRS  ' 
(Medicaid/MediKan)  clients,  the  AIDS  diagnostic  code  is  Y-85.  , 

The  KMS  and  AMA  are  frequently  asked  by  business,  labor, 
government,  the  Joint  Commission  on  Accreditation  of 
Hospitals,  and  other  organizations  to  recommend  physicians 
who  have  special  expertise  in  a particular  subject  who  would  ' 
be  qualified  to  serve  on  a council,  committee,  or  commission. 
Since  these  requests  usually  occur  on  short  notice,  it  often 
is  difficult  to  find  properly  qualified  physicians  willing  to ' 
serve  on  these  advisory  and/or  policy-making  bodies.  There- 
fore, the  KMS  has  initiated  a project  to  develop  a bank  of  ! 
potential  nominees  who  have  expertise  in  a variety  of  medical: 
disciplines  and  related  endeavors. 

In  an  effort  to  identify  such  physicians,  KMS  seeks  your 
assistance  in  submitting  names  of  potential  nominees  with 
capabilities  in  these  specific  areas:  j 

I 

• Long  term  care/aging  • Ambulatory  health  care 

• Alternative  Delivery  Systems  • Physician  reimbursement 

• Quality  assurance/risk  management 

Please  refer  your  recommendations  to:  KMS,  1300  Topeka, 

Topeka  KS  66612  as  soon  as  possible.  Supportive  background 
information  would  be  helpful. 


SOCIO-ECONOMICS 


w 

Gifts  and  the  Gift  Tax 


JOSEPH  E.  McKinney,  JD,  CPA,  Topeka 


Physicians  have  acquired  a certain  sad  familiarity 
with  the  tax  laws  of  the  United  States.  Since  there 
are  always  plenty  of  tax  Cassandras  available  to  wail 
woe  as  the  Tax  Man  cometh,  perhaps  it  is  possible 
to  avoid  such  unhappy  topics  for  a time.  This  article 
is  devoted  instead  to  a benign  theme:  how  much 
property  can  one  give  to  another  without  attracting 
the  larcenous  attention  of  the  tax  collector? 

People  make  gifts  for  many  reasons.  Some  are 
wholly  motivated  by  a desire  to  save  taxes.  Because 
of  his/her  professional  deformation,  a tax  advisor 
can  come  to  believe  that  virtually  all  transfers  are 
so  motivated.  That  is  infrequently  true,  however; 
the  tax  savings  aspect  is  usually  incidental  to  a desire 
to  benefit  someone  or  some  cause  that  the  giver 
cares  about.  For  example,  a professional  may  have 
a parent  in  need  of  funds.  When  the  professional’s 
income  tax  bracket  is  relatively  high  and  the  parent’s 
relatively  low,  less  tax  attrition  will  result  if  s/he 
gifts  property  which  will  produce  a sufficient  stream 
of  future  income  than  if  s/he  simply  transfers  needed 
cash  year  by  year.  In  the  former  case,  subsequently 
generated  earnings  are  taxed  to  the  low-bracket  par- 
ent (assuming  the  transaction  is  properly  struc- 
tured), while  in  the  latter,  earnings  are  taxed  to  the 
high-bracket  professional  before  s/he  transfers  the 
money.  It’s  obvious  in  this  example  that  the  gift 
itself  is  motivated  by  good  old-fashioned  love;  only 
the  form  of  the  gift  will  be  molded  with  an  eye  to 
the  tax  laws. 

Whatever  the  motivation,  some  gifts  can  be  made 
free  of  gift  taxes.  A little  background  will  clarify 
what  is  here  implied.  Gifts  can  be  made  during  life 
or  at  death.  Congress  has  seen  fit  to  levy  a tax  on 
a person’s  right  to  transfer  property  by  gift.  Each 
gift  made  is  cumulative,  i.e.,  this  year’s  gifts  — to 
the  extent  they  are  taxable  — are  added  to  the  total 
of  all  prior  gifts.  A tax  is  computed  on  this  cu- 


Editor’s  Note:  Although  the  final  provisions  of  the  new  tax 
I law  are  unknown  at  this  time,  no  changes  are  anticipated  in 
\\  the  matters  discussed  here. 


mulative  total.  From  this  tax  is  subtracted  the  sum 
of  the  “unified  credit’’  and  gift  taxes  paid  in  prior 
years.  Any  balance  that  remains  must  then  be  paid. 
The  effect  of  the  prescribed  computative  method  is 
fairly  straightforward  (as  tax  matters  go): 

• The  tax  on  each  “taxable  gift’’  is  progressive; 
the  more  cumulative  gifts,  the  higher  the  tax; 

• No  cash  need  be  used  to  satisfy  the  tax  until  the 
amount  of  the  unified  credit  is  exhausted. 

Since  gifts  at  death  are  taxed  in  the  same  general 
fashion  as  lifetime  gifts,  the  estate  and  gift  taxes 
are  said  to  be  “unified.’’ 

The  amount  of  unified  credit  available  to  offset 
transfer  tax  liability  is  $155,800  in  1986,  and  in 
1987  it  will  be  $192,800,  where  it  will  remain.  This 
means  that  in  1987  a person  may  make  cumulative 
taxable  gifts  (during  life  or  at  death)  aggregating 
$600,000  before  s/he  must  part  with  any  cash.  To 
the  extent  that  the  unified  credit  is  used  during  life, 
it  cannot  again  be  used  at  death. 

Those  transfers  that  are  not  “taxable  gifts’’  never 
enter  into  the  gift  and  estate  tax  computations  and 
escape  taxation  permanently.  What  transfers,  then, 
are  not  taxable  gifts? 

Some  transfers  are  not  taxable  because  they  aren’t 
really  gifts.  If  I establish  a trust  for  my  child,  the 
terms  of  which  provide  that  I can  revoke  the  trust 
and  acquire  absolute  ownership  of  any  property  I 
previously  transferred  to  it,  it’s  axiomatic  that  es- 
tablishment of  the  trust  isn’t  a gift.  1 keep  too  much 
control  of  the  property.  As  a law  professor  suc- 
cinctly phrased  it,  “You  can’t  give  it  away  and  keep 
it  too.’’ 

Some  transfers  that  are  gifts  aren’t  taxable  be- 
cause of  social  policies  embedded  in  the  tax  law. 
For  example,  gifts  to  certain  charities  are  generally 
not  taxable.  Congress  decided  that  because  charities 
benefit  us  all,  it  wouldn't  be  appropriate  to  dis- 
courage charitable  gifts  by  taxing  them.  Likewise, 
gifts  to  a spouse  are  generally  not  taxable  simply 
{Continued  on  page  296) 
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Critique  of  CME 

MAURICE  M.  TINTEROW,  M.D.,  Ph.D.,*  Wichita 


The  emphasis  given  to  continuing  professional  ed- 
ucation in  recent  years  is  evident  from  the  numerous 
articles  that  have  appeared  in  contemporary  journals 
and  books.  At  the  same  time,  a running  debate  on 
the  effectiveness  of  continuing  professional  edu- 
cation programs  has  emerged.  A crucial  question 
asked  about  professionals  by  their  peers  and  the 
public  has  to  do  with  the  individual  competence  of 
practicing  professionals  today. 

In  the  medical  profession,  there  has  been  a major 
change  in  attitudes  toward  continuing  medical  ed- 
ucation, and  the  number  of  CME  programs  has  in- 
creased dramatically.  Since  1946,  the  leadership  role 
in  conducting  CME  courses  and  programs  has  shifted 
from  state  and  local  medical  societies  to  medical 
schools,  specialty  societies,  and  professional  asso- 
ciations. 

Physicians  who  practice  in  small  communities 
have  found  it  difficult  to  attend  continuing  education 
programs  because  of  inability  to  arrange  coverage 
for  their  patients  and  unavailability  of  CME  pro- 
grams in  or  near  their  communities.  A criticism  at 
present  by  the  public  sector  is  that  the  medical 
profession’s  attempt  to  accumulate  the  required 
number  of  CME  hours  adds  to  the  cost  of  medical 
care. 

In  1970,  Michigan  physicians  were  studied  to  aid 
in  development  of  additional  educational  programs 
and  activities  to  meet  the  continually  expanding  need 
for  new  knowledge.  The  findings  showed  that  typ- 
ical Michigan  physicians  were  strongly  motivated 
by  their  own  individual  standards.  Therefore,  the 
challenge  to  education  planners  is  to  devise  pro- 
grams that  capitalize  on  the  motivational  forces 
within  each  physician  and,  at  the  same  time,  address 
the  realities  of  practice. 

Continuing  medical  education  is  a generic  term 
for  a loosely  grouped  collection  of  activities  whose 
broad  spectrum  includes  the  use,  by  an  individual 
physician,  of  journals  and  cassette  tapes,  didactic 
lectures  before  large  audiences  at  professional  meet- 
ings, self-assessment  examinations  offered  by  spe- 


* Professor  of  Health  Science,  College  of  Health  Profes- 
sions, The  Wichita  State  University,  Wichita,  Kansas. 

Address  reprint  requests  to  Dr.  Tinterow,  College  of  Health 
Professions,  The  Wichita  State  University,  Wichita  KS  67208. 
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cialty  societies,  postgraduate  programs  of  instruc- 
tion designed  by  medical  schools,  local  hospital  staff 
conferences,  and  numerous  other  variants. 

An  examination  of  contemporary  medical  prac- 
tice and  the  relationship  between  CME  credits  and 
various  privileges  associated  with  medicine  reveals 
little  uniformity  among  states,  specialty  societies, 
national  professional  associations,  and  state  medical 
societies  regarding  reporting  systems,  program  ac- 
creditation procedures,  or  any  number  of  other  fac- 
tors related  to  CME.  In  many  states,  mandatory 
CME  has  become  commonplace  and  is  tied  in  with 
physician  licensing,  specialty  area  recertification, 
state  medical  association  membership,  hospital 
privileges,  and  other  medically  related  affiliations. 
States  have  enacted  rules  that  mandate  participation 
in  CME  in  order  to  renew  licenses  to  practice  and 
to  secure  malpractice  insurance.  j 

In  1973,  the  American  Medical  Association’s  i 
House  of  Delegates  adopted  a formal  report  which  | 
stated  that  regular  participation  in  continuing  med-  | 
ical  education  was  essential  to  maintainance  of  ; 
professional  competence.  Each  physician  was  en-  j 
couraged  to  participate  voluntarily  in  a regular  pro-  ; 
gram  of  continuing  education  designed  to  maintain  i 
his/her  professional  competence.  The  ultimate  re-  : 
sponsibility  for  maintaining  competence  was  de-  ' 
pendent  on  the  physician  and  not  the  CME  program.  ' 
There  are  no  data  to  prove  that  participation  in  con-  : 
tinning  education  activities  makes  any  difference  in 
the  maintainance  of  professional  competence. 

Since  June  30,  1978,  the  State  of  Kansas  has  ' 
required  every  licensee  who  renders  health  care  ;! 
services  in  the  state  to  submit,  with  his/her  request  ; 
for  license  renewal,  evidence  of  satisfactory  com-  r 
pletion  of  continuing  education.  All  licensees  must  ji 
complete  a minimum  of  150  hours  of  CME  every  ( 
three  years,  a record  of  which  is  then  submitted  to  !|^ 
the  Board.  The  American  Medical  Association’s  ) 
Physician’s  Recognition  Award  (PR A)  and  spe-  (! 
cialty  society  certificates  may  be  used  to  satisfy  this  (| 
requirement.  ’] 

In  1971,  New  Mexico  became  the  first  state  to  iij 
pass  and  implement  a law  requiring  participation  in 
CME  for  renewal  of  a license  to  practice  medicine.  i-i 
Other  states  followed,  and  by  1980,  there  were  20  H 
states  with  this  requirement.  From  1980  to  1984,  j 


the  number  of  states  that  mandate  licensure-related 
continuing  education  decreased  from  20  to  18. 

There  are  at  least  two  major  benefits  from  man- 
datory continuing  education:  one  is  the  reassurance 
to  the  public;  the  other  is  the  periodic  assessment 
of  competence  to  ensure  that  the  individual  physi- 
cian maintains  a high  level  of  competence.  If  con- 
tinuing medical  education  were  well  done,  there 
would  likely  be  a change  in  the  physician’s  per- 
formance since  the  final  measure  of  the  value  of 
any  program  is,  of  course,  the  actual  changes  in 
behavior  it  helps  participants  to  accomplish 
(Knowles,  1980). 

There  are  many  indicators  that  mandatory  con- 
tinuing medical  education  will  continue  to  be  a re- 
quirement for  relicensure.  It  cannot  be  assumed  that 
the  voluntary  activities  in  which  physicians  engage 
facilitate  more  learning  than  would  have  occurred 
had  the  physician  not  participated  in  them.  There 
are  many  ways  to  measure  the  extent  of  an  individ- 
ual’s exposure  to  instruction,  or  to  assess  the  re- 
sulting knowledge  or  competence,  but  few  are  avail- 
able to  measure  the  effect  of  that  teaching  on  the 
quality  of  actual  performance. 

Until  recently,  state  legislators  had  little  interest 
in  development  of  legislation  involving  CME  for 
physicians.  Most  licensure  standards  are  based  on 
state  laws.  Licensure  in  the  United  States  is  a pro- 
vincial process  that  clings  to  the  standards  of  the 
past  and  is  administered  as  a minor  function  of  state 
governments  by  boards  of  limited  educational  ex- 
pertise (Richards,  1979).  Licensure  standards  vary 
from  state  to  state,  and  current  licensing  procedures 
remain  practically  the  same  as  they  were  in  the 
1920s.  Licensing  of  physicians  has  not  been  uni- 
form and,  until  recently,  was  not  difficult  to  obtain; 
the  only  prerequisite  was  a diploma  from  a recog- 
nized medical  school  and  a certificate  that  indicated 
successful  passage  of  either  the  state  board  exam- 
inations or  the  National  Board  examinations.  Once 
licensed,  the  physician  could  deliver  health  care 
services  until  voluntary  retirement  or  death.  More 
recently,  however,  the  states  have  chosen  to  man- 
date continuing  education  as  a means  of  assuring 
the  maintenance  of  basic  and  changing  knowledge, 
skills,  and  performance  of  their  licensees. 

The  costs  of  continuing  professional  education 
are  great  in  terms  of  the  demands  on  the  profes- 
sional’s time  and  energy,  as  well  as  the  personnel 
j and  financial  investment  involved.  At  this  time,  there 
I is  a consistent  and  significant  absence  of  documen- 
Itation  of  benefits,  and  it  is  rather  alarming  that  con- 
1 tinning  education  is  the  principal  method  for  main- 


tainance  and  improvement  of  professional 
competence.  Without  continuing  research  directed 
at  strengthening  the  effectiveness  of  continuing 
professional  education,  it  may  prove  to  be  the  weak- 
est link  in  any  profession’s  attempt  to  improve  the 
quality  of  its  own  performance. 

Most  of  the  states’  licensing  boards  recognize  the 
Physicians  Recognition  Award  issued  by  the  Amer- 
ican Medical  Association  as  the  basis  for  credibility 
of  continuing  medical  education  credit.  The  appli- 
cation for  the  award  is  based  on  the  physician’s 
continuing  medical  activities  for  the  preceding  spe- 
cific number  of  years  required  by  the  board.  Ap- 
plication for  the  PR  A is  voluntary.  All  state  medical 
societies  are  recognized  by  the  Accreditation  Coun- 
cil for  Continuing  Education  as  accrediting  bodies 
for  institutions  or  organizations  that  provide  local 
and  intrastate  programs  of  CME.  The  process  in- 
volved in  documentation  of  attendance  at  continuing 
education  programs  is  voluntary.  State  statutes  al- 
low for  an  audit  of  records  of  the  physician,  but 
there  is  some  doubt  whether  audit  procedures  are 
actually  instituted  periodically  to  check  on  submit- 
ted information.  At  present  there  are  new  require- 
ments for  the  PRA  for  participation  in  continuing 
medical  education.  There  will  be  only  two  cate- 
gories: 60  CME  credits  will  be  required  in  Category 
I as  before,  but  CME  activities  with  nonaccredited 
sponsorship,  medical  teaching,  papers,  publication, 
books  and  exhibits,  as  well  as  other  nonsupervised 
CME,  will  be  included  in  the  other  category.  A total 
of  150  CME  credits  will  be  required  for  the  award. 

Many  discussions  of  continuing  education  result 
in  misinterpretation  or  confusion  because  frequently 
used  terms  may  be  defined  differently  in  the  context 
of  continuing  education  for  the  professions.  The 
continuing  education  activities  are  designed  to  re- 
view existing  concepts  and  techniques  and  to  update 
knowledge  in  that  particular  professional  area.  The 
objective  is  to  improve  skills,  knowledge,  and  the 
ability  of  the  physician  to  deliver  the  highest  quality 
of  service  to  the  public  as  well  as  to  the  profession. 

Continuing  education  courses  are  conducted  in  a 
variety  of  forms  utilizing  many  methods  and  tech- 
niques, and  are  sponsored  by  different  groups  and 
organizations.  However,  the  question  must  be  asked: 
“Has  mandatory  continuing  education  for  the 
professions  had  an  impact  on  the  competence  of  the 
health  professional  or  other  professionals?’’  A sur- 
vey of  physicians  in  Kansas  (Tinterow,  1981)  lends 
credence  to  the  statement  that  mandatory  continuing 
education  for  physicians  does  not  alter  the  patient’s 
(Continued  on  po}^e  290) 
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The  question  is  not  new  and  the  problems  behind 
it  are  inherent  in  the  nature  of  such  periodicals.  It 
asks,  obviously,  whether  they  have  lived  beyond 
their  justifiable  usefulness  and  should  be  accorded 
a journalistic  euthanasia. 

The  problems  are  at  least  two.  One  is  editorial: 
can  the  professional  information  presented  be  con- 
sidered of  a necessary  academic  value?  Many  an- 
swer by  simply  ignoring  those  publications  in  favor 
of  other  sources.  Editorial  offices,  on  the  other  hand, 
tend  to  be  maternally  defensive.  Consequently,  al- 
though some  journals  have  dropped  by  the  wayside 
or  have  been  absorbed  by  others,  and  most  have 
changed  greatly  in  character,  they  persist. 

But  an  inseparable  problem  is  the  ever-present 
matter  of  finances.  The  abilities  of  editorial  boards 
to  produce  a periodical  sufficiently  desirable  to  their 
sponsoring  societies  may  prompt  varying  degrees 
of  financial  support  from  those  societies  but  few  of 
the  latter  would  be  willing  to  pick  up  the  whole  tab 
if  the  larger  portion  were  not  met  by  advertising 
revenues.  The  former  is  mentioned  only  as  a re- 
minder to  KMS  members  that  we  acknowledge  our 
obligations.  The  latter  follows  because  it  is  undergo- 
ing one  of  its  periodic  exacerbations  of  a chronic 
and  critical  condition  of  publishing  life. 

The  nettle  for  state  journals  is  well  recognized. 
The  advertising  dollar  simply  goes  where  it  can  get 
the  most  attention  for  the  lowest  price.  A recent 
letter  from  the  State  Medical  Journal  Advertising 
Bureau  (our  representative  for  national  advertising) 
reminds  us  of  an  old  comparison:  combined  state 
journal  circulations  come  to  only  58%  of  that  of  the 
JAMA.  (Incidentally,  the  few  state  and  regional 
journals  not  members  of  SMJAB  are  experiencing 
the  same  problems.)  At  the  same  time,  the  cost  of 
a unit  of  advertising  in  the  state  journals  is  more 
than  two  and  a half  times  that  in  the  JAMA.  And 
the  latter  appears  every  two  weeks,  an  added  ex- 
posure dear  to  the  hearts  of  advertising  managers. 

Simply  put,  state  journals  must  demonstrate  to 
advertisers  that  they  have  a special  market  to  be 
reached  by  their  advertising  — enough  to  make  up 
for  those  deficiencies  of  number  and  excesses  of 
cost.  Somehow,  our  own  certainties  in  the  matter 
don’t  seem  to  rub  off  on  advertisers  as  we  would 
like. 


Are  State  Journals  an  Anachronism? 

So  the  old  question  of  financial  support  of  this 
and  other  state  journals  won’t  go  away.  This  is  not 
leading  up  to  a winsome  request  for  bail  money.  It 
is,  however,  to  reconsider  the  facts  of  life  in  the 
current  business  world  and  what  they  mean  to  us  in 
a sort  of  unwanted  trickle-down  effect.  In  short, 
things  are  tough  all  over.  It  does  seem  that  everyone 
is  inundated  with  advertising  from  all  directions  and 
on  all  wavelengths.  The  fact  is  that  even  the  big 
boys  are  nervous  and  having  to  cut  their  advertising 
budget  comers  — which  slows  said  trickle.  They 
analyze  the  situation  and  analyze  the  analyses,  but 
two  economic  concerns  are  apparent.  The  weak  and 
uncertain  economy  is  increasing  industry’s  caution 
in  all  its  planning,  not  just  advertising.  Addition- 
ally, the  uncertainties  regarding  the  effect  of  the 
impending  tax  reforms  has  had  them  up  in  the  air 
and  has  complicated  the  long  range  planning  that 
goes  into  their  budgeting. 

Drug  companies  have  specific  and  particular 
problems.  Overhead  has  increased  no  less  than  it 
has  for  other  industries.  Generic  dmg  use  increases 
as  dmg  patents  terminate,  and  this  requires  changes 
in  marketing  philosophies  and  techniques.  It  has 
been  suggested  that  “specialty  markets’’  (such  as 
the  medical  community,  especially  state  organiza- 
tions) may  have  a particular  appeal  for  advertisers 
— but  individual  publications  remain  subject  to  dmg 
company  decisions.  Moreover,  social  trends  enter 
the  picture.  The  campaign  to  educate  patients  and 
bring  them  into  therapy  decisions  has  prompted  the 
industry  to  divert  significant  parts  of  its  advertising 
dollar  into  programs  aimed  directly  at  the  consumer. 
And  in  these  merger  days,  whether  dmg  companies 
are  taken  over  or  do  the  taking,  advertising  policies 
(and  funds)  will  be  affected  in  a land  where  volume 
is  still  king  (or  is  it  queen?). 

So  the  advertising  gods  contend  in  their  olympian 
efforts  as  the  lesser  folks  gather  at  the  spring  to  see 
if  it  has  mn  dry  yet.  We  continue  our  double  ob- 
ligation — to  convince  advertisers  to  use  us  for  their 
messages  and  to  convince  our  supporters  we  are 
worth  that  support. 

Just  thought  you  should  know  we  haven’t  for- 
gotten either  of  them.  — D.E.G. 
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MEDICINA  EX  LEX 


HB  2661  & Possible  Uninsured  Liability 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 


House  Bill  2661  passed  by  the  1986  Legislature 
represents  a comprehensive  solution  to  a many-fac- 
eted problem.  This  legislation  was  enacted  follow- 
ing days  of  study  by  a select  committee  of  the  leg- 
islature and  a citizens  committee  appointed  by  the 
Insurance  Commissioner.  It  imposes  obligations 
upon  health  care  providers  to  report  incidents  of 
medical  malpractice  and  to  participate  in  mandatory 
peer  review  functions.  Significant  tort  reforms  are 
included  in  this  and  prior  legislative  enactments. 

The  1986  legislation  followed  spiraling  increases 
in  the  number  of  claims  filed  and  paid  by  the  Health 
Care  Stabilization  Fund  and  legislative  attempts  to 
reduce  the  exposure  of  that  Fund.  Surcharge  pre- 
miums became  confiscatory,  and  the  state  experi- 
enced a loss  of  necessary  health  care  in  selected 
areas. 

A key  element  of  HB  2661  was  the  provision  that 
capped  medical  malpractice  awards  at  $1  million 
with  a provision  that  allows  additional  payments  if 
needed  to  pay  necessary  medical  expenses  and  sup- 
plementary benefits,  to  a maximum  of  $3  million. 
Consistent  with  this  cap  on  awards,  the  authority 
of  the  Health  Care  Stabilization  Fund  to  pay  awards 
was  similarly  limited  for  all  claims  arising  from  acts 
of  medical  malpractice  that  occur  on  or  after  July 
1,  1986.  For  any  claim  that  arises  prior  to  that  date, 
but  subsequent  to  July  1,  1984,  the  Fund  is  au- 
thorized to  make  payments  in  any  case  up  to  a max- 
imum of  $3  million.  This  means  that  all  actions 

*KMS  Legal  Counsel 

Editor’ s Note:  This  is  the  12  th  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  an.swers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66605: 
1-800-332-0248. 


pending  as  of  July  1,  1986,  will  not  be  covered  by 
the  caps  on  awards  nor  will  any  claim  in  which  the 
incident  occured  before  that  date. 

It  therefore  appears  that,  assuming  the  constitu- 
tionality of  all  the  provisions  is  upheld,  there  will 
still  be  a time  lag  of  a number  of  years  before  it 
may  safely  be  concluded  that  the  caps  on  awards 
will  limit  the  liability  of  a health  care  provider. 

The  Kansas  Association  of  Trial  Lawyers  has  now 
filed  an  action  attacking  the  constitutionality  of  the 
legislation.  Until  this  act  is  upheld  by  the  Kansas 
Supreme  Court,  its  constitutionality  cannot  be  guar- 
anteed. 

It  is  possible  some  of  the  provisions  may  be  struck 
down  and  others  may  be  upheld.  Moreover,  if  the 
overall  cap  is  declared  unconstitutional,  will  the 
provisions  that  limit  the  payout  from  the  Fund  also 
be  struck  down  or  will  health  care  providers  be  left 
with  a situation  in  which  the  cap  is  unconstitutional 
and  a limitation  of  the  Fund’s  authority  to  pay  claims 
is  left  in  place? 

Some  health  care  providers  may  be  able  to  pur- 
chase excess  insurance,  although  this  market  has 
rapidly  diminished  and  a number  of  physicians  will 
be  unable  to  obtain  coverage,  'fhe  purchase  of  ex- 
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cess  insurance  by  health  care  providers  is  a business 
judgment  which  must  be  made  by  each  professional 
after  consideration  of  relative  exposure  to  liability 
and  the  cost  of  purchase. 

Assuming  the  litigation  proceeds  as  presently  filed, 
it  may  be  a year  or  more  before  final  determination 
of  the  constitutionality  of  the  act  is  finally  deter- 
mined. Obviously,  all  health  care  providers  are 
hopeful  that  the  comprehensive  legislation  will  be 
upheld  and  that  this  period  of  uncertainty  will  be 
ended. 

-4- 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  be  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 

atj  6oi  t j C/, 

Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


In  ten  years  your 
malpractice  carrier  may 
De  just  a memory. 

essional 

LIABIUT 


VOTE 

NOVEMBER  4 


Did  you  see  our 

NEW  FEATURE? 

A PERSONAL  VIEW  be- 
gins in  this  issue  of  KANSAS 
MEDICINE  — see  page  265 . 

Your  brief  manuscripts  are 
solicited  for  this  feature.  Send 
to; 

KANSAS  MEDICINE 

1300  Topeka 
Topeka  KS  66612 
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Learn  about  legal  issues 
affecting  medical  staffs 


V V, 


kfM- 


The  AMA  Hospital 
Medical  Staff  Section 
Eighth  Assembly 


December  4-8, 1986  • Las  Vegas  Hilton 


Special  Educational  Sessions: 

• Role  of  Medical  Staff  Legal  Counsel 

• Medical  Staff  and  PRO  Sanctions 

• Antitrust  and  Credentialing 

• Medical  Staff/ Hospital  Board 
Relationships:  Their  Corporate 
Responsibility 


Represent  your  medical  staff. 

For  Information  Contact: 
Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 
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We  doubt  our 
sales  force  is  that 


see  a demonstration  of  / 
our  Holter  System 
spend  $6,500 
of  their  hard 
earned  money 
to  own  one. 


i 


I 


No  offense  to  our  sales  force,  but  we  think  Monitor 
One  HC™  sells  itself 

It  may  be  the  medicine 

ST  segment  monitoring  for  Total  Ischemic  Burden 
(TIB)  and  multi-day  monitoring  for  variability  in 
ectopics  are  both  developing  standards  of  care. 

For  these  procedures  you  will  want  to  use  a clinically 
validated  system.  Monitor  One  HC  meets  the  task. 
100%  sensitivity  and  92%  specificity  day  after  day* 


Or  it  may  be  the  economics 

A Holter  system  can  cost  $40,000  or  more.  Ours 
comes  complete  with  hard  copy  analysis  and  ; 

printer  for  about  one  sixth  the  cost.  And  third  party  | 
reimbursement  is  the  same,  averaging  $150^  per 
procedure.  Leasing  is  also  available  for  about  $225*  I 
per  month.  ! 

Arrange  a demonstration.  Call  1-800-492-7337,  ask 
for  Gary  or  Jim.  Or  mail  this  coupon. 


i^moniliof 


1 


more  holtering  for  less 


Name 


Specialty 

Address 

City 

State  Zip 

Telephone  ( 

) 

GOETZE/NIEMER 

1701  BROOKLYN,  KANSAS  CITY,  MISSOURI  64127 


‘Clinical  validation  at  Harvard  University 
and  University  of  California.  San  Francisco. 
‘Medicare  and  other  third  party 
reimPursement  will  vary 
♦Based  on  48  month  lease 


NIEMER 


-iJ 


% f ^ ^ 

Thank  you  for  your  lo^al  support 


DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


i 


# SKGF  CO. 


There's  never  been 
a better  time  for  her. . 
and 

PREMARIN® 

njugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthl  "^  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARBM® 

(Conjugated  Estrogens  Tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREMARBM® 

(Conjugated  Estrogens) 


Vaginal 

Cream 

0. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN’’  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN”  Brand  ot  conjugated  estrogens  Vaginal  Cream  in  a nonliquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  Increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13.9  times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatmenf  and  on  estrogen  dose.  In  view  ot  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  esfrogen  may  carry  less  risk  fhan  continuous  administration:  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  faking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘natural’  estrogens  are  more  or  less  hazardous  than  ‘synthetic’  estrogens  at  equiestrogenic  doses. 
2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  bofh  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  ufero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  thaf  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  fo  have 
vaginal  adenosis,  epithelial  changes  ot  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-told  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  Is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  ot  pregnancy  continuation. 


DESCRIPTION;  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol. 
equilenin . and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in0.3mg.0625  mg. 09 
mg,  1.25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  ot  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  of  fhe  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  ot  carcinoma  ot  the  endometrium  in  humans  (See  Boxed  Warning.)  At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombopniebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  fhe  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarcfion,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  fhe  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed . Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or.  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased  < 
incidence  of  mental  depression.  Patients  with  a history  ot  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  In 
young  patients  in  whom  bone  growth  is  not  complete.  It  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a.  Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability. 

c.  increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  tree  T4  concentration  is  unaltered, 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f.  Reduced  response  to  metyrapone  test, 
g Reduced  serum  folate  concentration. 

it.  Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  In  human 
milk. 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea:  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  ot 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema:  changes  in  libido 

ACUTE  OVERODSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DOSAGE  AND  ADMINISTRATIDN; 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

1 . Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  ^mptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0 . 3 to  1 . 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  snould  be  cyclic  (eg.  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2.  Given  cyclically:  Female  castration  Osteoporosis.  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  ot  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  tor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals  I 

Usual  dosage  range:  2 to  4 g daily,  intravaginally.  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and  I 

appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  ! 

abnormal  vaginal  bleeding.  j 
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“With  income  from 
three  sources,  my  tax 
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“We ’re  setting  up  an 
estate  plan.” 
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(Continued  from  page  283) 

outcome  nor  change  the  physician’s  behavior. 
Learning  should  evoke  a change  in  behavior.  The 
only  real  test  of  continuing  education  is  improve- 
ment in  the  quality  of  care  offered  to  the  patient. 

Physicians  did  not  alter  their  approach  to  contin- 
uing medical  education  after  the  prerequisite  of 
mandatory  continuing  education  for  relicensure  in 
1975.  The  educational  methodology  through  which 
mandatory  continuing  professional  education  is  de- 
livered is  highly  experimental,  and  there  is  a need 
for  extensive  research  in  development  and  admin- 
istration of  appropriate  evaluation  methods  to  meas- 
ure changes  in  professional  practice.  It  cannot  be 
assumed  that  making  more  information  available 
and  appealing,  as  well  as  more  convenient,  is  an 
adequate  response  to  the  problem. 

A bibliography  on  continuing  education  for  professionals 
is  available  from  Dr.  Tinterow,  College  of  Health  Profes- 
sions, Wichita  State  University,  Wichita  KS  67208. 


Horseshoe  Kidney 

(Continued  from  page  275) 

Fetal  development  of  the  horseshoe  kidney  takes 
place  between  the  fourth  and  eighth  weeks  of  ges- 
tation. Posterior  migration  and  rotation  is  prevented. 
Ninety  per  cent  of  renal  fusion  takes  place  in  the 
lower  pole.  The  isthmus  is  usually  at  the  L-4  or  L- 
5 level.  The  classification  of  horseshoe  kidneys  into 
three  groups  is  useful. 

Group  I,  which  occurs  20%  of  the  time,  includes 
those  with  no  vascular  abnormalities. 

Those  in  Group  II  have  the  isthmus  blood  supply 
arising  from  minor  renovascular  abnormalities  such 
as  the  aortic  bifurcation,  iliac  or  inferior  mesenteric 
arteries. 

Those  in  Group  III  show  major  renovascular  ab- 
normalities in  up  to  10%  of  cases,  with  reports  of 
up  to  ten  renal  arteries  arising  from  an  aneurysm. 

Sixty  per  cent  of  patients  with  horseshoe  kidney 
are  asymptomatic.  The  remainder  suffer  from  stasis 
infection,  renal  stones,  or  hydronephrosis. 

Elective  preoperative  intravenous  pyelogram  and 
arteriography  should  be  performed  to  aid  the  careful 
surgical  dissection  of  the  renal  arteries  and  veins. 
There  is  an  advantage  to  opening  the  aneurysm  after 
proximal  and  distal  cross  clamping  to  identify  the 


" — ^ . 

origins  of  the  renal  arteries.  Arteriography  may  not 
visualize  all  the  renal  arteries  because  of  an  intra- 
aortic thrombosis.  Every  effort  should  be  made  to 
restore  all  of  the  renal  arteries.  If  all  renal  arteries 
are  small,  a button  of  the  aortic  wall,  including  the 
origins  of  the  renal  artery,  can  be  sutured  to  the 
prosthesis. 

The  ureters  also  need  careful  attention.^  They 
may  be  adherent  or  be  within  the  wall  of  the  aneu- 
r>^sm.  The  renal  pelvis  lies  anteriorly  because  of  the 
rotational  failure,  and  the  ureters  will  be  close  to 
the  midline.  If  not  recognized,  damage  or  severance 
may  occur  during  the  surgical  dissection. 

The  left  renal  vein  may  have  to  be  divided  and 
ligated  to  gain  proximal  aortic  cross  clamping.  The 
adrenal  and  ureteral  veins  will  provide  adequate 
venous  collaterals.  Trial  occlusion  of  the  renal  ar- 
teries and  close  observation  for  renal  ischemia  of 
the  isthmus  will  allow  a safe  division.  When  in 
doubt,  an  operative  arteriogram  will  provide  ade- 
quate guidance. 

Summary 

Two  additional  cases  of  horseshoe  kidney  are  pre-  , 
sented,  one  associated  with  an  abdominal  aneurysm 
and  one  with  total  aortic  iliac  occlusion.  The  aneu- 
rysm had  five  anomalous  renal  arteries,  and  the  aor- 
tic iliac  occlusion  had  one  single  renal  artery. 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 
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All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 


low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 


P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo/'^. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC”’  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC*  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing IS  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC®  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CDNTRAINDICATIDNS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adiusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  tor  urine  protein  with 
Multistix™  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH -dependent  effect  on  absorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 


groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomIting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  In  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC®  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300”  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30  C (59  and  B6  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 
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The  fully  automated 

SMI  III  Spirometer  com- 
bines the  reliability  and 
accuracy  of  the  most 
widely  used,  clinically  proven 
volumetric  spirometer  with  the 
speed  and  operating  ease  of 
microprocessor  electronics  to 
make  complete  pulmonary  func- 
tion screening  truly  affordable 
in  any  application. 

• Automatically  selected, 

calculated  and  interpreted  test 
results  available  immediately  on 

printout  tape. 

• Pre  and  post  bronchodialation  comparisons. 

• Full  10-liter  (BTPS)  capacity  and  12-second 
recording  on  convenient,  durable,  8'/z"  x 11  " 
charts  meet  all  current  standards,  including 
ATS,  NIOSH  and  Social  Security  Disability. 

The  unique  price/performance  advantages  of  the 
Spirometries  SMI  III  make  it  the  unchallenged 
choice  for  pulmonary  function  testing  in  every 
area  of  application — private  practice,  clinical, 
industrial  and  hospital.  It  has  the  speed  to  satisfy 
high-volume  requirements,  the  accuracy  to  replace 
or  supplement  more  complex  equipment,  the  easy 
transportability  to  go  wherever  it’s  needed,  and 
the  lease/purchase  economics  to  assure  quick 
payback  even  on  moderate  fee  and  reimbursement 
schedules. 


SPIROMETRICS  , INC  SMI  III  Model  2453 
Extended  Performance  Spirometer 


Full,  24-month  warranty  Manufactured  in  U.S.A. 


Munns  Medical  Supply  Co. 
501  Gage  Blvd. 

P.O.  Box  399 
Topeka,  Kansas  66601 

AC  913  272-2300 
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Lymphangioleiomyomatosis 

(Continued  from  page  278) 

hormonal  manipulations.  Estrogen  ablation  was  ac- 
complished with  therapeutic  abortion  and  bilateral 
oophorectomy.  Anti-estrogen  medications  of  ta- 
moxifen and  progesterone  were  administered.  In  ad- 
dition, bilateral  pleurodesis  was  required  to  halt  re- 
current pneumothoraces.  She  has  done  well  with  the 
above  therapies  for  the  past  three  years  and  has  had 
no  further  progression  of  her  disease. 

It  is  difficult  to  determine  which  of  the  above 
therapeutic  modalities  improved  the  patient  and 
halted  progression  of  the  disease.  In  light  of  the  fact 
that  both  estrogen  and  progesterone  receptors  were 
present,  hormonal  manipulation  seems  appropriate. 
Whether  or  not  tamoxifen  will  eventually  be  shown 
to  exacerbate  the  disease  remains  to  be  seen.  We 
conclude  that  hormonal  manipulation  of  estrogen 
ablation  and  anti-estrogen  medication  were  benefi- 
icial  for  this  patient.  We  also  submit  that  perhaps 
1 the  presence  of  positive  receptors  made  her  therapy 
more  efficacious. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules®  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
Information. 

Indications  and  Usage:  Ceclor'  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication;  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES, 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  torm  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antioiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation. 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overarowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics,  in  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

(i)eclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitesf 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  ~ Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18,  0.20. 0.21,  and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  iS' administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 irt  200  patients  (^ases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  ; 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitiu 
(less  than  1 in  100  patients).  ' 

Causal  Relationship  Uncertain  - Transitory  abnormalities  ii. 
clinical  laboratory  test  results  have  been  reported  Although  tti 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  I 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  j1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count.  = 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40).  = 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  tn; 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  i 
1061782, 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients  ' 
with  known  allergy  to  the  cephalosporins  and  should  be  given; 
cautiously  to  penicillin-allergic  patients.  i 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and  . 
prevention  of  streptococcal  infections,  including  the  prophyla: 
of  rheumatic  fever.  See  prescribing  information. 

©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 
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Providing 
all  the  pieces 
for  secure 
tomorrows. 


You  know  your  specialty.  We  know  ours — constructing  retirement 
plans  that  provide  benefits  now  as  well  as  later. 

United  Missouri,  with  the  largest  Employee  Benefit  Division  in  the 
Midwest,  can  offer  such  expertise  on  options  that  are  right  for  medical 
professionals  and  their  staffs.  For  example,  prototype  corporate  or  Keogh 
plans.  And  plans  with  401  (k)  provisions.  Investment  possibilities  are 
varied,  with  each  meeting  our  high  standards.  Our  years  of  experience  in 
administering  IDAs  (Individually  Directed  Accounts)  can  be  effective  for 
your  group  as  well. 

For  expert  advice  from  trust  officers  who  specialize  in  benefits 
planning,  call  1-800-821-7194  (in  Missouri  1-800-892-2945)  today. 


UNITED  MISSOURI  BANKS 

Members  FDIC 


P.O.  Box  226,  Kansius  City,  Missouri  64141  (816)  5S6-7474 


Hemorrhoidectomy 

(Continued  from  page  276) 
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Gift  Tax 

(Continued  from  page  281) 

because  Congress  believes  that  such  gifts  shouldn’t 
be  burdened  by  transfer  taxes  and  that  freely  allow- 
ing such  gifts  would  substantially  ease  the  burden 
of  administering  the  transfer  tax  system. 

Parents  who  have  more  or  less  cheerfully  paid 
tuition  for  their  adult  children  to  attend  educational 
institutions  will  be  relieved  to  know  that,  since  1982 
at  least,  such  payments  made  directly  to  the  insti- 
tution are  generally  not  subject  to  gift  tax.  (Most 
parents  would  not  have  realized  they  had  any  gift 
tax  exposure  anyway.)  The  exclusion  is  actually  not 
limited  to  tuition  paid  for  children;  tuition  paid  for 
anyone  at  qualifying  educational  organizations  does 
not  invite  gift  tax.  Likewise,  those  who  pay  for  the 
medical  care  of  others  will  not  be  liable  for  gift  tax. 

It  should  be  noted  that  what  is  stated  above  is 
generally  true.  In  fact  the  charitable  and  marital 
deductions,  and  the  tuition  and  medical  payment 
transfer  exclusions  are  surrounded  by  the  usual  tech- 
nical hoops  through  which  the  would-be  non-tax- 
payer must  jump  to  avoid  tax. 

Finally,  even  if  the  above  exceptions,  deductions, 
exemptions,  and  exclusions  don’t  apply,  a gift  may 
not  be  taxable.  Congress  has  decreed  that  the  $10,000 
of  gifts  this  year  to  each  of  12  children,  36  grand- 
children, and  lone  friend  incurs  no  tax  obligation, 
even  though  $490,000  worth  of  property  has  been 
transferred. 


A more  complete  discussion  of  the  $10,000  per 
donee  per  year  exclusion  would  require  exploration 
of  three  questions  not  considered  here: 

• What  is  a “future  interest’’  gift  to  which  the  ex- 
clusion does  not  apply? 

• Are  there  circumstances  under  which  future  in- 
terest gifts  do  qualify  for  the  exclusion? 

• How  can  married  persons  double  the  exclusion 
amount  for  gifts  made  by  one  of  them? 

These  are  topics  for  another  time. 

To  conclude,  a good  many  gifts  may  be  made 
free  of  gift  tax  consequences.  Payments  for  tuition 
at  qualifying  educational  institutions  and  for  med- 
ical care  are  not  taxable  gifts  if  correctly  structured. 
Generally  unlimited  gifts  can  be  made  to  charity 
and  to  a spouse,  although  there  are  situations  in 
which  this  will  not  be  true.  The  first  $10,000  worth 
of  gifts  made  by  a donor  to  each  donee  in  each 
calendar  year  will  qualify  for  exclusion  from  gift 
tax,  provided  the  gift  is  of  a present  interest  in 
property.  The  same  exclusion  is  available  in  enum- 
erated circumstances  for  future  interest  gifts  in  trust 
to  persons  under  21  years  of  age.  Finally  the  use 
of  a “Crummey  power’’  may  qualify  gifts  of  what 
would  otherwise  be  future  interests  for  the  exclu- 
sion, although  such  a power  must  be  used  carefully, 
and  in  some  cases  it  is  better  to  incur  a gift  tax 
rather  than  accept  the  practical  detriment  a Crum- 
mey power  carries  with  it. 
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W.  Wilson,  M.D.,  Col  AUS,  Ret,  P.O.  Box  469,  Cof- 
fey ville  KS  67337. 


BC/BE  FP  to  join  well  established  5-doctor  group. 
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nership potential  after  1st  yr.  Salary  negotiable.  Send 
CV  to:  Bob  Wagner,  Lawrence  Family  Practice  Center, 
500  Rockledge  Road,  Lawrence  KS  66044;  913-841- 
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EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  inducfipn  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


' . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  •• 


Psychiatrist 

Calitornia 


. appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  nnargin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  691- 
697  Jul-Aug  1971.  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19:576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32 18\ -7 88,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi  MR; 
J Am  Geriatr  Sac  27:5A]-5A6,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:  ]40-]50,  Apr  1983. 

8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984.  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-36], 

Mar  1977. 


brond  ot 

tiurazepam  FICI/Roche  (iy 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  resfful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  ot  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnoncy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, cr  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  can- 
sfipafion,  Gl  pain,  nervausness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitatians,  chest  pains,  bady  and  joint 
poms  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotenslan,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililated  palienis  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI, 


Roche  Products  Inc, 
Manatl,  Puerto  Rico  00701 


*1FORSLEB> 

Affer  more  than  15  years  of  use,  it's  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  /ouTe  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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A SPECIAL  CONFIDENCE 


At  Marsh  & McLennan,  we  view  our  clients  in  the  same  way  you,  as  a 
medical  professional,  view  your  patients.  Each  deserves  the  care 
and  attention  that  brings  a special  feeling  of  confidence.  When 
our  clients  retain  us,  they  rest  assured  their  homes,  auto- 
mobiles, fine  arts  and  valuable  possessions  are  properly 
protected. 


Marsh  & McLennan  clients  have  the  support  and 
counsel  of  the  nation’s  top  insurance  and  risk 
professionals.  It  is  our  sole  purpose  to  help 
provide  sound  advice  regarding  your  par- 
ticular needs,  design  a custom  tailored  insur- 
ance program  of  asset  protection,  and  remain  in  close  touch  to  see 
that  as  your  needs  change,  your  program  is  kept  current. 

The  majority  of  our  clients  are  individuals  with  substantial  assets  who  require 
‘ “risk  management”  approach  for  protecting  their  assets.  This  risk  management  strategy  identifies  the 
est  method  to  protect  our  clients’  assets  from  the  risk  of  financial  loss. 

"here’s  a good  feeling  working  with  people  who  understand  and  care 
bout  your  very  particular  needs  and  concerns.  Let  us  show  you  how 
/larsh  & McLennan  can  provide  that  special  confidence.  Call  or  write 
.arry  Maiorano  or  Eric  Johnson,  Marsh  & McLennan,  Incorporated, 

27  West  10th  Street,  Kansas  City,  MO  64105  (816-221-4422). 

"HE  MARSH  & McLennan  PERSONAL  RISK 
lANAGEMENT  PROGRAM  WAS  REVIEWED  t 

\ND  APPROVED  BY  YOUR  ASSOCIATION, 
fHE  KANSAS  MEDICAL  SOCIETY. 


k^arsh& 


^ciennan 


Retain  the  Best,  Marsh  & McLennan  Personal  Client  Services 
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Council  Meetings 


Report  of  Meeting  held  January  18 ^ 1986 


Clair  C.  Conard,  M.D.,  President,  convened  the 
Council  on  January  18,  1986,  at  the  Holiday  Inn- 
Holidome,  Topeka,  beginning  at  10:00  a.m.  Those 
present  were  Drs: 


Carl  Ambler 
Franklin  G.  Bichlmeier 
F.  Calvin  Bigler 
James  G.  Bridgens 
John  P.  Brockhouse 
David  H.  Clark 
Louis  M.  Culp 
Robert  D.  Durst,  Jr. 

Victor  M.  Eddy 
Jimmie  A.  Gleason 
Donald  D.  Goering 
Richard  Gruendel 
Donald  W.  Hatton 
David  A.  Leitch 
Warren  E.  Meyer 
Robert  D.  Parman 
Terry  L.  Poling 
Lew  W.  Purinton 

Also  present  was  Paul 
dent. 


Clifton  C.  Schopf 
Alex  Scott 
Joan  Sehdev 
Phillip  B.  Sisk 
Richard  M.  Skibba 
Newton  C.  Smith 
G.  Rex  Stone 
Thomas  F.  Taylor 
Don  R.  Tillotson 
Virginia  L.  Tucker 
Wayne  O.  Wallace,  Jr. 
Linda  D.  Warren 
Roger  D.  Warren 
David  Waxman 
Kermit  G.  Wedel 
John  W.  Weigel 
Darrell  D.  Werth 
Donald  L.  Wikoff 

Humphrey,  USKM  stu- 


Staff  present  were:  Val  Braun,  Gary  Caruthers, 
Marsha  Hutchison,  and  Jerry  Slaughter. 

Minutes  of  the  September  21 , 1985  meeting  were 
approved. 

The  financial  report  was  heard  and  the  Council 
reviewed  a summary  sheet  showing  ending  reserves 
for  1985.  Only  minimal  contributions  could  be  made 
to  reserves  this  year  due  to  the  cost  of  computeri- 
zation and  the  major  expenditures  for  remodeling 
of  the  Executive  Office  interior. 

Blue  Cross-Blue  Shield  staff  provided  an  over- 
view of  the  company’s  activities.  They  announced 
a significant  decrease  in  hospital  days  and  admis- 
sions per  thousand,  and  expressed  their  appreciation 
to  the  physicians  for  assisting  in  the  CAP  program. 
The  Blue  Shield  Board  of  Directors  will  be  re- 
structured and  reduced  from  41  members  to  15.  The 
number  of  physicians  will  also  be  reduced,  from  10 
to  2.  The  Medical  Advisory  Committee  will  con- 
tinue to  function  and  advise  the  Board.  It  was  also 
announced  that  Blue  Shield  will  be  introducing  per- 
missive legislation  to  allow  it  to  become  a mutual 
insurance  company. 

A staff  report  was  heard  on  unified  membership . 
A survey  of  membership  yielded  a 60%  response, 
indicating  a possible  10%  drop  in  membership,  with 
an  estimated  $55,000  decline  in  dues  revenues. 


An  installment  payment  option  for  dues  is  avail- 
able and  is  being  used  by  some  county  medical 
societies. 

The  Council  heard  an  update  on  the  professional 
liability  issue,  and  reviewed  the  Governor’s  rec- 
ommendations on  medical  malpractice.  A KMS  po- 
sition statement  on  the  medical  malpractice  issue 
was  distributed.  The  KMS  Professional  Liability 
and  the  Legislative  committees  recommend  that  the 
Council  support  the  proposed  position  on  this  issue,  i 
The  bill  covers  three  general  areas:  tort  reform;  in-  i 
surance  system  refinements;  and  peer  review  or  i 
quality  assurance  activities.  The  bill  would  mandate  ; 
risk  management  programs  in  every  hospital  and  i 
provide  immunity  and  confidentiality  for  partici-  ’ 
pants.  The  Kansas  Employer’ s Coalition  on  Health  \ 
has  endorsed  the  KMS  position  on  tort  reform. 

The  Council  endorsed  the  package  concept  of  tort 
reform . 

The  Council  endorsed  a proposal  to  solicit  the  | 
membership  for  contributions  to  KaMPAC,  to  be  | 
used  in  state  elections,  and  also  for  contributions  to  i 
the  Professional  Liability  Fund.  | 

The  Council  voted  to  oppose  the  use  of  thera-  1 
peutic  drugs  by  optometrists.  ' 

Among  other  legislative  issue  reports  presented  i 
were  some  technical  changes  involving  nurse  an-  ■ 
esthetists. 

Staff  encouraged  all  physicians  to  participate  in  i 
the  Republican  and  Democratic  party  activities.  His-  : 
torically,  physicians  have  not  participated  actively, 
and  this  ack  of  interest  may  impair  the  KMS  leg- 
islative activities. 

The  KaMPAC  report  included  a review  of  the  i 
various  funds  for  1985.  Physicians  are  encouraged 
to  give  directly  to  legislators  and  to  provide  vol-  > 
untary  assistance. 

The  upcoming  Annual  Meeting  program  activities  !: 
were  reviewed,  including  sports  day;  House  of  Del- 
egates; and  the  educational  program,  which  will 
include  a mock  medical  malpractice  trial  showing  ! 
courtroom  proceedings.  The  afternoon  program  will  ■ 
be  devoted  to  a political  forum  entitled,  “Medical  i 
Care  for  Whom?  — Affordability  v^.  Quality  of  { 
Medical  Care.’’  A congressman  and  businessmen  I 
from  private  industry  will  address  the  issues  from  | 
the  federal  and  state  perspectives,  as  well  as  third-  i 
party  payers.  A panel  discussion  will  be  included,  i 
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BiaOYNAMICS 

M430 

the  Coulter  method 
of  cell  counting 

• Hgb,  WBC,  Hot,  RBC 

• automatic  operation 

• 60  samples  per  hour 

• self  monitoring 

• self  cleaning 


The  GOETZE-NIEMER  CO. 

1701  Brooklyn,  K.C.,  MO.  816-231-1900 
serving  the  Midwest  since  18&4 


The  journal  report  included  the  financial  reports 
of  1984  and  1985.  A recent  membership  poll  in- 
dicates the  acceptance  of  the  expanded  format  and 
the  inclusion  of  the  Newsletter. 

Council  members  were  invited  to  a meeting  with 
Senator  Nancy  Kassebaum,  to  be  held  on  Tuesday, 
January  21,  in  Topeka. 


KMS  Judicial  Committee  solicits  physician  co- 
operation in  timely  review  of  complaints.  It  is  im- 
portant to  resolve  the  issues  locally  if  at  all  possible. 

The  next  meeting  of  the  Council  was  scheduled 
for  Saturday,  April  5,  1986. 

The  meeting  adjourned  at  12:20  p.m. 


Report  of  Meetmg  held  April  5,  1986 


Clair  C.  Conard,  M.D.,  President,  called  the 
meeting  to  order  at  10:00  a.m.  on  Saturday,  April 
5,  1986,  at  the  Airport  Inn,  Wichita.  Those  present 
were  Drs.: 


Carl  D.  Ambler 
Larry  R.  Anderson 
Franklin  G.  Bichlmeier 
John  N.  Blank 
John  P.  Brockhouse 
Thomas  P.  Butcher 
David  H.  Clark 
Clair  C.  Conard 
Tell  B.  Copening 
Louis  M.  Culp 


Victor  M.  Eddy 
Rex  R.  Fischer 
Charles  D.  Glazzard 
Jimmie  A.  Gleason 
Fredric  B.  Gnau 
Richard  A.  Gruendel 
Donald  W.  Hatton 
David  A.  Leitch 
James  A.  Loefller 
Warren  E.  Meyer 


Stephen  F.  Miller 
Ward  M.  Newcomb 
Robert  D.  Parman 
Terry  L.  Poling 
Lew  W.  Purinton 
Edwin  D.  Rathbun 
Clifton  C.  Schopf 
Alex  Scott 
Richard  A.  Siemens 
Richard  M.  Skibba 


Newton  C.  Smith 
G.  Rex  Stone 
Don  R.  Tillotson 
W^.yne  O.  Wallace,  Jr. 
Linda  D.  Warren 
Roger  D.  Wairen 
David  V^^axman 
Kern.it  G Wcdel 
ihn  iV.  Weigel 
L maid  L.  Wickoff 


Also  present  was  C;  tvi  Bichlmeier,  KMS 
Auxiliary  President. 

Staff  present  were:  V . un,  M.irsha  Hutchi- 
son, and  Jerry  Slaughter. 
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Cover  Story 

The  complications  that  attended  the  birth  of  the  34th 
state  included  the  relatively  sparse  population  of  settlers 
of  a variety  of  forms  and  purposes,  the  mixed  blessing 
of  the  Kansas-Nebraska  Act,  the  slavery  strife  which 
contr  uted  to  the  national  mood  and  actions  leading  to 
the  Civil  War,  the  natural  problems  which  would  have 
visited  the  area  under  any  circumstances,  and  the  ago- 
nizing process  of  getting  the  neonate  going  in  the  pres- 
ence of  all  these  unsettling  conditions. 

Time  and  energy  were  spent  just  getting  a capital 
established  (recapitulating  the  pro-anti-slavery  conten- 
tions). The  life  of  any  prospective  site  was  usually  a 
matter  of  weeks,  although  factions  might  refuse  to  give 
up  their  choices  easily.  The  first  territorial  governor  — 
Andrew  Reeder,  an  anti-slavery  Pennsylvanian  — set  up 
office  first  at  Fort  Leavenworth  in  1854.  The  first  Leg- 
islature, strongly  pro-slavery  (and  anti-Reeder),  assf  n- 
bled  at  Pawnee  (near  Fort  Riley  — no  connection  with 
the  present  county)  to  elect  a territorial  delegate  to  Con- 
gress, an  election  that  brought  an  influx  of  pro-slavery 
and  illegal  voters  from  Missouri  as  did  a second  attempt 
in  1855.  Free  staters  set  up  their  own  government  and 
constitution  in  Topeka  headed  by  Charles  Robinson.  In 
order,  Lawrence,  Minneola  (in  Franl  lin  County  — now 
defunct),  Wyandotte,  and  Lecompton  were  designated 
as  capital  if  only  briefly.  A degree  of  order  if  not  broth- 
erly love  did  emerge  when  a constitution  drawn  up  at 
Wyandotte  became  official,  although  Democrats  still  re- 
fused to  recognize  it.  Topeka  was  finally  selected  as  the 
permanent  capital,  although  to  this  day  e ch  session  of 
the  Legislature  brings  an  effort  to  move  it  to  Occamucca 
or  Bug  Tussle. 

Even  the  desired  size  of  the  new  state  gave  problems. 
Some  favored  the  full  extent  of  the  territory'  — to  the 
Rockies.  At  tiie  other  extreme,  some  favored  “squaring 
up”  the  state,  drawing  the  western  bo  er  at  the  ap- 
proximate limits  of  the  established  couriti  s (in  our  cover 
map  from  Baughman’s  Kansas  in  Maps,  courtesy  of  the 
Kansas  State  Historical  Society),  looking  upon  the  west- 
ern part  as  not  worth  having. 

At  least  four  other  limits  were  debated,  including  going 
north  to  the  Platte  River,  until  the  decision  was  finally 
made  to  pick  the  present  one  — 102°  03'  02.3"  West. 
This  stands  as  official,  with  the  ea3^e.m  bo''der  at  94°  37' 
0.34"  West,  i northern  border  )f  40°N,  and  southern  at 
37°N.  One  brief  effort  developed:  an  attempt  to  include 
a bulge  into  Missouri  to  take  hi  t.he  Kansas  City  area  — 
an  idea  that  v^ent  nowhere. 

Nature  wasn’t  helping,  either.  A d ought  that  began 
in  June  1859  and  lasted  until  Noverrber  i860  brought 
all  the  predictable  problems  including  the  decision  of 
many  settlers  to  cut  their  losses  and  return  to  the  East. 

Finally,  on  January  29,  1861  /-.t  raham  Lincoln  signed 
the  infant’s  birth  cert’ficate  (a’tho.,gh  many  still  denied 
its  legitimacy).  Although  Lincoln  was  glad  to  get  an 
anti-slavery  state  added  to  the  Union,  he  may  have  had 
some  private  feelings  since  the  territorial  delegates  to 
the  i860  Republi  an  convention  failed  to  support  his 
nomination.  — D.E.G. 

-4- 


New  Councilors  were  announced  as  follows: 
L.  Theil  Bloom,  M.D.,  Kingman,  District  #12;  and 
Tell  B.  Copening,  M.D.,  lola.  District  #19. 

Minutes  of  the  January  18,  1986  meeting  were 
approved. 

The  financial  report  was  reviewed.  The  budget 
as  established  in  September  1985,  is  in  place  with 
the  addition  of  the  following  expenditures  which 
were  approved  at  a subsequent  meeting:  computer, 
office  renovation,  journal  printing  and  communi- 
cation/postage expenses.  Some  expenditures  (such 
as  staff  salaries  review)  have  been  delayed  pending 
the  determination  of  dues  collections. 

KMS  is  entitled  to  two  additional  AMA  delegates 
by  virtue  of  unified  membership  in  the  federation, 
because  KMS  bylaws  do  not  exempt  any  active  dues 
paying  members  from  the  payment  of  AMA  dues. 
The  Council  approved  seeking  an  exemption  for 
Doctors  of  Osteopathy  from  the  mandatory  AMA 
affiliation.  The  Council  also  approved  that  the 
Membership  Committee  review  all  current  KMS 
membership  categories  for  a later  report.  j 

Legislative  and  professional  liability  updates  were 
heard. 

It  was  announced  that  the  Legislature  will  be  ad-  j 
dressing  medical  scholarships,  primarily  by  chang-  I 
ing  the  method  of  defining  the  underserved  areas,  i 
Currently,  some  43%  of  medical  graduates  buy  out  | 
of  their  obligation  of  establishing  practice  in  un-  i 
derserved  rural  areas  as  currently  defined  by  the  ; 
state.  ' 

Physicians  were  urged  to  assist  KaMPAC  through  ' 
their  contributions,  to  also  contribute  to  the  political 
party  of  their  choice  directly,  and  to  guide  KaMPAC 
in  determining  legislators  who  merit  KaMPAC  sup- 
port. 

The  1986  Annual  Meeting  will  be  held  at  the  , 
Topeka  Holidome,  beginning  on  Friday,  May  2,  : 
and  concluding  on  Sunday,  May  4.  The  following 
slate  of  candidates  for  office  will  be  presented. 

Donald  W.  Hatton,  M.D., 
Lawrence 

Terry  L.  Poling,  M.D.,  Wich-  ’ 
ita 

Richard  Meidinger,  M.D., 
Topeka 

Jay  S.  Schukman,  M.D., 
Great  Bend  li 

Alex  Scott,  M.D.,  Junction  i 
City  I! 

Donald  R.  Brada,  M.D.,  ji 
Hutchinson  P 

Katherine  Pennington,  M.D., 
Wichita 

(Continued  on  page  301) 


President  Elect 
First  Vice  President 
Second  Vice  President 

Constitutional  Secretary 
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Every  day  more  and  more 
physicians  are  hearir^ 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daify 

INDERAL  LA 


(PROPRANOIDLHCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  iNDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 


6n 


5- 


4- 


Impotence  Weakness 
Men  (n  = 66) 


M INDERAL  LA— 160  mg 
f I Atenolol — 100  mg 
f I Metoprolol — 200  mg 
I I Placebo 

xJid 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  VA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  wefl,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


or 


INDERIDE  LA 

(PROPRANOLOL  HCI  [INDERAL  LA]/  Sreutls 

HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 


INDERAL  lA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  tor  brief  summary  of  prescribing  information. 


Feeling  well  cind  doing  well,  all  in  one. 


LONG  ACTING  CAPSULES 


INDERAL'  LA 

(FTOF»aaH:i) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 

INDERIDE'  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  ('TOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets,  Please  see  package  circulars, 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  Is  contraindicated  In: 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  Is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs, 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA);  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure, Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  comiSensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored.  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician’s  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  ineluding  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests, 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures, 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS,  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors, 

DIABETES  AND  HYPOGLYCEMIA;  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asfhma. 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
tor  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure, 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus, 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother, 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are;  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH. 

Interferenoe  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged. 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY : Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult, 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure:  intensification  of  AV  block:  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium;  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm, 

Hematologic.  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous.  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence; and  Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia.  , 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia,  I 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu-  ■ 
litis,  cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions  i 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless-  . 
ness;  transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  ! 
reduced  or  therapy  withdrawn,  ' 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories.  ‘ 

REFERENCE:  ' 

1 . Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre-  ; 
nolol.  atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  /Wed  1985;145:1321-1323.  ‘ 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective. 

The  most  important  thing  an  insurance  company 
sells  is  its  promise  to  he  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
hut  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that's  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Council  Meetings 

(Continued  from  page  300) 


Treasurer 

Speaker  of  the  House 
Vice  Speaker 

!AMA  Delegate 
AMA  Delegate 
AMA  Alternate  Delegate 
AMA  Alternate  Delegate 


Kenneth  L.  Derrington,  M.D., 
Shawnee  Mission 

Roger  D.  Warren,  M.D., 
Hanover 

G.  Rex  Stone,  M.D.,  Man- 
hattan 

Larry  R.  Anderson,  M.D., 
Wellington 

Edwin  D.  Rathbun,  M.D., 
Liberal 

Alex  Scott,  M.D.,  Junction 
City 

Kermit  G.  Wedel,  M.D., 
Minneapolis 

Warren  E.  Meyer,  M.D., 
Wichita 

Linda  D.  Warren,  M.D., 
Hanover 


Saturday’s  scientific  portion  will  include  a dem- 
onstration of  a malpractice  trial. 

All  available  resolutions  had  been  sent  to  the 
Councilors  prior  to  today’s  meeting  for  their  review. 
Councilors  were  encouraged  to  prevail  on  county 
societies  within  their  districts  to  send  a full  com- 
plement of  delegates  to  the  meeting.  Lists  of  mem- 
bers who  have  not  renewed  their  cuiTent  member- 
ship were  distributed. 

Kansas  PRO  contract  has  not  yet  been  approved 
by  HCFA,  because  Kansas  is  viewed  as  being  lax 
in  mitigating  the  identified  problems.  In  prior  years, 
Kansas  PRO  was  re-authorized  routinely. 

There  being  no  further  business,  the  meeting  ad- 
journed at  1:00  p.m. 


Report  of  Meeting  held  May  4,  1986 


j Franklin  G.  Bichlmeier,  M.D.,  President,  called 
!'the  Council  to  order  on  Sunday,  May  4,  1986,  im- 
mediately after  the  close  of  the  second  session  of 
the  House  of  Delegates,  at  the  Topeka  Holiday  Inn- 
iHolidome.  Those  present  were  Drs.: 


Franklin  G.  IJichlmcicr 
F.  Calvin  Bigler 
L.  I'hcil  Bloom 
James  G.  Bridgens 
John  P.  Blockhouse 
Clair  C.  Conard 


Tell  B.  Copeninu 
Rex  R.  Fischer  " 
Richard  A.  Grucndcl 
Donald  W.  Hatton 
David  A.  Lcitch 
James  A.  Locnicr 
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Warren  E.  Meyer 
Robert  D.  Parman 
Katherine  Pennington 
Terry  L.  Poling 
Lew  W.  Purinton 
Edwin  D.  Rathbun 
William  J.  Reals 
Clifton  C.  Schopf 
Alex  Scott 
Richard  A.  Siemens 


Newton  C.  Smith 
G.  Rex  Stone 
Thomas  F.  Taylor 
Donald  R.  Tillotson 
Linda  D.  Warren 
Wallace  N.  Weber 
Kermit  G.  Wedel 
Donald  L.  Wikoff 
Emerson  D.  Yoder 


Also  present  was  Kevin  Hoppock,  UKSM  stu- 
dent. 

Staff  present  were:  Val  Braun,  Gary  Caruthers, 
Marsha  Hutchison,  and  Jerry  Slaughter. 

Newly  elected  Officers  and  Councilors  were  in- 
troduced. 

Minutes  of  the  April  5,  1986  Council  meeting 
were  approved. 

A refund  of  premiums  for  the  KMS  group  in  Blue 
CrossIBlue  Shield  amounted  to  $124,219.65.  The 
Council  recommended  that  the  participants  be  given 
an  option  of  taking  the  refund  or  applying  it  to  the 
Professional  Liability  Fund  and/or  KaMPAC. 

The  following  re-appointments  to  the  Editorial 
Board  were  voted  unanimously:  David  E.  Gray, 
M.D.,  Editor;  M.  Martin  Halley,  M.D.,  Member; 
and  John  A.  Segerson,  M.D.,  Member. 

Concerning  unpaid  residencies,  the  Council  di- 


rected that  the  following  resolutions  be  forwarded 
to  the  American  Medical  Association: 

86-15  Retrospective  Denials  by  HCFA 
86-20  Medicare  Reimbursement  Practices 

The  following /M/wre  Annual  Meeting  dates  were 
announced: 

1987  Manhattan  Holidome  April  30-May  3 

1988  Alameda  Plaza,  KC  April  30-May  3 (hosted  jointly 

by  Johnson/Wyandotte) 

1989  Lawrence  Holidome 

1990  Broadmoor,  Colorado  Springs 

1991  Wichita 

Tentative  dates  and  places  for  the  following  meet- 


ings  were  announced: 

Executive  Committee: 

Council: 

June  28 

Wichita 

September  20 

Hutchinson 

August  9 

KC,  MO 

January  17 

Salina 

September  20 

Hutchinson 

March  7 

Topeka 

November  15 
December  19 

January  17 
March  7 
April  11 

Topeka 

Conference 

Call 

Salina 

Topeka 

Manhattan 

The  Council  went  into  the  Executive  Session  to 
discuss  ihQ  financial  report. 

There  being  no  further  business,  the  meeting  ad- 
journed at  2:30  p.m. 


Report  of  Meeting  held  September  20 ^ 1986 


Franklin  G.  Bichlmeier,  M.D.,  President,  called 
the  KMS  Council  to  order  at  10:00  a.m.  on  Sat- 
urday, September  20,  1986.  Those  present  were 
Drs.: 


Staff  present  were:  Val  Braun,  Gary  Caruthers, 
Marsha  Hutchison,  and  Jerry  Slaughter. 

Minutes  of  the  May  4,  1986  meeting  were  ap- 
proved. 

The  Council  considered  the  following  resolution: 


Larry  R.  Anderson 
Franklin  G.  Bichlmeier 
F.  Calvin  Bigler 
Mindy  M.  Boehm 
James  G.  Bridgens 
John  P.  Brockhouse 
David  H.  Clark 
Clair  C.  Conard 
Louis  M.  Culp 
Charles  D.  Glazzard 
Donald  D.  Goering 
Richard  A.  Gruendel 
Donald  W.  Hatton 
James  A.  Loeffler 
Warren  E.  Meyer 
Stephen  F.  Miller 


Gary  L.  Pease 
Charles  D.  Pence 
Katherine  Pennington 
Terry  L.  Poling 
Edwin  D.  Rathbun 
Clifton  C.  Schopf 
Alex  Scott 
Richard  A.  Siemens 
Newton  C.  Smith 
Arthur  D.  Snow,  Jr. 
G.  Rex  Stone 
Thomas  F.  Taylor 
Don  R.  Tillotson 
Henry  Travers 
Donald  L.  Wikoff 


Also  present  was  Mrs.  Betty  Glover,  KMS  Aux- 
iliary President. 


RESOLUTION:  KMS  Services,  Inc. 

Whereas,  The  members  of  the  Council  of  the 
Kansas  Medical  Society,  Inc.  have  determined  the 
advisability  of  the  operation  of  a wholly-owned  for- 
profit  subsidiary  of  the  Kansas  Medical  Society, 
Inc.;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  shall 
be  and  is  hereby  authorized  to  act  as  the  sole  in- 
corporator of  the  Kansas  for-profit  corporation  to  be 
shown  as  KMS  Services,  Inc.  (the  Subsidiary);  and 
be  it  further 

Resolved,  That  the  initial  Directors  of  the  Sub- 
sidiary to  be  designated  in  the  Articles  of  Incor- 
poration executed  by  the  Kansas  Medical  Society, 
Inc.  as  the  sole  incorporator  shall  be  Franklin  G. 
Bichlmeier,  M.D.;  Clair  C.  Conard,  M.D.;  Donald 
W.  Hatton,  M.D.;  Terry  L.  Poling,  M.D.;  Katherine 


302  • Kansas  Medicine  • November  1986 


This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 

When  this  light  brine  solution  comes  in 
contact  with  the  multi -patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  12  months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  aiong  with  your  $3,500  check. 

I accept  your  offer. 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200. 
Name  of  Doctor  or  Institution 


Address 

City State . ZIP 

Phone Specialty 

Hospital  affiliation 

Graduate  of  Year 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27408.  Salt  Lake  City,  Utah  84127 


Manufactured  in  the  United  States  of  America  by: 

STER-O-LIZER® 

MANUFACTURING  CORPORATION 

Mailing  Address;  P.O.  Box  27488 
Salt  Lake  City,  Utah  84127  U.S.A. 

Offices:  375  West  400  North 
Salt  Lake  City,  Utah  84103  U.S.A, 

Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 


w 


Listen  to 

Opportunity 

Knocking. 

38-Bed  Hospital  with 
62-Bed  Long-Term  Care  Facility 

Patient-to-Doctor  Ratio  = 3750  to  1 
(Highest  Ratio  in  Oklahoma) 

Opening  for 
Family  Practitioner, 

General  Surgeon 

Rural  Community 
Excellent  Schools 
5 Hours  From  Ski  Slopes 

Contact:  L.  V.  Melton,  Administrator 
Beaver  County 
Memorial  Hospital 
Beaver,  Oklahoma  73932 
405/625-4551 


Pennington,  M.D.;  Alex  Scott,  M.D.;  and  Roger 
D.  Warren,  M.D.;  and  be  it  further 

Resolved,  That  the  Articles  of  Incorporation  of 
KMS  Services,  Inc.  are  hereby  approved  in  the  form 
attached  hereto  and  marked  Exhibit  A;  and  be  it 
further 

Resolved,  That  the  President  and  Secretary  of  the 
Kansas  Medical  Society,  Inc.  shall  be  and  are  here- 
by authorized  to  execute  said  Articles  of  Incorpo- 
ration on  behalf  of  this  Corporation  as  sole  incor- 
porator; and  be  it  further 

Resolved,  That  upon  organization  of  the  Subsid- 
iary, the  Treasurer  of  the  Kansas  Medical  Society, 
Inc.  is  authorized  to  invest  the  sum  of  two  thousand 
five  hundred  dollars  ($2,500)  in  the  authorized  but 
previously  unissued  common  stock  of  the  Subsidi- 
ary; and  be  it  further 

Resolved,  That  the  President  and  Treasurer  of  this 
Corporation  are  authorized,  upon  the  request  of  the 
Directors  of  the  Subsidiary,  to  make  loans  of  up  to 
a total  of  twenty-five  thousand  dollars  ($25,000)  to 
the  Subsidiary.  The  unpaid  principal  balance  of  such 
loans  shall  bear  interest  at  2 points  above  the  New 
York  prime  rate  in  effect  at  the  time  of  the  loans. 
Loan  repayment  terms  of  the  demand  note  shall  be 
approved  by  the  President  and  Treasurer;  and  be  it 
further 


Resolved,  That  Franklin  G.  Bichlmeier,  M.D.,  is 
hereby  designated  the  proxy  of  the  Kansas  Medical 
Society,  Inc.  to  vote  the  capital  stock  of  the  Sub- 
sidiary held  by  The  Kansas  Medical  Society,  Inc. 
at  any  annual  or  special  meeting  of  the  Subsidiary 
duly  called  or  to  execute  any  consent  in  lieu  of  such 
meeting.  Said  proxy  shall  vote  the  shares  of  capital 
stock  in  accordance  with  the  directions  of  the  Coun- 
cil of  the  Kansas  Medical  Society,  Inc.  The  au- 
thority of  the  proxy  shall  continue  until  August  3 1 , 
1987,  on  which  date  it  shall  automatically  expire, 
unless  the  proxy  is  previously  revoked. 

The  Council  unanimously  adopted  the  above  res- 
olution and  approved  a loan  of  $25,000  to  fund  the 
development  and  initial  activities.  The  loan  would 
be  repaid  at  2%  over  the  New  York  prime  rate  of 
interest. 

The  discussion  of  professional  liability  included 
a review  of  the  Fund.  The  Constitutional  test  of  HB 
2661  was  filed  in  Johnson  County  on  July  16,  1986. 

It  will  be  decided  toward  the  end  of  1987. 

The  KMS  Malpractice  Premium  Financing  Plan 
was  put  in  operation  in  late  August.  Thirty-one  ap- 
plications are  being  processed  representing  a total 
premium  of  $470,000.  This  program  allows  phy- 
sicians to  obtain  financing  for  their  professional  li- 
ability insurance  premium  on  signature  only.  No 
down  payment  is  required  and  the  premium  is  repaid 
through  nine  equal  monthly  installments.  Financing 
is  provided  by  the  Columbian  National  Bank  of 
Topeka,  at  an  interest  rate  of  4%  above  the  New 
York  prime.  Only  KMS  members  are  eligible  to  i 
participate  in  this  plan.  | 

The  discussion  of  unified  membership  revealed 
that  5%  of  the  total  membership  (11%  of  the  active 
dues  paying  members)  have  dropped  membership  j 
in  KMS  due  to  unification.  This  loss  represents  | 
$58,000  in  dues  revenues.  Members  were  reminded  , 
that  unification  was  the  result  of  the  House  of  Del- 
egates Resolution  86-12.  The  House  is,  therefore,  > 
the  appropriate  body  to  review  this  matter. 

The  1987  Budget  was  approved  as  presented.  The 
dues  will  remain  at  their  current  level  for  1987.  The 
Executive  Committee  was  authorized  to  proceed  with 
the  needed  capital  improvements,  the  establishment 
of  the  for-profit  subsidiary,  and  salary  and  staff  ad- 
justments. An  in-depth  review  of  the  KMS  journal 
was  deferred  for  later  consideration. 

The  Council  was  advised  that  the  Kansas  Medical  / 
Society  has  requested  the  Board  of  Healing  Arts  to  ' 
reconsider  their  former  decision  concerning  chiro-  !i 
praetors’  designation  as  “physician.” 

The  Council  heard  a staff  report  on  the  subject  i 
(Continued  on  page  306) 
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There's  never  been 
a better  time  for  her. . 
and 

PREMARIN 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthl  '*  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREA/IARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMAR1N  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARIN® 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 
Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream  In  a nonliquetying  base 


1 , ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  In  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated , the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration:  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  bofh  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  In  utero  to  diethylstilbesfrol,  anon-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  f,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Altnough  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control  study  estimated 
a 4.7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin , and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0,3  mg,  0.625  mg,  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram, 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause,  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female 
castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  n6t  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized , 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens,  (See  PRECAUTIONS  .)  The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 . 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2,  Known  or  suspected  estrogen-dependent  neoplasia,  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4.  Undiagnosed  abnormal  genital  bleeding,  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  In  treatment  of  breast  or  prostatIc  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estroMns  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning.)  At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  posfsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  esfrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  esfrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed , Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or'renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  esfrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  Bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  It  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sultobromophthalein  retention. 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X:  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced  platelet  aggregability, 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

f.  Reduced  response  to  metyrapone  test, 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration.  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  of 
scalp  hair:  hirsutism:  steepening  of  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava- 
tion of  porphyria:  edema:  changes  in  libido, 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

1,  Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomofor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals, 

2.  Given  cyclically:  Female  castration.  Osteoporosis,  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Osteoporosis— 0,625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  oft). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN  ^ Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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when  owning 
equipment  does 
not  compute. 


Comparison-shopping  on  computers?  Upgrading  your  word-processing 
system?  Check  out  the  benefits  of  leasing  these  and  other  items  through 
United  Missouri  Banc  Leasing  Corporation. 

Buying  equipment  outright  can  put  a crimp  in  your  cash  flow.  Leasing 
such  items  can  free  working  capital  for  other  needs,  and  increase  your 
borrowing  capacity. 

United  Missouri  offers  several  leasing  plans.  Call  us  at  (8l6)  556-7932 
and  we’ll  explain  the  features  of  each. 


UNITED  MISSOURI  BANC 

LEASING  CORE 


P.O.  Box  226,  Kaiis;is  CiW,  Missouri  64141 


Full-Time  and  Part-Time 
Emergency  Department  Physician 
Positions  Available  in 
Western  Kansas 


Emergency  Practice  Associates,  Inc. 

Comprehensive  Emergency  Services 
Box  1260 

Waterloo,  Iowa  50704 
1-800-447-7184 
(1-800-458-5003  in  Iowa) 
319-236-3858 


Council  Meetings 

(Continued  from  page  304) 

of  a statewide  health  care  financing  organization 
(86-11). 

The  KaMPAC  report  revealed  that  with  a mem- 
bership of  1,027,  KaMPAC  ranks  32nd  in  the  na- 
tion. 

The  PRO  Subcommittee  presented  the  following 
report,  which  was  accepted: 

1 . Support  implementation  of  on-site  review  for 
all  hospitals. 

2.  Monitoring  of  Physician  Reviewer  Perform- 
ance: 

a.  Request  KFMC  to  provide  profiles  on  phy- 
sician reviewers. 

b.  Request  chiefs  of  medical  staffs  to  utilize 
reviewer  report  form  on  monthly  basis  to  provide 
independent  analysis. 

3.  Recommend  that  KFMC  Governing  Council 
identify  open  Board  positions  and  submit  slate  of 
nominees  for  consideration  by  KFMC  Nominating 
Committee. 

4.  Recommend  that  the  tenure  of  offices  be  lim- 
ited to  two  3-year  terms  and  that  nominations  from 


the  floor  be  allowed  to  initiate  changes  at  the  1987 
KFMC  annual  meeting. 

5.  KMS  endorsement  of  KFMC  should  be  as- 
certained annually. 

6.  That  KFMC  develop  conceptual  proposals  for 
involving  the  chiefs  of  medical  staff  and  local  med- 
ical staff  through  notification  and  participation  in 
intervention  procedures  with  local  physicians. 

7.  Recommend  that  reconsideration  hearings  be 
open  to  the  attending  physician  and  patient,  and  be 
held  at  the  physician’s  locality;  or  that  such  hearings 
be  held  by  telephone  conference-consultation;  or 
that  physician  time  be  reimbursed  for  attending  the 
hearings. 

8 . Recommend  that  a study  be  done  as  to  whether 
the  physician  reviewers  conducting  poor  quality  re- 
views should  be  reported  to  the  Board  of  Healing 
Arts  in  accordance  with  HB  2661. 

9.  Invite  KFMC  to  address  the  October  18  busi- 
ness meeting  of  the  HMSS. 

10.  Recommend  that  the  KMS  and  KHA  com- 
mittees be  combined. 

Considerable  discussion  followed  on  the  subject 
of  PRO  denials.  A number  of  cases  were  illustrated, 
pointing  to  the  negative  aspects  of  quality  review 
as  it  is  currently  conducted.  The  Council  heard  the 
following  formal  message  from  District  #2. 

The  Wyandotte  County  Medical  Society  Board 
of  Directors  instructed  the  Councilor  to  KMS , Rich- 
ard A.  Gruendel,  M.D.,  to  open  discussion  at  the 
next  KMS  Council  meeting  with  the  aim  of  con- 
sidering withdrawal  of  KMS  support  of  the  Kansas 
Foundation  for  Medical  Care.  It  is  felt  that  the  KFMC 
no  longer  operates  as  an  arm  of  the  physicians  in 
Kansas  in  so-called  peer  review,  that  they  are  a 
direct  agent  of  the  federal  government  and  that  re- 
view is  being  done  in  the  name  of  the  doctors  of 
Kansas  without  the  proper  medical  background  and 
basis.  Considering  these  problems,  along  with  the 
stringent  penalties  being  proposed  by  HCFA,  it  was 
felt  that  perhaps  the  KFMC  should  no  longer  be 
considered  an  organization  of  the  physicians  of 
Kansas. 

The  Membership  Committee  report  included  the 
following  changes  to  the  existing  structure: 
Retirement  category:  Retirement  status  will  not 
be  available  to  physicians  who  assume  compensat- 
ing positions  in  the  health  care  field  after  retiring 
from  medical  practice. 

Military  Service:  Only  physicians  on  full-time 
active  duty  with  the  armed  services  will  be  eligible 
under  this  category.  They  will  pay  one-half  dues 
and  will  have  the  right  to  vote  but  will  not  be  eligible 
to  hold  office.  AM  A membership  will  be  required. 
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Active  Member  Second  Year:  Physicians  in  the 
second  year  of  full  time  medical  practice  after  com- 
pleting their  residency  requirements,  will  pay  three- 
fourths  dues  and  have  the  right  to  vote  and  hold 
office.  AM  A membership  will  be  required. 

National  Guard:  Physicians  called  to  active  duty 
for  extended  service  in  the  National  Guard  will  be 
exempt  from  payment  of  dues.  (This  category  can 
be  combined  with  the  existing  Service  Category.) 

Semi-retired  category  was  proposed,  to  accom- 
modate those  physicians  over  age  60  who  practice 
half-time  or  less  than  20  hours/ week.  They  will  pay 
one-half  dues  and  have  the  right  to  vote  and  hold 
office. 

The  Council  adopted  the  report  as  presented,  and 
directed  the  Committee  to  further  study  the  semi- 
retired  category. 

J.  Roderick  Bradley,  M.D.,  Greensburg,  was 
unanimously  appointed  to  the  MEDISERVE  Board. 

The  Council  received  a report  on  the  Farm  Crisis 
Conference,  which  was  co-sponsored  by  KMS  and 
the  Kansas  Hospital  Association,  and  directed  Staff 
to  distribute  a written  report  to  the  membership. 

The  Marsh-McLennan  company  was  endorsed  to 
provide  its  appraisal  service  to  physicians.  The  com- 
pany proposes  to  review  the  insurance  policies,  to 
videotape  all  belongings,  and  to  render  an  opinion 
on  the  sufficiency  of  coverage.  The  service  is  free 
of  charge. 

The  Council  authorized  KMS  Staff  participation 
in  exploring  an  insurance  product  for  those  unin- 
sured or  uninsurable. 

KMS  Judicial  Committee  asked  for  local  coop- 
eration in  reviewing  complaints  against  physicians. 
The  President  was  directed  to  contact  the  component 
medical  societies  with  this  request. 

Copies  of  the  Steichen  Universal  Safety  Exercise, 
developed  by  Edward  F.  Steichen,  Lenora,  were 
distributed.  Members  were  encouraged  to  contact 
Dr.  Steichen  with  their  comments. 


Future  Council  meetings  have  been  scheduled  as 
follows: 

January  17  — 10;00  a.m.  — Salina  Holidome 
March  7 — 10:00  a.m.  — Topeka  Holidome 
May  3 — Noon  — Manhattan  Holidome 

There  being  no  further  business,  the  meeting  ad- 
journed at  12:30  p.m. 


Letters  to  VOX  DOX  should  be  addressed  to  the  Vox  Dox 
Editor,  KANSAS  MEDICINE,  1300  Topeka  Avenue, 
Topeka,  Kansas  66612. 
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Perirectal  Developmental  Cyst 

DANIEL  H.  JACOBS*;  JAE  M.  LEE,  M.D.f  and  DAVID  S.  JACOBS,  M.D.,t  Kansas  City 


Congenital  retrorectal  developmental  cysts  are 
characterized  by  squamous,  cuboidal  to  columnar, 
mucinous  and  ciliated  pseudostratified  epithe- 
lium.'' -We  present  a case  that  occurred  anterior  to 
the  rectum  and  that  is  morphologically  similar  to 
retrorectal  developmental  cysts.  A differential  di- 
agnosis is  discussed  and  a possible  common  em- 
bryologic  origin  for  the  two  lesions  is  proposed. 

Case  Report 

A 49-year-old  man  first  noted  a mass  in  the  per- 
ineal area  two  years  prior  to  admission.  It  had  pro- 
truded symptomatically  during  the  previous  month, 
causing  urinary  urgency  and  frequency  but  no  rectal 
bleeding  or  difficulty  with  bowel  function.  Upon 
examination,  a round  bulging  mass  at  the  anterior 
midline  of  the  perianal  area  was  found  to  extend  to 
the  perineum. 

The  mass  was  cystic,  embedded  deeply  within 
the  soft  tissue  of  the  anterior  rectal  space,  and  did 
not  communicate  directly  with  either  the  rectum  or 
with  the  urinary  tract.  The  lesion  was  completely 
excised.  The  specimen  was  4.3  cm  deep  with  trans- 
verse diameters  of  2.5  cm  and  2.3  cm.  The  mass 
was  a unilocular  cyst  containing  turbid  brown  fluid. 

Microscopically,  the  cyst  was  lined  by  epithelium 
consisting  of  a squamous  component,  a cuboidal  to 
columnar  component,  and  a pseudostratified  ciliated 
component  containing  goblet  cells  (Figures  1 and 
2).  Scattered  argentaffin  cells  were  identified  by 
Fontana  Masson  staining  (Figure  3).  The  columnar 

*Fourth  year  medical  student,  UKSM-KC. 

tDepartment  of  Surgery,  Providence-St.  Margaret  Health 
Center. 

f Department  of  Pathology,  Providence-St.  Margaret  Health 
Center;  Clinical  Professor,  UKSM-KC;  Clinical  Professor, 
University  of  Missouri  at  Kansas  City  School  of  Medicine. 

From  the  Departments  of  Surgery  and  Pathology,  Provi- 
dence-St. Margaret  Health  Center,  Kansas  City,  Kansas. 

Address  reprint  requests  to  David  S.  Jacobs,  M.D.,  De- 
partment of  Pathology,  Providence-St.  Margaret  Health  Center, 
8929  Parallel  Parkway,  Kansas  City  KS  66112. 


areas  contained  some  cells  positive  for  serotonin, 
using  peroxidase-antiperoxidase  methodology  on 
paraffin  embedded  tissue.  The  specimen  contained 
heavy  chronic  inflammatory  elements  including 
plasma  cells  and  macrophages.  Portions  of  the  wall 
surrounding  the  cyst  included  poorly  organized  bun- 
dles of  smooth  muscle.  The  cyst  lacked  either  a well 
formed  smooth  muscle  coat  or  epidermal  appen- 
dages. 

After  33  months  of  observation,  there  is  no  evi- 
dence of  recurrence,  and  the  patient  remains  in  good 
health. 

Discussion 

Histologically,  developmental  cysts  of  the  peri- 
neum must  be  differentiated  from  vestiges  of  the 
urinary  tract  and  from  enterogenous  cysts.  Mostofi^ 
noted  that  bladder  epithelial  metaplasia  can  lead  to 
combinations  of  transitional,  squamous,  columnar, 
and  cuboidal  epithelium.  Enterogenous  cysts  (du- 
plication cysts)  may  contain  goblet  cells,  columnar, 
cuboidal,  and  metaplastic  squamous  epithelium. 
However,  enterogenous  cysts  generally  contain  a 
well-formed  smooth  muscle  layer  and  lack  cilia." 

Histopathologic  descriptions  of  retrorectal  devel- 
opmental cysts  correspond  with  this  lesion  found 


Figure  L Junction  of  squamous  and  pseudostratified 
columnar  epithelium.  (Hematoxylin-eosin  stain) 
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ELECTION  RESULTS  In  an  election  that  will  have  far-reaching  implications  for 

Kansas'  political  and  economic  future,  Republican  Mike  Hayden 
was  elected  Governor  over  Democrat  Tom  Docking  by  garnering 
52%  of  the  vote.  Governor-elect  Hayden  is  a fiscal  conser- 
vative, and  an  effective  political  strategist,  whose  legisla- 
tive reputation  was  built  on  hard  work  and  a thorough  under- 
standing of  the  state's  complicated  finances.  Hayden  was 
especially  important  in  the  tort  reform  area,  as  he  was  a 
pivotal  figure  in  the  successful  enactment  of  HB  2661,  the 
medical  malpractice  reform  bill  of  1986. 
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Governor-el ect  Hayden  will  make  sweeping  changes  in  the  vast 
state  government  bureaucracy  which  is  now  run  by  Governor  John 
Carlin's  appointees.  It  is  expected  that  state  agency  bud- 
gets will  be  very  lean  during  the  next  two  years  as  Governor 
Hayden  tries  to  improve  Kansas'  sagging  financial  outlook. 
Politically,  the  state  under  Governor  Hayden  will  take  a 
noticeable  turn  to  the  conservative  side,  as  the  policies  and 
programs  of  the  eight-year  Carlin  administration  are  reviewed 
and  revised. 

The  legislature  will  still  be  in  the  hands  of  the  Republican 
party,  even  though  the  Republicans  lost  two  seats  in  the 
House  of  Representatives.  The  House  will  have  74  Republicans 
to  51  Democrats,  and  the  Senate  in  a non-election  year  remains 
the  same  at  24  Republicans  to  16  Democrats. 

Neither  of  the  two  physicians  running  for  the  House  of  Repre- 
sentatives—Lauren  Welch,  M.D.,  Wamego,  and  Jim  Wilson,  M.D., 
Coffeyvi 1 le--were  elected.  The  only  physician  in  the  legis- 
lature--Jack  Walker,  M.D.,  Overland  Park--will  resign  his 
Senate  seat  to  assume  his  duties  as  Lt.  Governor  in  the  Hay- 
den administration.  Dr.  Walker  played  an  important  role  in 
electing  the  Hayden/Walker  ticket  as  his  presence  helped 
swing  the  crucial  Johnson  County  vote. 

Several  physicians'  spouses  ran  for  the  House  of  Representa- 
tives: Jessie  Branson,  D-Lawrence;  Rochelle  Chronister,  R-Neo- 
desha;  and  Cindy  Empson,  R-Independence  were  all  elected. 

Katie  Pyle,  R-Topeka,  lost  her  bid  for  a House  seat.  Another 
physician's  spouse--Judy  Runnels,  D-Topeka--gave  up  her  House 
seat  in  an  unsuccessful  bid  to  be  elected  Secretary  of  State. 
Elaine  Hassler,  R-Abilene,  mother  of  Randy  Hassler,  M.D., 
Salina,  was  re-elected  to  the  House. 


KMS  would  like  to  commend  the  many  physicians  and  their  fam- 
ily members  who  became  actively  involved  in  this  last  elec- 
tion. This  election  saw  more  physicians  and  auxiliary  mem- 
bers involved  in  the  Governor's  race  and  legislative  races 
than  ever  before,  a trend  that  we  hope  will  grow  in  coming 
elections . 


AMA's  LEGISLATIVE 

ACHIEVEMENTS 

SUBSTANTIAL 


AMA  DUES  NEWS 

KMS  DUES 
PAP  SMEARS 


NEW  MEDICARE  PHONE  #: 
913-232-4994 


DIRECTORY  AVAILABLE 


SCOTT  APPOINTED 


The  AMA  either  achieved  victory  or  made  a significant  impact 
on  28  major  issues  during  the  recently  concluded  99th  session 
of  the  99th  Congress.  Some  of  the  achievements  are: 

- End  to  the  Medicare  fee  freeze  for  non-participating  physi- 
ci ans; 

- Equal  percentage  fee  increase  for  participating  and  non- 
participating physicians; 

- Repeal  of  the  federal  health  planning  program; 

- Defeat  of  legislation  to  establish  a health  professions 
draft  registration 

- Defeat  of  amendments  to  inappropriately  limit  PAC  contribu- 
tions; 

- Establishment  of  a no-fault  compensation  system  for  persons 
injured  by  mandated  pediatric  vaccines; 

- Legislation  to  provide  protection  through  anti-trust  immu- 
nity for  peer  review  activities  by  hospital  credential ing 
committees  and  medical  societies. 

- Legislation  to  require  interest  on  Medicare  claims  not  paid 
within  30  days;  and 

- Preservation  of  401(K)  plans  in  the  tax  act. 

AMA  dues  for  active  KMS  member  physicians  in  1987  will  be 
$337.50.  The  AMA's  current  budget  projection  for  FY  1986  is 
$1.2  million  in  excess  of  expense,  although  numerous  factors 
such  as  lower  advertising  revenues,  higher  production  costs, 
or  reduced  investment  rates  could  decrease  this  margin. 

KMS  dues  remain  unchanged,  at  $220. 

KMS/SRS  Liaison  Committee,  chaired  by  Philip  A.  Godwin,  M.D., 
Lawrence,  announces  that  the  exclusive  contract  between  SRS 
and  Cyto-Histopathology  Specialists,  Inc.,  Wichita,  has  been 
terminated.  Effective  November  22,  Pap  smear  specimens  may 
be  sent  to  any  qualified  laboratory  enrolled  in  the  Kansas 
Medicaid/MediKan  program.  Reimbursement  for  the  procedure 
will  be  as  follows: 

1 slide  $3.00  Code  #88150 

2 slides  $3.50  Code  #88155 

Effective  October  1,  Medicare  phone  calls  no  longer  go  through 
the  regular  switchboard.  Providers  should  call  913-232-4994. 
(The  beneficiary  800  number  remains  unchanged,  but  local 
beneficiary  calls  should  be  made  to  913-232-3773.) 

In  response  to  a growing  need  for  information,  the  National 
Institute  on  Aging  has  published  Self-care  and  Self-Help 
Groups  for  the  Elderly:  A Directory,  which  provides  details 
about  organizations  that  deal  with  the  concerns  of  older 
people  or  that  have  programs  relevant  to  older  people,  their 
families,  and  health  professionals  who  work  with  them.  The 
directory  is  free  from:  NIA  Information  Center/SCSH,  2209 

Distribution  Circle,  Silver  Spring  MD  20910;  or  301-495-3455. 

Alex  Scott,  M. D. , senior  Kansas  delegate  to  the  AMA  House, 
has  been  appointed  to  serve  an  unexpired  term  on  the  AMA 
Council  on  Long  Range  Planning  and  Development.  His  term 
will  run  through  the  1988  annual  meeting. 


The  Tax  Reform  Act  of  1986  effective  January  1,  1987,  will 
restrict  the  ability  of  employed  individuals  to  deduct  dues 
and  expenses  if  these  are  not  reimbursed  by  the  employer. 
Physicians  who  are  employees  of  professional  corporations, 
whether  or  not  they  control  the  stock  of  that  corporation, 
will  be  treated  as  employees  under  the  Act.  The  changes  are 
as  follows: 

- Medical  association  dues  and  educational  expenses  that  are 
paid  by  an  employed  physician  and  if  not  reimbursed  by  the 
employer,  will  be  considered  "miscellaneous  deductions." 
Such  deductions  will  be  deductible  only  to  the  extent  that 
they  exceed  2%  of  the  individual's  adjusted  gross  income. 

- Dues  and  educational  expenses  are  fully  deductible  to  the 
employer  when  so  paid.  (When  fully  reimbursed,  such  expen- 
ses will,  of  course,  not  be  deductible  to  the  employee.) 

- Trade  or  business  expenses  of  self-employed  individuals  are 
treated  as  miscellaneous  deductions.  Unless  some  special 
rules  supervene,  such  expenses  are  fully  deductible  to  the 
self-employed  persons. 

- The  Act  limits  meal  and  entertainment  expenses  incurred  in 
connection  with  attending  professional  education  seminars 
to  80%  of  the  amount  expended. 

- Special  rules  may  limit  the  deductibility  of  foreign  travel 
on  cruise  ships  and  conventions  on  cruise  ships.  The  whole 
area  of  travel  and  entertainment  expense  is  governed  by 
complex  rules  which  cannot  meaningfully  be  applied  in  the 
abstract  and  can  be  determined  only  on  an  individual  basis. 

- The  new  law  also  disallows  deductions  for  expenses  allocabl 
to  a convention,  seminar,  or  similar  meeting  which  is 
related  to  the  so-called  "Section  2-12"  activities.  Such 
seminars  which  advise  participants  on  investment  strategies 
are  nondeductible  whether  one  is  an  employee  or  is  self- 
employed. 

The  value  of  a deduction  under  the  new  Act  will  be  less 
because  of  the  decline  in  the  maximum  tax  rates.  It  may 
therefore  make  sense  for  you  to  prepay  1987  expenses  before 
January  since  the  current  year  deductions  are  worth  more  in 
1986.  As  always,  it  is  prudent  to  consult  your  tax  adviser 
with  respect  to  tax  matters. 

Failure  to  transfer  medical  records  to  another  physician  when 
requested  to  do  so  by  the  subject  patient,  or  by  such 
patient's  legally  designated  representative,  may  constitute 
unprofessional  conduct  under  the  Healing  Arts  Act.  Unprofes- 
sional conduct,  under  KSA  65-2837,  is  grounds  for  disciplin- 
ary action  and  constitutes  a reportable  incident. 

Failure  to  keep  written  medical  records  justifying  the  course 
of  treatment  of  the  patient,  including  but  not  limited  to 
patient  histories,  examination  results  and  test  results,  is 
also  defined  as  unprofessional  conduct  under  the  same  statute 
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Total  AMA  membership  has  reached  almost  280,000  and  is  nearly 
9,000  members  greater  than  one  year  ago.  Year-end  1986  mem- 
bership goals  have  already  been  exceeded  in  every  category. 

A major  contributing  factor  in  the  increase  in  membership  is 
that  three  newly  unified  states  reported  a total  of  3,204 
additional  members  above  the  1985  level:  Virginia  1,688, 
Mississippi  772,  and  Kansas  747. 

The  Kansas  Foundation  for  Medical  Care  (KFMC)  has  again  been 
designated  the  Peer  Review  Organization  for  Kansas.  The  new 
contract  specifies  a number  of  changes  that  will  affect  all 
physicians,  but  particularly  those  who  perform  the  reviews. 

KFMC  has  recently  presented  Physician  Reviewer  Training 
Programs  in  Wichita  and  Topeka  to  assure  quality  and  con- 
sistent review  by  the  physician  reviewers.  Physicians  who 
were  unable  to  attend  either  of  these  sessions  and  who  want 
to  learn  more  about  the  process  should  contact  Diana  Malott 
at  KFMC,  913-273-2552  to  inquire  about  possible  future 
workshops . 

Physician  participation  in  the  Medicare  program  will  be  soli- 
cited November  15-December  15.  Physicians  should  check  their 
Medicare  patient  loads  to  determine  if  participation  is  appro- 
priate for  their  practices. 

The  Kansas  Medical  Society  Medical  Student  Section  plans  to  be 
active  in  KMS  and  the  AMA  during  this  school  year.  Students 
will  serve  on  KMS  committees,  and  practicing  physicians  will 
be  invited  to  speak  at  UKSM.  Officers  for  1986-87  are: 


Kevin  Hoppick 
David  Paul 
Brad  King 
Scott  Sher 
Rick  Glover 
Joe  Sack 
Jeff  Gleason 
Doug  Groswald 
Linda  Lyle 
Mike  Gri 1 lot 


Presi dent 

Vice  President 

Secretary 

Treasurer 

KMS  Delegate 

KMS  Alternate  Delegate 

AMA  Delegate--KC 

AMA  Alternate  Delegate--KC 

AMA  Del egate--Wichita 

AMA  Alternate  Del egate--Wichita 


The  Bureau  of  the  Census  estimates  that  the  Kansas  population 
grew  by  73,838  between  1980  and  1984,  a 3.1%  increase.  This 
is  close  to  the  state's  natural  growth  rate  of  0.8%/year  and 
indicates  that  out  migration  is  small.  Counties  with  a more 
rapid  growth  were  Barber,  Barton,  Butler,  Clark,  Coffee, 
Ellis,  Finney,  Ford,  Graham,  Gray,  Greeley,  Jefferson, 
Johnson,  Kearney,  Leavenworth,  Lyon,  Ness,  Osage,  Pottawato- 
mie, Pratt,  Russell,  Sedgwick,  Seward,  Stanton,  and  Thomas. 
Those  showing  a growth  rate  similar  to  the  state  as  a whole 
are  Allen,  Decatur,  Douglas,  Lane,  McPherson,  Miami,  Neosho, 
Pawnee,  Saline,  Shawnee,  and  Stafford. 


Physicians  about  to  enter  practice  or  those  who  wish  to  relo- 
cate can  benefit  from  the  AMA's  Market  Area  Profile  (MAP) 
Service.  Data  from  MAP  Service  will  help  physicians  to  deter- 
mine the  potential  practice  base  in  a specific  area.  MAPS 
reports,  available  on  a subscription  basis,  provide  demographic 
information;  physician  data  by  specialty,  age,  and  professional 
activity;  and  local  hospital  data.  For  additional  infor- 
mation about  MAPS,  call  the  AMA  toll  free  at  1-800-826-6895. 
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Figure!.  Ciliated  pseudostratified  epithelium  contain- 
ing goblet  cells.  (Hematoxylin-eosin  stain) 


anterior  to  the  rectum.  Retrorectal  examples  may 
have  various  combinations  of  ciliated,  cuboidal, 
columnar,  squamous,  and  transitional  epithelium. 
They  may  contain  goblet  cells  and  smooth  muscle 
fibers  but  lack  a well-formed  serosal  or  muscular 
coat.'-  2 

Numerous  endodermal  vestigial  structures  could 
conceivably  form  perineal  developmental  cysts. 
However,  the  similarity  of  cysts  found  anterior  and 
posterior  to  the  rectum  suggests  a common  origin. 
It  has  been  proposed  that  retrorectal  developmental 
cysts  derive  from  vestigial  cells  of  the  tailgut''^ 
which  is  remote  from  the  perineum. 

However,  the  cloacal  membrane,  which  is  not 
remote,  consists  of  both  endoderm  and  ectoderm. 
By  the  seventh  week  of  development  the  cloacal 
septum  splits  the  cloacal  membrane  into  the  uro- 
genital membrane  anteriorly,  the  perineal  body  at 
the  point  of  fusion,  and  the  anal  membrane  poste- 
riorly. The  cloacal  septum  is  derived  from  mesen- 
chyme, and  the  cloacal  membrane  from  endoderm 
and  ectoderm.^  Thus  the  division  incorporates  three 
germ  layers. 

The  view  that  vestigial  cysts  in  the  perineum  em- 
anate from  the  cloacal  or  anal  membrane  is  sup- 
ported by  Gius  and  Stout*^;  that  view  explains  how 
such  similar  cysts  arising  from  the  same  structures 
can  occur  in  either  a perineal  or  a retrorectal  loca- 
tion. The  term  “perirectal  developmental  cyst’’  en- 
I compasses  both  locations.  Organs  that  originate  from 
the  cloaca  are  reported  to  be  characterized  by  a 
profile  of  argentaffin  and  serotonin  positivity.^  The 
presence  of  serotonin  positive  endocrine  cells  is  thus 


Figure  3.  Argentaffin  granules  are  demonstrated.  The 
triangular  pattern  of  positivity  can  be  seen  in  each  of 
three  cells,  resting  upon  the  epithelial  basement  mem- 
brane. (Fontana  Masson  stain) 


not  pathognomonic  of  a derivation  from  the  intes- 
tinal tract. 

Gius  and  Stout^  and  Anani  et  aF  each  previously 
described  developmental  cysts  located  anterior  to 
the  rectum.  One  case  of  Gius  and  Stout  was  com- 
posed of  squamous,  stratified  columnar,  and  mucin- 
producing  epithelium  with  argentaffin  cells.  No  cilia 
were  found.  Another  of  their  cases  contained  strat- 
ified columnar  ciliated  mucin-producing  epithe- 
lium, about  which  some  smooth  muscle  bundles 
were  located.  The  cyst  described  by  Anani  et  al 
included  transitional  and  squamous  epithelium  with- 
out smooth  muscle. 

Complications  of  perirectal  developmental  cysts 
can  include  the  formation  of  draining  fistulas  and 
mass  effects  that  interfere  with  rectal  and  urinary 
function.  Ballantyne^  and  Marco  et  al-  each  reported 
a retrorectal  cyst  which  evolved  into  adenocarci- 
noma. 

Conclusion 

A rare  perineal  developmental  cyst  is  described. 
The  cyst  is  composed  of  squamous,  cuboidal  to 
columnar,  and  focally  mucinous  pseudostratified 
ciliated  epithelium.  The  columnar  epithelium  con- 
tains argentaffin  and  serotonin  positive  cells.  The 
cyst  resembles  histopathologically  the  more  com- 
mon entity,  retrorectal  developmental  cyst.  Cysts 
of  either  type  may  derive  from  the  remnants  of  a 
single  embryologic  structure.  Especially  because  se- 
quelae can  include  adenocarcinoma,  surgical  exci- 
sion is  mandatory. 

(Continued  on  page  3/6) 
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SOCIO-ECONOMICS 


Don’t  Stop  at  the  Law 

KAREN  RITCHIE,  M.D.,*  Kansas  City,  Missouri 


When  physicians  talk  about  ethical  issues  in  med- 
icine, discussion  soon  turns  to  legal  issues  in  med- 
icine. While  it  is  extremely  important  to  know  what 
the  law  has  to  say  about  the  practice  of  medicine, 
that  is  not  enough.  Doctors,  nurses,  and  other  health 
care  personnel  need  to  consider  not  just  what  the 
law  requires,  but  what  is  right. 

In  the  ideal  society,  law  and  ethics  would  be 
identical.  But  in  a pluralistic  society  such  as  the 
United  States,  what  is  ethical  may  not  be  legal,  and 
what  is  legal  may  not  be  ethical.  It  is  important  to 
recognize  the  difference. 

There  are  two  reasons  for  this  discrepancy  be- 
tween law  and  ethics.  First,  the  pluralism  of  Amer- 
ican society,  and  the  importance  placed  on  each 
person’s  right  to  his/her  own  values,  insures  access 
to  widely  varying  ethical  systems.  And  although 
there  could  be  an  infinite  variety  of  ethical  systems, 
there  can  be  only  one  legal  system  for  everyone, 
and  that  system  must  deal  with  the  plurality  of  val- 
ues. 

Another  reason  for  the  discrepancy  is  the  differ- 
ence in  the  pace  of  medicine  and  law.  The  law 
changes  slowly;  it  is  meant  to  change  slowly.  The 
legal  process  is  carefully  designed  to  permit  input 
from  a variety  of  viewpoints  and  to  allow  the  leg- 
islature or  court  to  “deliberate”  about  the  best  so- 
lutions. Good  laws  should  be  durable,  defensible, 
fair  and  enforceable,  and  good  laws  take  time.  At 
best,  law  reflects  the  consensus  of  the  people,  and 
public  consensus  may  be  slow  to  develop,  especially 
with  new  and  dramatic  changes  in  society. 

In  contrast  to  the  slow  changes  of  the  law,  med- 
icine changes  rapidly.  New  technologies  appear 
daily,  and  innovations  in  medical  practice  can  spread 
across  the  country  literally  overnight,  with  the  help 


*President,  Midwest  Bioethics  Center;  Doctoral  candidate  in 
Philosophy/Bioethics,  Georgetown  University,  Washington  DC. 

Address  reprint  requests  to  Dr.  Ritchie,  Midwest  Bioethics 
Center,  1200  East  104th  Street  #217,  Kansas  City  MO  64131. 


of  television  and  newspapers.  These  changes  in 
technology  are  often  more  than  just  improved  ver- 
sions of  old  techniques;  they  may  be  truly  new  ones 
that  raise  new  ethical  questions.  Some  procedures 
even  make  drastic  changes  in  our  concepts,  as  for 
instance,  the  change  in  the  definition  of  death’  with 
the  advent  of  organ  transplantation.  The  determi- 
nation of  brain  death  still  occasions  some  sticky 
ethical  problems. 

Frequently  some  new  procedure  brings  about  a 
new  ethical  issue  that  the  legal  system  has  not  yet 
addressed.  Or  a new  procedure  calls  for  change  in 
an  old  law.  On  these  occasions,  the  best  interests 
of  our  patients  may  not  be  served  by  adherence  to 
the  narrow  letter  of  the  law,  or  to  the  most  con- 
servative interpretation  of  it.  There  will  continue  to 
be  times  when  law  and  ethics  will  conflict,  and  how 
physicians  address  these  conflicts  will  be  crucial  for 
the  future  of  medicine. 

This  is  not  to  suggest  widespread  civil  disobe- 
dience by  physicians.  In  fact,  it  is  important  that, 
rather  than  fighting  the  law,  we  provide  leadership 
in  what  the  law  ought  to  be.  Usually,  when  there 
is  a problem  with  the  courts  in  an  issue  of  medical 
ethics,  it  is  because  there  is  not  yet  a legal  mech- 
anism to  deal  with  a new  medical  technology. 

Medical  ethics  deals  with  the  way  medicine  ought 
to  be.  Law  should  follow  ethics  as  closely  as  pos- 
sible. If  physicians  want  to  have  some  say  in  reg- 
ulation of  medicine  in  the  future,  then  we  should 
be  involved  in  medical  ethics  now.  A good  example 
of  physician  participation  is  the  statement  by  the 
AMA’s  Ethical  and  Judiciary  Council  in  March  that 
withdrawal  of  food  and  water  from  hopelessly  ill 
patients  is  sometimes  ethical.  In  this  instance,  phy- 
sicians have  provided  leadership  by  taking  a stand 
on  the  ethics  of  an  issue  with  which  the  law  is  not 
always  prepared  to  deal. 

What  steps  should  a physician  take  to  be  involved 
in  medical  ethics?  First,  we  need  to  know  the  issues. 

{Continued  on  page  320) 
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PRESIDENT’S  MESSAGE 


As  I have  traveled  across  Kansas  to  visit  the  var- 
ious Council  Districts,  one  recurring  subject  per- 
plexes me:  the  matter  of  unified  membership.  My 
perplexity  results  from  the  variety  of  views  ex- 
pressed. Subsequent  to  the  implementation  of  uni- 
fied membership,  the  KMS  statistical  status  has 
ranged  from  a 1-2%  growth  in  membership  in  one 
of  our  largest  component  societies  to  a significant 
percentage  decrease  elsewhere.  Of  course,  a high 
percentage  drop  in  a small  district  refiects  fewer 
numbers,  but  nevertheless,  the  statewide  trends  in- 
dicate a lack  of  uniformity  of  thought  on  this  matter. 

Unified  membership  has  been  discussed  at  every 
meeting  of  the  Executive  Committee  and  Council 
since  the  House  of  Delegates  met  in  May.  The  final 
KMS  policy  on  this  issue  should  be  based  on  united 
opinion  of  the  KMS  members.  During  the  next  cou- 
ple of  months,  I hope  to  obtain  from  you  a true 
consensus. 

I will  soon  write  to  the  individual  Councilors  and 
direct  them  to  contact  you,  the  membership,  as  much 
on  an  individual  basis  as  possible,  to  seek  your 
opinion.  In  the  meantime,  I urge  you  to  contact 
your  Councilor  with  your  opinion,  whether  pro  or 
con,  so  that  an  informed  decision  can  be  made. 

I won’t  use  this  space  to  belabor  the  issues  as 
these  have  been  fully  discussed.  What  we  need  is 
your  input,  through  your  Councilors,  so  that  the 
Executive  Committee  can  — with  your  guidance  — 
move  in  the  appropriate  direction.  We  must  avoid 
fragmentation;  we  need  to  work  together  in  total 


commitment.  This  can  be  accomplished  only  by 
your  cooperation  with  your  Councilors. 

If  you  wish  to  discuss  this  issue  with  me  or  other 
members  of  the  Executive  Committee,  please  feel 
free  to  do  so.  If  you  have  any  suggestions,  please 
contact  the  KMS  office. 
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EDITORIAL  COMMENT 
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None  of  Hippocrates’  aphorisms  has  been  quoted 
more  than  “Life  is  short,  the  art  long.’’  Apart  from 
the  basic  truth  and  immortality  such  comments  are 
supposed  to  convey,  one  wonders  if  some  truth  is 
going  out  of  the  comment  in  the  face  of  current 
changes  in  that  art.  If  life  is  short  in  the  long  view 
of  history,  it  does  at  the  moment  seem  to  be  in- 
creasing somewhat  at  the  personal  level  resulting  in 
more  such  individuals  with  increasing  impact  on  all 
phases  of  human  activity.  The  increased  numbers 
of  elders,  their  decreased  productivity,  their  de- 
mands (medical  and  otherwise)  in  relation  to  both 
their  increased  number  and  failing  capacity  for  self- 
sufficiency  pose  one  of  the  larger  problems  in  these 
problematic  times  — and  tax  the  art. 

And  what  v 'lat  art?  Is  it  maintaining  its  lon- 
gevity as  it  adjusts  to  new  demands,  both  in  breadth 
and  extent,  with  that  lengthening  life?  A cynic  might 
well  conclude  that  the  art  is  indeed  shortening.  In- 
ternal and  external  adjustments  change  its  appear- 
ance far  more  than  any  other  “revolution’’  that  has 
occurred  in  the  profession,  although  many  have  dra- 
matically altered  medicine’s  course.  Each  new  event 
has  been  greeted  by  a period  of  contention,  maybe 
some  degree  of  injury,  as  new  methods  are  refined. 
These  are  more  apparent  today  as  numerous  new 
therapies  and  methods  are  arriving  with  dismaying 
frequency.  At  the  same  time,  the  social  stresses 
produced  can,  with  a slight  change  of  focus,  suggest 
that  the  art  of  medicine  is  growing  shorter,  perhaps 
becoming  all  but  unrecognizable  to  some  in  the  so- 
cial metamorphosis. 

Perspective,  however,  discloses  that  much  that 
appears  to  be  change  in  the  medical  art  is  related 
to  two  things:  the  participation  of  society  to  a far 
greater  degree  than  ever  before  in  the  medical  serv- 
ice, and  the  forced  reinterpretation  by  the  profession 
of  some  of  its  jealously  guarded  characteristics. 
Those  principles  which  have  produced  the  contin- 
uum of  medical  philosophy  — particularly  its  pri- 
vate and  inviolate  right  to  produce,  determine,  and 
fulfill  the  service  — are  increasingly  limited  and 
conditioned  by  “outsiders.’’  Euphemistically,  this 
can  be  referred  to  as  a redefining  of  the  standards 
of  the  profession.  It  was  long  thought  that  gradu- 


The  Long  and  the  Short 

ation  from  an  accredited  medical  school,  satisfac- 
tion of  the  state’s  requirements  for  licensure,  evi- 
dence of  professional  qualification  in  a variety  of 
public  ways,  certification  if  special  expertise  was 
claimed,  and  demonstration  of  medical  progress  (as 
the  profession  saw  it)  in  which  all  physicians  shared 
by  association  was  more  than  adequate  support  for 
a high  level  of  public  regard  for  the  profession.  To 
this  can  be  added  a dollop  of  self-approval  which 
both  derived  from  and  bolstered  that  professional 
attitude. 

But  in  its  successes,  the  profession  opened  its 
own  Pandora’s  Box.  Medical  schools  must  meet 
standardized  conditions  that  guarantee  appropriate 
distribution  of  the  student  body  without  discrimi- 
nation, full  certainty  of  producing  the  optimum 
number  of  properly  trained  physicians,  and  minimal 
cost.  Guilt  by  association  has  followed  the  distress- 
ing intrusion  of  untrained  — even  fraudulent  — 
persons  with  great  media  attention.  Local  autonomy 
has  been  sacrificed  as  pressures  for  nationally  con- 
sistent policies  have  grown.  The  picture  has  been 
confused  by  foreign  graduates  — some  superior, 
some  inferior  — while  the  “opportunistic’’  schools 
have  been  at  best  a mixed  bag. 

State  boards  are  criticized  with  demands  for 
prompter  and  sterner  handling  of  disciplinary  cases, 
stronger  penalties,  and  sustained  scrutiny  of  prob- 
lem cases.  The  “impaired  physician’’  (a  necessary 
euphemism)  has  increased  in  fact  as  well  as  in  def- 
inition and  detection,  but  the  resulting  revelations 
bring  criticism  that  obscures  the  progress  toward 
correction.  Through  it  all  runs  the  increased  threat 
of  legal  action  and  the  assurance  that  the  public 
temper  will  no  longer  leave  us  alone  in  our  controls. 

Perhaps  the  sin  of  medicine  has  been  compla- 
cency — that  certainty  of  rectitude  which  earlier 
discounted  criticisms.  Professional  rivalries,  jeal- 
ousies and  contentions,  as  well  as  uncertainty  of 
goals  and  the  paths  to  reach  them,  have  weakened 
an  effective  unity  in  defense  of  some  of  its  cherished 
principles. 

The  art  may  still  be  longer,  but  Hippocrates  might 
have  trouble  recognizing  either  today.  — D.E.G. 
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Peer  Review  — A Risk  Analysis 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

House  Bill  2661  mandates  peer  review  by  health 
care  providers.  Implementation  of  its  provisions  are 
under  way  in  many  hospitals  and  professional  so- 
cieties. Reports  of  substandard  practices  are  now 
required  by  law  to  be  filed,  which  reports  are  then 
investigated  by  peer  review  committees. 

Significant  obligations  are  required  to  be  under- 
taken by  health  care  providers  who,  without  com- 
pensation, are  expected  to  continuously  judge  the 
competency  and  performance  of  others. 

House  Bill  2661  also  contains  a provision  that 
limits  the  liability  of  health  care  providers  for  mal- 
practice. It  apparently  was  the  intention  of  the  Kan- 
sas legislature  to  reduce  the  importance  of  tort  lit- 
igation as  a mechanism  to  alter  conduct  and  substitute 
increased  surveillance  and  discipline  by  the  state 
through  reporting  and  peer  review  requirements. 

Unfortunately,  the  provisions  of  House  Bill  2661 
passed  at  a time  when  physicians,  as  a result  of 
several  well  publicized  decisions,  are  becoming  in- 
creasingly aware  of  the  possibility  of  liability.  An 
Oregon  court  entered  judgment  for  $2.2  million 
against  1 1 physicians  sued  for  conspiracy  to  mo- 
nopolize the  market  in  medical  care  in  Astoria,  Or- 
egon. This  case  is  on  appeal.  A sizeable  punitive 
damage  award  accompanied  an  award  of  compen- 
satory damages  in  a Florida  case  in  which  the  court 
found  a surgeon  had  been  defamed  in  a medical 
staff  meeting. 

The  competing  interests  represented  by  mandated 


*KMS  Legal  Counsel 

Editor’s  Note:  This  is  the  13th  in  a series  ofregidar  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
do  consult  an  attorney  for  answers  to  .specific  legal  questions. 

\ These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
Information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS  66603: 
1-800-332-0248. 


peer  review  and  reporting  of  substandard  care  on 
the  one  hand,  and  the  potential  liability  for  antitrust, 
defamatory,  constitutional  and  civil  rights  violations 
on  the  other,  seem  to  many  physicians  to  represent 
a Hobson’s  choice.  What  should  a prudent  physician 
do  under  such  circumstances? 

While  the  law  is  still  being  molded  in  Kansas 
upon  these  issues,  and  undoubtedly  will  be  clarified 
in  future  years,  there  are  some  assurances  that  can 
be  given  for  physicians  who  comply  with  the  re- 
quirements of  House  Bill  2661. 

1.  House  Bill  2661,  as  well  as  other  Kansas  stat- 
utes, contain  provisions  that  grant  immunity  under 
certain  conditions.  It  must  be  recognized  that  these 
provisions  are  new  and  untested.  Undoubtedly,  they 
will  be  challenged  and  interpreted.  They  are: 

• Section  5 of  House  Bill  2661  provides  that  a state 
or  county  professional  society  or  organization  and 
the  members  thereof  shall  not  be  liable  to  any 
person  for  any  acts,  omissions,  or  recommen- 
dations made  in  good  faith  while  acting  within 
the  scope  of  responsibilities  imposed  pursuant  to 
the  section  pertaining  to  reports  of  investigations 
of  impaired  providers. 
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• Section  7 provides  that  any  person  or  entity  which, 
in  good  faith,  reports  or  provides  information  or 
investigates  any  health  care  provider  shall  not  be 
liable  in  a civil  action  for  damages  or  other  relief 
that  arises  from  the  reporting,  providing  infor- 
mation, or  investigation  except  upon  clear  and 
convincing  evidence  that  the  report  or  informa- 
tion is  completely  false,  or  that  the  investigation 
was  based  upon  false  information  and  that  the 
falsity  was  actually  known  to  the  person  making 
the  report,  providing  the  information,  or  con- 
ducting the  investigation  at  the  time  thereof. 

• Section  10  provides  that  health  care  providers  and 
review,  executive,  or  impaired  provider  com- 
mittees who  perform  their  duties  under  health 
care  facility  risk  management  plans,  peer  review 
activities,  and  in  reporting  and  investigating  acts 
of  substandard  care  or  acts  by  an  impaired  prov- 
ider, shall  be  considered  to  be  state  officers  en- 
gaged in  a discretionary  function  and  all  immu- 
nity of  the  state  shall  be  extended  to  such  health 
care  providers  and  committees  including  that  from 
federal  and  state  antitrust  laws.  If  approved  by 
the  federal  courts,  this  will  represent  an  acknowl- 
edgment of  the  “state  action”  exemption  pre- 
viously recognized  by  federal  decisions.  This  state 
action  exemption  means  that  action  by  the  state 


or  its  designees  is  exempt  from  liability  imposed 
by  the  antitrust  laws.  Further,  this  provision  rep- 
resents an  absolute  immunity  under  state  law. 

2.  Previously  adopted  legislation  has  also  con- 
tained provisions  that  limit  liability  of  health  care 
providers: 

• K.S.A.  65-4909  provides  that  there  shall  be  no 
liability  on  the  part  of  and  no  action  for  damages 
shall  arise  against  any  state,  regional  or  local 
association  of  health  care  providers,  or  any  or- 
ganization to  which  review  functions  are  dele- 
gated by  law,  and  the  individual  members  of  any 
committee  thereof  (whether  or  not  such  individ- 
ual members  are  health  care  providers)  which  in 
good  faith  investigates  or  communicates  infor- 
mation regarding  the  quality,  quantity,  or  cost  of 
care  being  given  to  patients  by  health  care  prov- 
iders for  any  acts,  statement,  or  proceeding  un- 
dertaken or  performed  within  the  scope  of  the 
functions  and  within  the  course  of  the  perform- 
ance of  the  duties  of  any  such  association,  or- 
ganization, or  committee  if  such  association,  or- 
ganization, or  committee  or  such  individual 
member  thereof  acted  in  good  faith  and  without 
malice. 

{Continued  on  page  318) 
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A PERSONAL  VIEW 


Who  Determines  Quality? 

JAMES  E.  MARVEL,  M.D.,*  Arkansas  City;  and  E.  C.  McCORMICK,  M.D.f; 
F.  M.  NALDOZA,  JR.,  M.D.$  and  MITZI  RATTENNE,  M.D.,§  Wellington 


During  the  past  two  years,  we  have  observed  a 
serious  decline  in  quality  and  availability  of  medical 
care  for  citizens  of  Kansas  under  the  jurisdiction  of 
the  Kansas  Foundation  for  Medical  Care  (KFMC). 
This  organization,  which  was  contracted  to  imple- 
ment the  Federal  Diagnostic  Related  Group  (DRG) 
Program  under  Medicare,  has  failed  both  to  dem- 
onstrate their  medical  expertise  and  to  win  the  re- 
spect of  those  whom  they  regulate. 

Too  often,  KFMC  reviewers  fail  to  match  the 
style  of  practice  with  the  credentials  of  those  being 
reviewed.  Specialists’  medical  charts  are  reviewed 
by  family  practitioners  as  well  as  the  reverse.  Gen- 
eral practitioners  who  review  specialists’  hospital 
records  often  fail  to  fully  understand  and  make  the 
necessary  judgment  for  or  against  denial  of  Medi- 
care payment.  Conversely,  the  single  disease  spe- 
cialist may  not  do  justice  to  the  general  practition- 
er’s patient  with  multiple  diagnoses. 

The  general  practitioner  is  the  quarterback  of 
medicine,  and  s/he  can  be  replaced  or  judged  only 
by  other  equally  qualified  practitioners.  Apparently 
KFMC  fails  to  recognize  the  difference  in  the  doc- 
umentation requirements  and  the  practice  style  of 
solo  vs  group,  rural  V5  urban,  and  fee  for  service 
vs  pre-paid  physicians. 

Correspondence  from  KFMC  projects  a low  qual- 
ity image.  Their  requests  and  denials  are  often  scrib- 
bled illegibly  and  are  rarely  signed  by  the  reviewer 
who  made  the  report  or  request.  Worse,  there  is 
strong  evidence  that  KFMC  often  fails  to  read  the 
reams  of  information  they  have  requested  from  health 
care  providers.  At  times  we  underline  portions  of 
the  original  typed  medical  history  and  return  it  to 
KFMC  to  effect  reversal  of  a denial.  Although  we 


*Orthopedic  Surgeon 
tGeneral  Practitioner 
^General  Surgeon 
§Family  Praetitioner 


spend  many  valuable  hours  reviewing  and  respond- 
ing to  their  decisions,  they  claim  that  the  cost  of  a 
secretary  to  type  letters  to  us  would  be  prohibitive. 
Their  procedures  stress  our  time  and  financial  re- 
sources to  the  point  of  threatening  the  survival  of 
traditional  medicine  in  economically  depressed  rural 
America. 

KFMC  has  aggravated  the  Federal  DRG  eco- 
nomic bias  against  rural  hospitals  by  asking  them 
to  swallow  the  cost  of  sending  reams  of  copied 
charts  to  reviewers  at  their  central  offices  in  Topeka 
or  Wichita.  These  same  reviewers  often  are  “not 
available’’  for  telephone  rebuttal,  yet  they  allow  us 
physicians  only  a few  days  for  written  rebuttal.  They 
may  harrass  us  for  three  to  nine  months  after  a 
patient’s  hospitalization  — in  some  cases  even  after 
the  death  of  the  patient  following  an  “unnecessary’’ 
admission  (as  determined  by  KFMC). 

In  the  rapidly  changing  world  of  medicine,  even 
the  best  of  us  struggle  to  keep  up  with  new  facets 
of  our  practices  in  order  to  offer  our  patients  the 
best  quality  of  care.  We  are  reviewed  by  some  who 
have  given  up  the  active  practice  of  medicine  to 
pursue  an  administrative  career,  and  who  too  often 
have  shed  the  concern  and  humanitarian  attitudes 
of  the  traditional  physician. 

Instead  of  interest  in  the  patient’s  welfare,  re- 
viewers are  concerned  with  numbers  tied  to  diag- 
noses that  have  dollar  values  (DRGs)  and  how  the 
organization  can  sell  its  services  as  quality  control 
“cost  cutters.’’  The  KFMC  acts  as  a quality  control 
consultant  to  more  than  two  dozen  industries  and 
groups.  KFMC  reviewers  attempt  to  profit  from  what 
they  appear  to  lack  — quality. 

There  is  no  justification  for  the  sacrifice  of  quality 
medical  care  for  Kansas  citizens  to  the  bureaucratic 
power  thirst  of  this  organization.  It  is  time  for  the 
busy  practitioner  to  lay  aside  the  stethoscope  for  a 
few  moments  and  take  pen  in  hand  to  publicly  object 
to  this  unprofessional  and  immoral  neglect  of  the 
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medical  care  of  our  patients.  The  general  public, 
too,  should  be  made  aware  of  the  decline  in  the 
quality  and  availability  of  medical  care  and  urge 
their  lawmakers  to  re-examine  existing  Medicare 
quality  control  procedures. 

This  opinion  was  originally  published  in  The  Wellington 
Daily  News,  September  12,  1986. 


Cyst 

(Continued  from  page  309) 
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ibu  still  have  someone 
to  turn  to  for  group 
medical  malpractice  protection. 

With  insurance  companies  turning  away  from  As  one  of  the  largest  mcdpractice  insurance 


group  medical  malprachce  insureince,  ifs  impor- 
tant to  have  a company  you  can  count  on.  The 
CNA  Insurance  Companies  have  been  a leader  in 
medical  malpractice  protection  since  1960. 

But  more  import^tly,  we  kept  our  commit- 
ment to  provide  group  practice  liability  protection 
even  through  the  years  of  m2dpractice  crises. 

One  reason  we’re  able  to  honor  that  commit- 
ment is  our  financial  strength.  Our  medical 
mcdpractice  program  is  backed  by  Continental 
Casucdty  Company-one  of  the  CNA  Insurance 
Compcinies  that  has  earned  a financial  strength 
rating  of  A-l-  from  A.M.  Best  Company,  an 
independent  rating  service. 


providers,  we  specialize  in  protection  for  multi- 
specialty group  practices  of  five  or  more  physicians. 
With  our  yeeu^  of  experience,  we’ve  developed 
coverages  and  services  tailored  for  your  group 
practice,  as  well  as  for  individual  physicians  within 
your  group. 

Turn  to  CNA  for  group  malpractice  protection. 
Contact  your  local  CNA  agent,  or 

CNA  Insurcince  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


CNA 

For  All  llu*  ('omiiiitiiuMils  \ou  Make’ 


The  AGPA/MGMA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Company, 
one  of  the  CNA  Insurance  Companies. 


A Risk  Analysis 

(Continued  from  page  314) 

• K.S.A.  65-442  provides  that  there  shall  be  no 
liability  on  the  part  of  and  no  action  for  damages 
shall  arise  against  any  duly  appointed  member  of 
the  governing  board  or  the  duly  appointed  mem- 
ber of  a committee  of  the  medical  staff  of  a li- 
censed medical  care  facility  for  any  act,  state- 
ment, or  proceeding  undertaken  or  performed 
within  the  scope  of  the  functions  and  within  the 
course  of  the  performance  of  the  duties  of  such 
committee  of  the  medical  staff,  if  such  member 
acted  in  good  faith  and  without  malice,  and  the 
medical  staff  operates  pursuant  to  written  bylaws 
that  have  been  approved  by  the  governing  board 
of  the  medical  care  facility. 

• K.S.A.  65-2898  provides  that  no  person  who  re- 
ports to  the  State  Board  of  Healing  Arts  in  good 
faith  any  information  such  person  may  have  re- 
lating to  alleged  incidents  of  malpractice  or  the 
qualification,  fitness,  or  character  of,  or  disci- 
plinary action  taken  against,  a person  licensed, 
registered  or  certified  by  the  board  shall  be  sub- 
ject to  a civil  action  for  damages  as  a result  of 
reporting  such  information.  Furthermore,  any 
state,  regional,  or  local  association  composed  of 
persons  licensed  to  practice  a branch  of  the  heal- 
ing arts  and  the  individual  members  of  any  com- 
mittee thereof,  which  in  good  faith  investigates 
and  communicates  information  that  pertains  to 
the  alleged  incidents  of  malpractice,  or  the  qual- 
ifications, fitness  or  character  of,  or  disciplinary 
action  taken  against,  any  licensee,  registrant,  or 
certificate  holder  to  the  State  Board  of  Healing 
Arts  or  to  any  committee  or  agent  thereof,  shall 
be  immune  from  liability  in  any  civil  action  that 
is  based  upon  such  investigation  or  transmittal  of 
information  if  the  investigation  and  communi- 
cation were  made  in  good  faith  and  did  not  rep- 
resent as  true  any  matter  not  reasonably  believed 
to  be  true. 

Certainly  the  foregoing  represents  clear  evidence 
that  the  legislative  policy  of  the  state  is  to  encourage 
the  reporting  and  investigating  of  substandard  care, 
with  the  assurance  that  persons  who  do  so  will  be 
protected  from  undue  liability. 

3.  Congress  recently  enacted  the  Local  Govern- 
ment Antitrust  Act  of  1984  which  exempts  munic- 
ipal and  governmental  hospitals  from  the  provisions 
of  the  antitrust  act. 

4.  In  recent  decisions,  the  Kansas  federal  courts 
have  dismissed  complaints  by  physicians  who  al- 


leged various  violations  of  the  antitrust,  constitu- 
tional provisions,  and  civil  rights  acts.  Dismissals 
have  been  granted  upon  a review  of  the  hospital 
proceedings,  which  review  has  apparently  satisfied 
the  courts  that  no  violations  occurred. 

There  is,  of  course,  no  guarantee  that  litigation 
will  not  be  filed  by  dissatisfied  health  care  providers. 
It  is  unlikely,  however,  that  such  suits  will  succeed 
if  several  fundamental  rules  are  observed  by  phy- 
sicians: 

• While  reports  of  substandard  care  by  a colleague 
are  generally  confidential  and  will  not  be  released 
to  outsiders,  they  may  be  released  to  the  physi- 
cian involved  under  certain  circumstances.  Be 
absolutely  truthful  and  factual  in  making  the  re- 
ports. 

• Act  within  the  authority  granted  by  the  bylaws, 
risk  management  plan,  or  other  authority  that  cre- 
ated the  committee. 

• Insure  that  the  hospital  or  society  has  enacted 
bylaws  authorizing  the  investigative  function. 

• Comply  with  any  due  process  provisions  set  forth 
in  such  enabling  documents.  Be  sure  that  an  ad- 
equate record  of  the  proceedings  is  maintained. 

• Avoid  bias.  Any  decision  should  be  founded  only 
on  the  facts. 

• Avoid  conflicts  of  interest.  While  physicians  are 
obligated  to  report  substandard  care,  if  partici- 
pation in  the  investigation  places  the  physician 
in  a position  of  judging  the  conduct  of  a com- 
petitor, defer  to  someone  else.  Small  hospitals  ' 
may  retain  outside  consultants  to  review  the  acts  ; 
and  conduct  of  staff  members,  if  necessary. 

• At  all  times,  operate  in  good  faith.  Good  faith  , 
has  been  defined  as  an  intangible  and  abstract 
quality  with  no  technical  meaning  or  statutory 
definition,  which  encompasses,  among  other 
things,  an  honest  belief,  the  absence  of  malice, 
and  the  absence  of  design  to  defraud  or  to  seek 
an  unconscionable  advantage . An  individual’ s . 
personal  good  faith  is  a concept  of  his  own  mind  . 
and  inner  spirit  and,  therefore,  may  not  conclu-  i 
sively  be  determined  by  his  protestations  alone. 

The  improvement  of  the  quality  of  health  care  i 
mandated  by  the  provisions  of  House  Bill  2661  re-  j 
quires  active  involvement  by  Kansas  physicians  in 
reporting  and  investigating  substandard  care.  Done 
in  accordance  with  the  recommendations  set  forth 
above,  physicians  should  be  immune  from  liability 
for  complying  with  the  act. 
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It's  headed  that  way.  With  malpractice  suits  on  the  rise, 
doctors  need  to  know  law  as  well  as  they  know  medicine. 

Our  counsel?  Why  not  concentrate  on  your  practice, 
and  let  Medical  Detense  Insurance  Company  concentrate 
on  your  legal  protection  against  malpractice  suits.  At  MDI, 
we  otter  the  kind  ot  legal  protection  you  can  depend  on 
because  we're  operated  by  health  care  providers.  We 
recognize  and  appreciate  the  needs  ot  today's  physicians. 

Call  us  and  let  MDI  tell  you  more.  Alter  all,  since  you 
were  trained  as  a physician . . . you  shouldn't  be 
practicing  low. 
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K a subsidiary  of  Medical  Defense  Associates 
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2480  Pershing  Road 
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available,  and  many  more  will  no  doubt  appear  in 
the  future. 

Another  way  individuals  can  be  involved  is  by 
participation  in  ethics  committees  in  hospitals  and 
nursing  homes.  Good  ethics  committees  can  help 
keep  some  issues  from  going  to  court  (the  courts 
don’t  want  to  solve  our  problems  any  more  than  we 
want  them  to  solve  them),  as  well  as  setting  policies 
for  the  institution  and  providing  education  for  its 
members.^’  ^ 

And  finally,  organized  medicine  needs  to  con- 
tinue to  be  involved  in  medical  ethics.  Participation 
by  the  medical  profession  in  medical  ethics  discus- 
sion will  help  insure  that  medicine  continues  to  ben- 
efit the  patient  and  that  decision-making  between 
patient  and  physician  is  protected. 

I 

I 
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The  Law 

(Continued  from  page  310) 

Articles  about  medical  ethics  appear  frequently  in 
such  journals  as  the  New  England  Journal  of  Med- 
icine Midi  JAMA.  Other  good  resources  include  Has- 
tings Center  Report,  Midwest  Medical  Ethics,  and 
Hospital  Ethics  (Table  I).  Other  publications  are 


TABLE  I 

PUBLICATIONS  ON  MEDICAL  ETHICS 

Publication 

Publisher 

Hastings  Center  Report 
Bimonthly  to  members, 
$38/year 

Midwest  Medical  Ethics 
Quarterly  to  members, 
$30/year 
Hospital  Ethics 
Bimonthly 

The  Hastings  Center,  360 
Broadway,  Hastings-on- 
Hudson  NY  10706 
Midwest  Bioethics  Center, 
1200  E.  104th  St,  #217, 
Kansas  City  MO  64131 
American  Hospital  Assn, 
840  Lake  Shore  Dr, 
Chicago  IL  60611 

320  • Kansas  Medicine  • November  1986 


ROCHE 

ME 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF”  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley  New  Jersey  07110. 


NAMK 


STRKKT  ADDRIOSS 


Medicines  that  matter 
from  people  who  care 


CUTY 


STA’l'K 


RCX>IE 

MEDICATOM 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patient 
Medkatkm  Education... 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  p 
and  your  treatmen 


You,  your  medical  problem 
and  your  treatment  with 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 


Volume  87,  Number  12,  December  1986  ISSN  8755-0059 


I 


f’vHk’Ki) 

i •: 


.1  , M 

1 


“Ir- 


O SAG  K 

Oli 


MiXG  <'HEKK.i. 


Kans. 

FeUffr/A-: 

— 


I 


. I, 


■ V-”.. 


■ '■' w;V“V'| 
■•■■.■iT''V  -I 

■ 'i/C.  ■ . '.  • "■  I ; 

■■''i,  • . .*•  -’-i! 

■ ■ . ’ -...A'A 


, • z 

w 

r - 


USAr^r.^ 

SKRJES  I "AjL  k''  Part  j.Pai^E  •.«  , 


Ife- 

M 


■ ■■  - ■ r '7. 

- "'  '.'  ■■■ ''  ■ />\a' 


• Mortui  Vivos  Docent  329 


• Herpes  Simplex  Esophagitis  334 

• Medicare  Audit  & Overkill  324 

• KMS  Newsletter  332a 

• Index  to  Volume  87  342 


Cover  Ston^  — page32 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


I 


KANSAS  MEDICINE 

• The  Journal  Of  The  Kansas  Medical  Society  • 


Volume  87,  Number  12,  December  1986 


Contents 


Scientific  Articles 

Mortui  Vivos  Docent;  The  Dead  Teach  the  Living  — Henry 
Travers,  M.D.,  Wichita 

Results  of  a survey  of  47  Kansas  hospitals  indicate 
that  hospitals  with  full-time  pathologists  on  staff  tend 
to  have  higher  autopsy  rates  329 


Herpes  Simplex  Esophagitis  — M.  Asghar  Chaudary , M.D. , 
Shawnee  Mission 

Greater  awareness  of  this  uncommon  condition  and 
its  variable  clinical  presentation  might  result  in  more 
frequent  diagnoses.  It  can  be  easily  treated  with  acy- 


Miscellaneous 


A Personal  View:  Medicare  Audit  & Overkill  — James  N. 

Winblad,  M.D.,  Winfield  

Cover  Story  

Editorial  Comment:  Poll  Vault  

Index  to  Volume  87  

KMS  Newsletter  

Medicina  et  Lex:  Termination  of  Employees  — Wayne  T. 

Stratton,  J.D.,  Topeka  

Physician  Directory  

President’s  Message  


324 

321 

336 
342 

332a 

337 
340 
335 


Editorial  Board 

David  E.  Gray,  M.D.,  Editor 
M.  Martin  Halley,  M.D. 
Donald  R.  Pierce,  M.D. 
John  A.  Segerson,  M.D. 
Howard  N.  Ward,  M.D. 
Jack  D.  Walker,  M.D. 
Robert  T.  Manning,  M.D. 

Staff 

Val  Braun,  M.P.A., 
Managing  Editor 

Eleanor  Bell, 
Production  Editor 

Jeremy  Slaughter, 
Business  Manager 


0i^o^unciiio4t  cudko^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Authors  are 
urged  to  carefully  check  manuscripts  and  gal- 
ley proof  for  errors  that  could  result  in  inaccu- 
rate information. 

KANSAS  MEDICINE  will  print  a max- 
imum of  ten  references;  if  more  than  ten  are 
listed,  the  author(s)  may  designate  the  ten 
most  significant  to  be  printed  and  readers  will 
be  referred  to  the  author(s)  for  the  complete 
list. 

Illustrative  material  must  be  identified  by 
referral  number  and  be  accompanied  by  a 
short  legend.  Photos  should  be  black  and 
white  glossy  prints.  Tables  should  be  self- 
explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the 
cost  of  B/W  engravings,  cuts,  and  tables  for 
two  units.  A unit  is  defined  as  'A  page.  The 
author(s)  will  be  billed  for  additional  units  at 
cost. 


foreign.  Printed  bv  The  OvW  Be“i7ress  Zr  pl.n^  *1^5  IS  allocated  from  each  member's  dues.  Rates  to  others:  $40/yr  domestic;  $45/yr 
Send  address  changes  to  KANSAS  MEDICINE  OoS  TopTa  A^En^^  ■Jltpek^lS^Mu'' 

R«onr"  C X 

MEDICINLnd7hEEu?hZ'5sTAIth™l^  reproduce  materiais  pnhiished  herein  must  be  obtained  from  KANSAS 

denies  legal  responsibility  for  statement  nr  In 7 accurate  articles  and  legitimate  advertisements,  KANSAS  MEDICINE 

correspondence  to:  KANSAS  MEDICINE,  1300  Topeka  AvenT,TopSKr66672  of  contributors  or  concerns.  Address  all 


w 


Cover  Story 

Map:  ‘ ‘Official  Records  of  the  War  of  the  Rebellion,  ’ ’ 
reproduced  from  Baughman’ s Kansas  in  Maps,  courtesy 
of  the  Kansas  State  Historical  Society. 

Its  pre-war  blood-letting  led  Kansas  by  a perverse 
logic  into  its  role  as  the  Civil  War  developed.  From  the 
new  state  — now  definitely  (if  not  safely)  part  of  the 
anti-slavery  Union  — a population  of  a little  more  than 
107,000  would  produce  the  highest  proportion  of  men 
under  arms  (20-25  thousand)  of  any  state  in  that  Union 
(and  the  highest  casualty  rate).  Five  Negro  and  as  many 
Indian  units  were  formed  eventually.  And  inevitably, 
this  depletion  of  men  left  many  women  to  carry  on  the 
farming  and  businesses. 

Communities  near  the  Kansas-Missouri  line  continued 
to  receive  visits  from  “outlaws”  to  the  east  (although 
Missouri  was  officially  anti-slavery).  In  1861 , Humboldt 
(twiee)  and  Gardner  were  sacked.  The  most  notorious 
event  was  Quantrill’s  devastation  of  Lawrence  in  August 
1863,  although  Olathe  (earlier)  and  Baxter  Springs  also 
were  assaulted  by  his  band.  But  General  Thomas  Ew- 
ing’s General  Order  No.  1 1 which  moved  most  of  the 
inhabitants  out  of  three  bordering  Missouri  counties,  al- 
though working  a hardship  on  some  innocents,  marked 
the  end  of  such  raids. 

Organized  units  fighting  outside  Kansas  first  saw  ac- 
tion at  the  Battle  of  Wilson’s  Creek  near  Springfield, 
Missouri.  Later,  they  fought  in  Kentucky,  Tennessee, 
Mississippi,  Arkansas,  and  Indian  Territory.  They  served 
at  Vicksburg  and  Chicagamauga  and,  with  Sherman,  in 
Georgia. 

The  war  reached  Kansas  soil  in  October  1864.  The 
episode  began  with  Confederate  efforts  to  take  Ft.  Leav- 
enworth which  led  to  the  Battles  of  the  Big  Blue  and 
Westport.  General  Sterling  Price’s  Confederate  troops 
were  defeated  and  began  an  desperate  withdrawal  south 
along  the  Missouri-Kansas  line.  Price  had  moved  his 
troops  into  Kansas  at  Trading  Post,  hoping  to  rest  them 
there,  but  federal  units  forced  them  south  to  Mine  Creek. 
There  they  were  routed,  but  federal  troops  — confusion 
preventing  a coordinated  pursuit  — were  denied  a total 
victory.  Price  managed  to  retreat  to  the  Marmaton  River 
east  of  Ft.  Scott.  Unable  to  take  the  fort,  he  fled  to 
Missouri  and  south. 

A notable  contribution  to  political  expedience  if  not 
military  glory  was  accomplished  in  April  1861,  when 
Senator  James  Lane  (friendly  with  President  Lincoln  — 
but  a political  enemy  of  Governor  Charles  Robinson) 
organized  job-seeking  Kansans  in  Washington  into  the 
“Frontier  Guard”  to  protect  the  White  House.  It  served 
for  three  weeks  (until  army  troops  took  over)  from  its 
“campsite”  in  the  East  Room.  Since  Lincoln  survived 
those  three  weeks  (and  commended  their  efforts),  its 
success  stands  unblemished  (the  subsequent  jobs  rate 
unknown). 

(As  the  war  wound  down,  Kansas  politics  in  its  prob- 
lematic glory  took  over.  Charles  Robinson  had  been 
impeached  earlier  — acquitted  but  no  political  power 
thereafter.  Jim  Lane  reached  political  heights  and  sub- 
sequent repudiation,  and  committed  suicide  in  1866. 
Others  played  their  roles  as  Kansas  tried  to  settle  down. 
Numerous  histories  and  first-hand  accounts  offer  fas- 
cinating glimpses.  No  map  can  tell  the  story.)  — D.E.G. 
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The  MGMA/AGPA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Compiany, 
one  of  the  CNA  Insurance  Companies. 


CAfA 


For  All  the  Commitments  You  Make® 


CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
ci^ly  sound?  At  CNA  Insurance,  our  financial 
stability  ranks  cimong  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Compeiny-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financi^  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financicil  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  mcilpractice  programs. 


As  a leader,  we’ve  come  to  speciedize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  hs  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules® 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


; Brief  Summary.  Consult  the  package  literature  for  prescribing 

I Information. 

I I indications  and  Usage;  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
I itreatment  of  the  following  infections  when  caused  by  susceptible 

strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
[i  Stiepiococcus  pneumoniae  IDiplococcus  pneumoniaei.  Haemoph 

Iilus  influemae.  and  S pyogenes  (group  A beia  hemolyiic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
' performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

I:  Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
'Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
'SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY, 
there  is  clinical  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
ICROSS  ALLERGENtCITY  OF  THE  PENICILLINS  AND  THE 
!i  CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
■'PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES, 

1 Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
'particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
• broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
'penicillins,  and  cephalosporins):  therefore.  It  is  important  to 
I’Consider  Its  diagnosis  In  patients  who  develop  diarrhea  in 
‘•association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
! severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
’ flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
'Indicate  that  a toxin  produced  by  Closindium  difficile  Is  one 
'primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  approprrate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  (he  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C.  difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions;  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  oveiorowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfectlon  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antlglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition.  It  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Cllnitost* 
tablets  but  not  with  Tes-Tape'  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  proscribed  with  caution  In 
Individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  (ho  maximum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0.20. 0 21 . and  0 16  mcg/ml  at  (wo. 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-adminisiercd  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  In  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  Include  diarrhea  (1  In  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitwly  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  Include  morbilifoim  eruptions  (1  in  100) 
ruriius.  urticaria,  and  positive  Coombs'  tests  each  occur  in  loss 
than  1 in  200  patients  Cases  of  sorum  slckness-llke  reactions 
(erythema  multlformo  or  the  above  skin  manifestations  accompanied 
by  arihrltis/arthralgia  and.  frequently,  lever)  have  been  reported 
Those  reactions  are  apparently  due  to  hyporscnsitiviiy  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  boon  reported  more  frequently 
In  children  than  In  adults  Signs  and  symptoms  usually  occur  a tew 
days  alter  initiation  of  therapy  and  subside  within  a low  days 
after  cessation  of  therapy  No  serious  sequelae  have  boon  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  |1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  tost  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  arc  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  ii  in  dO) 

Hematopoietic  - Transient  fluciuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  dOi 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  iless  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 m 200l 

I061762RI 


Note  Ceclor*  (cefaclor  Lilly)  Is  contraindicated  m patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  ponicillin  alleigic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  (ever  See  prescribing  information 
c 1984  ELI  LILLY  AND  COMPANY 
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Medicare  Audit  & Overkill 

JAMES  N.  WINBLAD,  M.D.,  Winfield 


First  it  was  one  voice  from  a small  Kansas  town 
when  I spoke  for  my  patients  against  the  arbitrary 
abuses  and  overkill  of  Medicare  by  emphasis  on 
cheapness  and  disregard  for  quality. 

My  protest  was  met  with  a great  silence.  Silence 
from  the  representatives.  Near  silence  from  the  sen- 
ators. It  was  a silence  I hesitated  to  accept  because 
that  silence  implied  acceptance  of  the  wrongs  of 
Medicare.  If  you  meet  wrong  with  silence,  you  are 
also  an  accomplice. 

My  small  voice  grew  to  include  the  KMS  House 
of  Delegates  who  voted  unanimously  for  a resolu- 
tion that  condemned  the  intimidating  tactics  and  the 
failure  to  communicate  rules  and  guidelines.  The 
delegates  found  that  denial  of  reimbursement  was 
often  arbitrary  and  capricious.  They  chastised  Blue 
Cross/Blue  Shield  of  Kansas  for  marketing  one  thing 
and  telling  patients  and  physicians  another. 

Added  to  these  abuses  is  the  Medicare  audit. 
Eventually,  every  physician  who  serves  the  won- 
derful people  of  Medicare  age  will  be  audited.  Each 
physician  who  exceeds  a prescribed  number  of  de- 
viation points  will  be  penalized  5:1  for  each  devia- 
tion. Therefore,  physicians  will  be  punished  for 
quality  work  and  rewarded  for  cheapness.  By  the 
time  the  audit  is  completed,  you  will  feel  much  like 
a prisoner  of  war.  You  will  either  become  embit- 
tered by  the  process  or  will  rise  above  it  and  be 
strengthened.  You  must  learn  to  trust  yourself  when 
others  doubt  you,  learn  to  be  patient  and  to  keep 
your  mind  free. 

However,  it  is  the  silence  that  is  most  frustrating. 
It  reminds  me  of  the  silence  I heard  as  a plebe  at 
West  Point  when  I saw  people  walk  past  a man  who 


Address  reprint  requests  to  Dr.  Winblad,  1211  E.  5th  Street, 
Winfield  KS  67156. 

Editor’ s Note:  The  opinions  expressed  in  “A  Personal  View” 
are  that  — personal  views  of  individual  KMS  members.  KAN- 
SAS MEDICINE  welcomes  such  expressions  of  opinion  and 
denies  any  legal  responsibility  for  their  content. 


was  bleeding  to  death  on  a New  York  sidewalk.  We 
doctors,  we  Americans,  don’t  want  to  get  involved 
in  anything  distasteful  or  unpleasant.  We  seem  to 
find  reasons  to  avoid  the  subject  or  to  remain  silent. 

It  is  also  frustrating  when  the  head  physician  from 
Blue  Cross/Blue  Shield  can  say  “What  / say  is 
medically  necessary  is  necessary,  and  what  I say  is 
medically  unnecessary  is  medically  unnecessary” 
and  get  away  with  it. 

Yes,  we  have  established  that  it’s  lucrative  for 
Blue  Cross/Blue  Shield  to  deny  benefits  with  little 
regard  to  the  merit  of  claims.  Yes,  we  have  found 
something  that  has  been  affecting  decisions  other 
than  facts  or  reason.  Arbitrary  denial  of  reimburse- 
ment happens  too  frequently.  Often  Blue  Cross/Blue 
Shield  of  Kansas  has  made  unsound  denials  without 
penalty. 

We  are  told  that  the  Medicare  Audit  System  was 
established  by  an  ex-CIA  agent  and  white  collar 
crime  expert  for  the  FBI,  not  by  a physician  trained 
to  render  care  to  sick  human  beings.  Blue  Cross/ 
Blue  Shield  of  Kansas  has  quoted  this  man  as  stating 
that  he  owed  allegiance  to  only  one  person:  the 
President  of  the  United  States! 

Can  you  imagine  my  outrage  at  being  penalized 
five  times  to  one  for  giving  quality  care?  penalized 
for  an  office  call  for  a woman  with  a warm  lump 
in  her  flank,  excised  that  day,  who  was  found  to 
have  recurrent  lymphosarcoma?  penalized  numer- 
ous times  for  preoperative  examinations  prior  to 
major  surgical  procedures?  penalized  for  excision 
of  a nodule  with  a 90%  chance  of  malignancy  from 
the  breast  of  a 71 -year-old  woman?  penalized  for 
the  followup  examination  of  a man  with  cancer  of 
the  renal  pelvis? 

I have  also  been  denied  reimbursement  for  doing 
a repeat  colonoscopy,  after  six  to  twelve  months, 
for  a patient  with  proven  colonic  polyps,  yet  the 
President  of  the  United  States  now  gets  a colon- 
oscopy every  six  months!  Imagine  my  outrage  at 

(Continued  on  page  327) 
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Only  one  tablet  at  bedtime 

Consols  nocturne  acid 
U>reHevepain  and  heat 
^MHlenalulc^ 


Heals  active  duodena!  ulcers  after  4 weeks 
in  most patients^^ 


/ ZANTAC  300  mg  h.s. 

/ 

270/320 

/ 84% 

i 

i 

ZANTAC  150  mg  b.i.d. 

292/345 

85%o 

In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.i.d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (8796). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b.Ld.^ 


4 


4 4 4 4 4 4 4 4 4 4 4 

4 4 4 4 4 4 

4 4 

* Zmtac 

ranitidine  HCI/Glaxo  300 mg  tablets 

Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg b.i.d,^-^ 

Headache— sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular. Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  nO  significant  drug 
Interactions  with  theophylline  or  warfarin.  The 
bioavaiiabiUty  of  certain  medications  whose 
absorption  Is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions  which  decrease  gastric  acidity  are 
: administered. 


4 4 
4 
4 


' */t  /s  not  known  exactly  how  much  acid  inhibition 
. is  needed  to  heal  ulcers. 


Glaxo/ 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 
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IN  ACTIVE  DUODENAL  ULCERS 

Once~a~n^tt  h.s.  therapy 
controls  acid  rain 


« 


ranitidine  HCI/Glaxo  300 


Two  effective 
regimens  to  treat  active 
duodenai  uicers: 


References:  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colln-Jones  DG,  Gear  R et  al:  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984;2:274- 
275.  3.  Colin-Jones  DG,  Ireland  A,  Gear  R etal:  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984;  77 
{suppi  5B);116-122. 

ZANTAC  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC'«  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC®  is  indicated  im 
1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2-  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastoc^osis), 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS;  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix®  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified(eg,  a pH-dependent  effect  onabsorption  ora  change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella,  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients;  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups.  The  incidence  rates  tor  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups. 


ADVERSE  REACTIONS;  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC®  150-mg  doses  more  frequently.  Dosesshould  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  informafion  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30°C  (59°  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 
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When  you 
need  special 

help  from 
Blue  Cross  and  Blue  Shield 
of  Kansas.  . .we're  as 
close  as  your  phone! 


Just  use  our  Hot  Line  number 
1-800-432-3587  for  questions  about: 


• Policies  and  claim  procedures 

• Claims  problems  not  resolved  by 


regular  correspondence 


• Government  Program  policies 

• Professional  Relations  matters  that 
need  a staff  member’s  help 


remember.  . . 

Calls  on  the  “HOT  LINE”  cannot  be 
transferred  to  a specific  person 
because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number; 

TOPEKA  OFFICE  ■ 1-913-232-1000 
WICHITA  OFFICE  • 1-31 6-686-7263 
DODGE  CITY  OFFICE  - 1-316-225-0884 

and  ask  for  the  person  by  name. 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 

and  don’t  forget.  . . 

When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations 
Representative  who  is  ready  to  help. 
Call  for  your  Blue  Cross  and  Blue 
Shield  representative  by  name  or 
leave  your  rep  a message. 


Blue  Cross  and  Blue  Shield 

of  Kansas 

1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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LOOKWHOS 
USING  A CPA 

NOW 


“With  income  from 
three  sources,  my  tax 
filing  gets  complieated.” 


“Were  setting  up  am 
estate  plan.” 


“I’m  willing  to  ehange 
business  procedures 
to  cut  my  taxes.” 


“My  elient  needs 
financial  advice  for  a 
divorce  settlement.” 


“My  tax  returns  are 
being  audited  and  I 
need  help.” 


“I  want  independent  advice 
for  the  clinic  and  for 
personal  finanees.” 


“For  budgeting  and 
finamcial  forecasting  at 
the  store.” 


“To  help  me  get  a new 
equipment  loam.” 


Chances  are  you  need  one,  too. 

And,  fortunately,  there  are  CPAs  located  throughout  the  state. 
See  “Accountants  - Certified  Public”  in  the  Yellow  Pages. 
The  CPA  will  be  happy  to  discuss  charges  with  you, 
so  go  ahead  and  make  that  important  call. 


Kansas  Society  of  Certified  Public  Accountants 


326  • Kansas  Medicine  • December  1986 


^0^  the  ItxUuicui  6eoAJ04^  . 


BUY  or  LEASE 


a Persian  or  oriental  rug  for  your  home  or  office. 


We  have  served  the  midwest  for  more  than  18  years. 


^ersiaifBazaaf 

Orieqtal  ^ug  Gallery 


3219  E.  Douglas  • P.O.  Box  20808  • Wichita,  KS  67208 


Ali  Raisdana 
316-685-1191 


Medicare  Audit 

(Continued  from  page  324) 

such  treatment  from  Blue  Cross/Blue  Shield  as  ad- 
ministrators of  Medicare  in  Kansas ! 

All  of  us  need  to  be  involved  in  correction  of  the 
intimidating  tactics  utilized  in  the  administration  of 
Medicare.  An  audit  must  preserve  the  physician’s 
right  to  be  reviewed  by  an  independent  panel  of 
local  peers,  as  well  as  the  administrative  and  judicial 
view  now  allowed.  A Medicare  audit  is  a very  se- 
rious matter  for  a physician  and  his/her  associates, 
but  it  can  be  far  more  serious  for  those  physicians 
who  make  such  flagrant  and  arbitrary  denials,  be- 
cause the  new  comprehensive  malpractice  reform 
package  demands  that  we  report  these  physicians  to 
the  Board  of  Healing  Arts  for  disciplinary  action. 

We  need  cooperation  from  Congress,  which 
should  support  our  use  of  the  courts  much  more 
readily  when  we  have  a sincere  belief  that  we  have 
been  wronged  by  the  arbitrary  overkill  power  of 
Medicare  and  Blue  Cross/Blue  Shield  of  Kansas.  It 
is  despicable  for  Medicare,  through  its  enforcement 
arm,  to  apply  white  collar  FBI  tactics  to  Kansas 
physicians  and  the  citizens  of  the  United  States.  If 
those  same  tactics  were  addressed  to  the  Congress, 
the  outcry  would  be  heard  around  the  world  in  min- 
utes. 

The  Civil  Monetary  Penalty  Law  of  1981  needs 


to  be  amended  to  allow  for  providers  to  be  notified 
and  given  the  opportunity  to  correct  an  inappropriate 
utilization  pattern.  And  physicians  who  haven’t  been 
informed  of  changes  in  reimbursement  rules  by 
Medicare  should  not  be  held  guilty.  More  impor- 
tant, providers  of  health  care  must  have  the  right  to 
sue  for  damages  from  the  carrier  and  the  government 
if  they  believe  the  Civil  Monetary  Penalties  Law  is 
used  improperly,  especially  if  it’s  used  to  pressure 
them  into  a settlement  or  to  threaten  or  coerce. 

It’s  anti-American  to  levy  5:1  penalties  because 
a physician  isn’t  practicing  medicine  cheaply  enough 
and  is  more  concerned  about  quality  than  cheapness. 
Senator  Dole’s  office  says  the  problem  rests  with 
the  administration,  not  Congress. 

It  has  to  stop!  and  it  will  take  concerted  action 
by  all  of  us. 

-4— 
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IVIedical  Defense 
^ Insurance  Company 

? 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  8c  Innis,  Inc. 
Five  Crown  Center 
2840  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


Lawyer? 


Today's  physician  may  suffer  from 
occupational  confusion.  Certainly,  with 
malpractice  suits  so  frequent,  and  dare  we 
say  "popular",  it's  no  wonder  that  physicians 
today  find  themselves  half  doctor-half  lawyer. 


At  Medical  Defense  Insurance  Company, 
we  feel  that  if  you  were  trained  in  the 
healing  arts,  that's  what  should  concern  you, 
not  the  practice  of  law.  That's  why  MDl  offers 
comprehensive  protection  against 
malpractice  suits.  Should  you  receive  an 
unmerited  claim,  we'll  fight  it  for  you. 
Because  MDl  answers  only  to  physicians,  we 
have  a thorough  understanding  of  the  needs 
and  legal  defenses  of  today's  doctor. 


Call  us  and  let's  talk  about  protection  for 
your  career.  With  MDl,  you'll  probably  spend 
a lot  more  time  practicing  medicine . . . and, 
a lot  less  time  in  court. 


Doctor- 


SCIENTIFIC  ARTICLES 
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The  Dead  Teach  the  Living 

HENRY  TRAVERS,  M.D.,*  Wichita 


Let  those  who  interdict  the  opening  of  bodies  well 
understand  their  errors.  When  the  cause  of  a disease 
is  obscure,  in  opposing  the  dissection  of  a corpse 
which  must  soon  become  the  food  of  worms,  they 
do  no  good  to  the  inanimate  mass,  and  they  cause 
a grave  damage  to  the  rest  of  mankind;  for  they 
prevent  the  physician  from  acquiring  a knowledge 
which  may  afford  the  means  of  great  relief  even- 
tually to  individuals  attacked  by  a similar  disease. 

No  less  blame  is  applicable  to  those  physicians  who, 
from  laziness  or  repugnance,  love  better  to  remain 
in  the  darkness  of  ignorance  than  to  scrutinize  la- 
boriously the  truth,  not  reflecting  that,  by  such  con- 
duct, they  render  themselves  culpable  toward  God, 
themselves  and  society  at  large.  — Marcello  Don- 
ato, De  Medicina  Historia  Mirabili,  1586. 

The  declining  erequency  of  postmortem  exami- 
nations in  the  United  States  has  been  a cause  for 
concern  in  many  quarters.'  ^ The  Institute  of  Med- 
icine of  the  National  Academy  of  Science  has  re- 
cently addressed  the  need  for  a national  autopsy 
policy,  but  has  concluded  that  more  study  is  nec- 
essary before  such  a policy  can  be  formulated.  The 
College  of  American  Pathologists  (CAP)  and  the 
Association  of  Pathology  Chairmen  have  active 
committees  exploring  what  steps  may  be  taken  to 
reverse  the  decline  of  the  autopsy  rate,  and  their 
efforts  have  been  supported  by  the  ongoing  work 
of  the  American  Medical  Association. 

Surveys  of  autopsy  practice  in  Connecticut  and 
New  Jersey  by  the  College  of  American  Pathologists 
have  shown  that  the  interest  of  the  pathologist  in 
performing  autopsies  is  a major  determinant  in  the 
frequency  with  which  autopsies  are  performed.  A 


*Associate  Professor  & Chairman,  Department  ot  Pathology, 
The  University  of  Kansas  School  of  Medicine-Wichita;  As- 
sociate Director  of  Laboratory  Medicine,  HCA/Wesley  Medical 
Center. 

Address  reprint  requests  to  Dr.  Travers,  Dept,  of  Pathology, 
UKSM-Wichita,  1010  No.  Kansas,  Wichita  KS  67214. 


similar  conclusion  was  reached  in  a survey  con- 
ducted in  Arizona.  In  order  to  assess  autopsy  prac- 
tices in  a state  with  both  large  teaching  hospitals 
and  small  community  hospitals,  a survey  was  con- 
ducted in  Kansas  covering  the  year  1984. 

Methods 

Ninety  hospitals  in  Kansas  were  surveyed  under 
the  auspices  of  the  College  of  American  Patholo- 
gists and  the  Department  of  Pathology  of  the  Uni- 
versity of  Kansas  School  of  Medicine-Wichita,  and 
with  the  approval  of  the  Kansas  Hospital  Associa- 
tion. These  90  were  selected  from  among  the  164 
hospitals  in  Kansas  based  upon  capacity  greater  than 
50  beds  as  reported  in  the  American  Hospital  As- 
sociation summary  of  hospital  data  for  1983.  The 
data  proved  somewhat  inaccurate,  and  the  final  sur- 
vey included  some  hospitals  with  fewer  than  50 
beds. 

Hospitals  were  asked  to  provide  information  re- 
garding bed  size,  admissions,  numbers  of  autopsies 
(separated  into  pediatric  and  adult),  numbers  of  adult 
and  pediatric  deaths,  and  surgical  specimens  for  the 
calendar  year  1984.  The  type  of  pathologist  cov- 
erage, number  of  pathologists,  service  chiefs,  and 
residencies  were  recorded  along  with  the  uses  of 
information  derived  from  autopsies. 

The  information  collected  from  the  surveys  was 
stored  in  a computerized  database  constructed  using 
DBase  111  and  data  was  analyzed  using  Reflex,  a 
commercially  available  analysis  program.  The  var- 
iation of  autopsy  percentages  with  respect  to  ad- 
missions was  evaluated  by  graphing  the  number  of 
standard  deviations  of  a given  hospital  from  the 
mean  autopsy  percentage  uv  the  number  ot  standard 
deviations  of  the  same  hospital  from  the  mean  num- 
ber of  admissions.  This  analysis  was  carried  out 
using  a number  of  subgroups  based  on  bed  size, 
CAP  accreditation,  pediatric  deaths,  full  and  part- 
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time  pathologists,  and  the  presence  of  pathology 
and  other  residents.  In  this  type  of  analysis  the  in- 
terest was  in  those  hospitals  with  disproportionately 
high  or  low  autopsy  percentages  for  the  number  of 
admissions. 

Similar  graphic  analysis  was  used  to  study  au- 
topsy rates  defined  as  autopsies/ 1 ,000  admissions. 
Small  hospitals  with  two  pathologists  were  analyzed 
separately  since  it  appeared  that  rather  striking  dif- 
ferences in  autopsy  percentages  occurred  in  these 
similar  institutions. 

Stepwise  linear  regression  was  performed  using 
the  F-test  as  the  stepping  algorithm  with  the  com- 
bined adult  and  pediatric  autopsy  percentage  as  the 
dependent  variable.  Independent  variables  included 
admissions,  full  or  part-time  pathologist  coverage, 
presence  or  absence  of  pathology  residents,  pres- 
ence or  absence  of  any  residents,  CAP  laboratory 
accreditation,  adult  deaths,  pediatric  deaths,  and 
combined  pediatric/adult  deaths. 

Results 

Of  the  90  hospitals  sent  survey  forms,  51  re- 
sponded (57%).  Four  of  the  responding  hospitals 
were  not  suitable  for  analysis.  All  were  long-term 
care  facilities  rather  than  acute-care  hospitals  and 
had  few  admissions.  The  remaining  47  hospitals 
were  included  in  the  statistical  analyses  described 
above.  Of  these  36  had  fewer  than  250  beds  (small 
hospitals)  and  11  had  more  than  250  beds  (large 
hospitals).  Two  large  hospitals  and  17  small  hos- 
pitals had  no  pediatric  deaths.  Thus  pediatric  au- 
topsy data  were  available  for  nine  large  hospitals 
and  19  small  hospitals. 

A summary  of  the  autopsy  percentage  data  for 
hospitals  in  various  categories  is  given  in  Table  /. 
Of  the  hospitals  surveyed,  61%  of  all  admissions 
and  61%  of  all  deaths  occurred  in  large  hospitals. 
These  same  11  hospitals  accounted  for  71%  of  all 
autopsies.  The  crude  autopsy  rate  for  large  hospitals 
was  4.7/1,000  admissions,  while  that  for  the  small 
hospitals  was  3.1/1,000  admissions.  These  figures 
offer  no  real  surprises  to  anyone  familiar  with  med- 
ical practice  in  Kansas.  As  Table  I shows,  however, 
there  is  an  unexpectedly  constant  autopsy  percent- 
age for  pediatric  patients  no  matter  what  the  setting. 
Whether  hospitals  were  large  or  small  or  had  full 
or  part-time  pathologists,  the  pediatric  autopsy  per- 
centage was  25-30%.  With  respect  to  adult  autop- 
sies, the  presence  of  a full-time  pathologist  appears 
to  make  a difference  in  adult  autopsy  percentages; 
why  this  is  not  so  in  pediatric  cases  is  unclear. 

Graphic  analyses  permitted  evaluation  of  the  data 


TABLE  I 

SUMMARY  OF  AUTOPSY  PERCENTAGES 


Total  Pediatric  Adult 
Autopsy  Autopsy  Autopsy 
Percentage  Percentage  Percentage 


All  hospitals 

11.30 

27.29 

10.52 

Hospitals  >250  beds 

18.61 

22.53 

17.65 

Hospitals  <250  beds 

9.07 

29.97 

8.34 

Hospitals  <250  beds 

15.82 

29.26 

14.47 

with  full-time 

pathologists 

Hospitals  <250  beds 

4.88 

30.62 

4.28 

with  part-time 
pathologists 


with  respect  to  individual  hospitals.  For  example, 
among  small  hospitals  with  pediatric  deaths,  there 
was  one  hospital  with  admissions  0.55  standard  de- 
viations higher  than  the  rest,  but  with  a combined 
autopsy  percentage  no  greather  than  the  remainder 
of  the  group.  In  one  large  hospital  where  pediatric 
deaths  occurred,  the  combined  autopsy  percentage 
was  2.6  standard  deviations  higher  than  the  rest  of 
the  group,  but  the  number  of  admissions  was  not 
different  from  the  mean  of  the  group.  While  Vet- 
erans Administration  hospitals  and  hospitals  asso- 
ciated with  the  University  of  Kansas  School  of  Med- 
icine not  unexpectedly  had  high  autopsy  percentages, 
other  “non-teaching”  hospitals  had  autopsy  per- 
centages equal  to  larger  institutions. 

Small  hospitals  with  two  pathologists  were  ex- 
amined as  a separate  category.  Three  of  the  seven 
hospitals  in  this  group  had  autopsy  percentages  con- 
siderably higher  than  the  other  four.  No  differences 
in  utilization  of  autopsy  data,  laboratory  accredi- 
tation by  the  CAP,  and  the  presence  or  absence  of 
pathology  residents  were  found  between  these  three 
hospitals  and  the  remaining  four.  One  of  the  three 
hospitals  is  part  of  the  Veterans  Administration  sys- 
tem, and  the  other  two  are  community  hospitals. 

For  stepwise  linear  regression,  hospitals  were 
grouped  into  those  with  pediatric  deaths,  hospitals 
with  more  than  250  beds,  hospitals  with  fewer  than 
250  beds,  and  all  hospitals  together.  In  all  groups, 
the  presence  of  full-time  pathologists  was  the  var- 
iable that  most  influenced  the  combined  autopsy 
percentage. 

The  results  of  information  derived  from  the  au- 
topsy study  are  used  for  a variety  of  purposes,  de- 
pending upon  the  size  of  the  hospital.  One  of  par- 
ticular interest  was  the  use  of  the  autopsy  as  a quality 
assessment  tool  by  32  hospitals  (Table  11). 
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TABLE  II 

USES  OE  AUTOPSY  INEORMATION 

Hospitals 

Hospitals 

All 

> 250  Beds  (11) 

< 250  Beds  (36) 

Hospitals  (47) 

Use 

% 

% 

% 

Teaching 

36 

8 

15 

Department  review 

73 

28 

38 

Clinical  conferences 

82 

36 

A1 

Quality  assessment 

91 

61 

68 

Organ  procurement 

64 

3 

17 

Research 

27 

3 

9 

Other* 

18 

25 

23 

* Includes  family  curiousity, 

physician  desires,  and  medicolegal  uses. 

Discussion 

Autopsy  Rates 

Autopsy  percentages  have  declined  steadily  in 
recent  years  for  several  reasons.  The  Joint  Com- 
mission on  Accreditation  of  Hospitals  (JCAH)  dis- 
continued the  requirement  of  a minimum  autopsy 
rate  in  1971.  Malpractice  litigation  increased  phy- 
sicians’ fears  that  the  pathologist  would  discover 
errors  for  which  they  may  be  sued.  Advances  in 
diagnostic  technology  fostered  the  belief  that  pre- 
mortem  diagnosis  is  totally  accurate  and  the  autopsy 
can  add  no  new  information. 

Pathologists  have  become  unenthusiastic  about 
performing  autopsies  because  they  detract  from  more 
lucrative  or  interesting  activities  and  because  it  is 
easier  to  acquiesce  to  colleagues’  prejudices  about 
technological  medicine  and  malpractice  than  to 
search  for  the  truth.  This  lack  of  pathologist  com- 
mitment to  the  autopsy  as  an  important  exercise  of 
the  practice  of  medicine  leads  to  delayed  reporting 
of  autopsy  results,  a situation  that  confounds  the 
clinician’s  own  learning  and  a family’s  understand- 
ing of  a relative’s  death.  Consent  for  autopsy  must 
be  obtained  from  an  individual  with  legal  custody 
of  the  deceased  (usually  the  next  of  kin).  The  proc- 
ess of  obtaining  consent  from  a grieving  family  is 
emotionally  difficult  and  in  larger  hospitals  is  often 
left  to  housestaff  on  call  who  may  or  may  not  know 
the  deceased  or  the  family. 

Increased  cost  consciousness  on  the  part  of  phy- 
sicians, hospitals,  the  government,  and  private  third- 
party  payors  has  focused  attention  on  compensation 
for  autopsies.  Considered  part  of  hospital  overhead 
by  many  hospitals  individually  and  by  the  American 
Hospital  Association  collectively,  autopsy  costs  are 
not  recognized  by  any  third-party  carriers  as  patient- 
care  costs.  Medicare  does,  however,  identify  au- 
topsy costs  as  quality  control  and  administrative 


overhead  under  Part  A,  and  DRG  reimbursement 
includes  autopsy  costs.  Autopsies  are  expensive; 
minimum  cost  for  a complete  study  is  $1,000.  A 
large  hospital  hospital  thus  incurs  significant  ex- 
pense for  this  procedure  which  must  be  paid  from 
general  revenues. 

Even  as  there  are  reasons  for  the  decline  of  the 
autopsy  in  medical  practice,  there  are  important  rea- 
sons for  preserving  post  mortem  examination.  When 
conscientiously  performed,  autopsy  study  maxi- 
mizes the  knowledge  that  can  be  gained  through 
morphology,  chemistry,  and  microbiology.  Physi- 
cians may  then  learn  from  as  many  facts  as  can  be 
obtained  and  are  less  encumbered  by  the  errors  of 
uninformed  speculation.  Autopsies  permit  deter- 
mination of  more  accurate  causes  of  death.  The 
importance  of  this  to  the  public  health  is  often  un- 
appreciated; health  resources  are  allocated  based 
upon  perceptions  of  public  health  problems,  and 
these  are  frequently  derived  from  death  certificates. 

Education 

The  autopsy  is  central  to  the  education  of  pa- 
thologists. Training  pathology  residents  to  recog- 
nize basic  gross  and  microscopic  alterations  in  dis- 
eased tissues  depends  upon  the  availability  of 
sufficient  and  varied  cases  to  provide  a broad  ex- 
posure to  the  field.  In  the  autopsy  suite  the  resident 
is  able  to  puzzle  over  clinical  and  morphologic  prob- 
lems and  their  correlation  free  from  the  urgency  that 
attends  the  surgical  pathology  laboratory.  The  au- 
topsy provides  a means  to  increase  know  ledge  as 
well  as  confidence. 

The  autopsy  has  been  crucial  in  the  discovery  of 
new  diseases  (including  acquired  immune  defi- 
ciency syndrome.  Legionnaire’s  disease,  and  toxic 
shock  syndrome),  the  definition  of  complications  of 
therapy  (doxorubicin  cardiotoxicity.  vitamin  A cm- 
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bryopathy),  and  the  elucidation  of  environmental 
hazards  (hepatic  angiosarcomas  in  vinyl  chloride 
workers,  pneumoconiosis  in  coal  miners).  Knowl- 
edge derived  from  autopsies  in  these  arenas  has 
resulted  in  improved  diagnosis,  treatment,  and  dis- 
ease prevention.  Moreover,  the  autopsy  serves  as  a 
monitor  of  diagnostic  procedures  which  may  lead 
to  improved  interpretation  of  results.  In  a recent 
series  of  infant  deaths  in  Kansas,  autopsy  disclosed 
the  absence  of  intraventricular  hemoiThage  in  spite 
of  ultrasonographic  evidence  of  its  presence.  This 
finding  led  to  reevaluation  of  sonographic  criteria 
for  intraventricular  hemorrhage  and  improved  di- 
agnostic accuracy. 

For  families  who  harbor  doubts  about  the  death 
of  a relative  or  who  suffer  from  feelings  of  guilt 
following  a relative’s  death,  the  autopsy  offers  some 
solace.  This  may  be  especially  true  when  an  infant 
or  child  dies,  a circumstance  often  difficult  to  ac- 
cept. For  example,  a young  primigravida  delivered 
a term  stillborn  recently  and  was  distraught  because 
she  felt  that  a single  glass  of  wine  she  had  consumed 
during  her  final  month  of  pregnancy  had  somehow 
caused  the  death  of  her  infant.  Autopsy  disclosed 
mechanical  obstruction  to  an  umbilical  artery  had 
resulted  in  cardiac  failure  of  the  infant,  and  provided 
a rational  explanation  to  assist  the  woman  in  dealing 
with  a potentially  destructive  concern. 

In  spite  of  our  advanced  technology,  the  autopsy 
often  reveals  unexpected  treatable  disease. The 
death  of  a two  week  old  jaundiced  infant  at  a large 
teaching  hospital  in  Kansas  was  found,  after  au- 
topsy, to  be  due  to  galactosemia,  an  hereditary  dis- 
order unsuspected  in  either  parent’s  family.  This 
knowledge  allowed  careful  planning  for  the  couple’s 
next  pregnancy  which  resulted  in  a healthy,  al- 
though affected,  boy.  Cameron  et  al  found  that  15% 
of  autopsies  revealed  diagnosable  or  treatable  dis- 
ease that  had  been  clinically  unsuspected.  A study 
by  Goldman  et  al  of  autopsies  performed  in  1960, 
1970,  and  1980  showed  an  unvarying  8-12%  of 
“missed”  diagnoses  that,  correctly  diagnosed  and 
treated,  could  have  prolonged  patients’  lives. 

Forensic  autopsies  carry  such  a clear  benefit  to 
society  that  it  is  not  necessary  to  belabor  the  point. 
The  “routine”  autopsy,  however,  may  also  provide 
medicolegal  information.  In  malpractice  defense  the 
autopsy  obviates  suspicion  of  concealment,  substi- 
tutes facts  for  conjecture,  and  provides  in  the  pa- 
thologist a frequently  helpful  expert  witness.  In  a 
recent  case,  a surgeon  and  hospital  were  sued  in  the 
death  of  a woman  alleged  to  have  been  negligently 
given  a toxic  dose  of  acetaminophen.  Autopsy  dis- 


closed that  the  patient’s  acute  liver  failure  was  due 
to  herpes  hepatitis  and  the  jury  decided  the  case  in 
favor  of  the  defendants. 

Quality  Control 

The  use  of  autopsy  information  in  quality  control 
and  risk  management  is  still  in  its  infancy.*^  While 
the  literature  contains  numerous  statements  about 
the  autopsy  as  an  “ultimate  outcome  measure,” 
virtually  nothing  has  been  published  about  how  to 
use  the  information.  The  most  direct  use  is  clearly 
as  a reference  point  for  comparison  with  antemor- 
tem diagnoses.  These  may  be  purely  clinical  or  may 
be  based  upon  radiologic,  cytologic,  or  other  pro- 
cedures. Comparisons  thus  evaluate  clinical  acumen 
as  well  as  the  accuracy  of  expensive  diagnostic  stud- 
ies. Comparisons  of  diagnostic  accuracy  with  in- 
tensity of  clinical  diagnostic  effort  could  also  be 
rather  simply  derived.  More  subtle  information  can 
be  derived  from  service  or  physician-specific  mor- 
tality rates,  broken  down  by  admission  complaint 
or  DRG,  which  may  then  be  compared  to  complaint 
or  DRG-specific  autopsy  rates.  Beyond  this,  the 
autopsy  may  afford  some  measure  of  the  quality  of 
nursing  care.  Evidence  of  infection  around  intra- 
venous lines,  necrosis  of  skin  over  pressure  points, 
the  state  of  oral  hygiene,  and  so  on  might  indicate 
inappropriate  care. 

Summary 

Based  upon  the  results  of  the  survey  reported 
above,  it  appears  that  autopsy  percentages  in  Kansas 
hospitals  are  consistent  with  national  averages.  The 
relatively  high  percentage  of  children  autopsied  pos- 
sibly reflects  at  least  two  factors:  greater  diagnostic 
uncertainty  on  the  part  of  physicians,  and  the  need 
of  parents  to  render  rational  what  can  only  seem  to 
them  a cruel  and  unjust  event.  Although  physicians 
may  feel  more  certain  about  disease  in  adults,  as 
indicated  by  an  adult  autopsy  percentage  of  10.5%, 
it  is  clear  that  this  confidence  is  unjustified.  In  hos- 
pitals with  less  than  250  beds  that  do  not  have  the 
services  of  a full-time  pathologist,  only  one  adult 
death  in  20  comes  to  autopsy.  If  one  accepts  even 
a low  estimate  of  significant  clinical  diagnostic  fal- 
libility {i.e.  about  10%),  then  the  chances  of  de- 
tecting even  half  of  those  problem  cases  are  only 
one  in  ten  in  such  settings. 

Hospitals,  regardless  of  size,  with  full-time  pa- 
thologists tend  to  have  higher  autopsy  rates.  This 
study  supports  the  conclusion  that  the  interest  of  the 
pathologist  in  the  investigation  of  death  is  the  single 
most  important  factor  in  determining  the  percentage 
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MEDICARE  UPDATE  All  physicians  must  advise  their  Medicare  carrier  (Blue  Cross/ 

Blue  Shield)  in  writing,  no  later  than  December  31,  if  they 
wish  to  change  their  present  status  (participating/non-parti- 
cipating).  No  action  is  necessary  for  those  who  wish  to  con- 
tinue their  current  status.  It  is  suggested  that  those  who 
wish  to  change  their  status  do  so  by  registered  mail. 

In  order  to  make  an  informed  decision,  it  will  be  essential 
for  you  to  have  current  information  on  specific  charge  levels, 
such  as  (1)  your  customary  charge  profile,  and  (2)  the  new 
prevailing  charge  rate.  This  is  available  for  both  partici- 
pating and  non-participating  physicians.  In  a memorandum 
mailed  November  17,  BC/BS  advised  physicians  how  to  obtain 
the  above  information.  If  you  have  not  received  that  letter, 
please  contact  either  the  carrier  directly,  or  KMS. 

OBRA  A close  cousin  to  COBRA,  the  Omnibus  Budget  Reconciliation 

Act  (PL99-509)  provides  that  the  prevailing  charges  for  non- 
participating physicians  will  be  set  at  96%  of  the  prevailing 
charge  levels  allowed  participating  physicians.  The  current 
freeze  on  actual  charges  on  non-par  physicians  expires  on 
December  31,  to  be  replaced  by  a defined  system  of  charge 
limits.  Other  provisions  of  the  Budget  Act  call  for  the 
review  of  payments  for  the  10  most  costly  procedures  covered 
under  Part  B;  establishment  of  payment  levels  based  on  a com- 
plicated federal  formula  to  determine  the  "inherent  reason- 
ableness" of  physicians'  charges;  and  mandated  assignment 
for  clinical  laboratory  services  performed  in  a physician's 
office,  effective  January  1. 

BLUES  PLANS  LOSE  The  1986  tax  reform  legislation  will  impose  a modest  federal 

tax  on  operating  margins  of  Blues  plans.  This  was  based  on 
the  competitive  nature  of  these  plans  as  they  now  exist.  How- 
ever, a unique  deduction  will  allow  for  sheltered  income  to 
be  taxed  at  the  20%  alternative  tax  rate  rather  than  the  34% 
corporate  rate  to  be  assessed  against  commercial  insurers  and 
Blues  plans  not  eligible  for  the  deduction.  It  is  estimated 
that  initially  the  effect  of  the  tax  will  be  negligible,  0.15 
-0.25%  of  premi um--about  $1.00  to  $1.50  per  Blues  enrollee. 

AMA  NATIONAL  If  you  have  attended  an  AMA-sponsored  National  Leadership 

LEADERSHIP  CONFERENCE  Conference  in  the  past,  you  know  that  these  meetings  offer 

top-notch  speakers  of  national  and  international  caliber,  and 
are  designed  to  keep  physicians  abreast  of  today's  develop- 
ments in  the  medical  environment.  If  you  have  never  attended 
the  Leadership  Conference,  you  are  encouraged  to  do  so. 

The  1987  Conference  has  been  scheduled  for  Fr iday-Sunday, 
February  20-22,  at  the  Hyatt  Regency  Downtown  Chicago.  Watch 
your  mail  for  details,  or  call  KMS. 


MEDICAID  CHANGE 
1 1 1 ustrated 


LICENSE  REVOCATIONS 
ARE  UP 


COBRA  REMINDER 


In  response  to  the  many  inquiries  received  by  the  KMS  office 
concerning  the  mechanics  of  computing  the  Medicaid/Medicare 
overrride  payment,  the  following  is  a step-by-step  illustra- 
tion of  the  complicated  formula. 

If  Medicaid  allows  less  than  Medicare,  the  actual  Medicaid 
payment  will  be  reduced  by  the  total  of: 

Medicare  payment  + any  other  insurance  payment 
+ any  patient  liability  + patient  co-pay. 

Example:  Code  #93370  (carotid  artery  imaging). 

Medicaid  allows  $73.50;  Medicare  allows  $95.00. 
Computati on : 

$95  + 0 + $1  = $96.00  Medicaid  pays  0. 
Collect  from:  Patient  = 1.00 

Medicare  = 74.85  (79%  of  $95.00) 

$75.85  ($19.15  is  write-off) 


If  Medicaid  allows  more  than  Medicare,  the  actual  Medicaid 
payment  will  be  reduced  by  the  total  of: 

other  insurance  + patient  liability  + patient  co-pay 
+ Medicare  paid  amount  + the  difference  between  Medicare 
allowed  & Medicaid  allowed. 

Example:  Code  #90050  (standard  office  call). 

Medicaid  allows  $17.00;  Medicare  allows  $16.80. 
Computation : 

0 + 0 + $1.00  + $13.44  + ($17.00  - $16.80)  $.20  = $14.44. 
Medicaid  pays  $2.56. 

Collect  from:  Medicaid  = 2.56 

Patient  = 1.00 

Medicare  = 13.44 

$17.00 


The  net  effect  of  the  change  is  that,  unless  Medicaid  "allows 
more  than  Medicare,  no  reimbursement  will  be  made  by  Medicaid 
(including  the  20%  Medicare  co-insurance  or  Medicare 
deductible) . 

The  official  figures  published  by  the  Federation  of  State 
Medical  Boards  show  that  nation  wide,  406  doctors  lost  their 
licenses  in  1985.  This  is  an  increase  of  59.2%  from  the  255 
crackdowns  in  1984.  The  state  agencies  that  discipline  phy- 
sicians revoked  a record  number  of  licenses  for  incompetence 
or  other  problems.  Apparently,  in  Kansas,  this  trend  was  not 
borne  out,  with  4 licenses  revoked  in  1984  ^ 2 in  1985. 

The  Consolidated  Omnibus  Budget  Reconciliation  Act  (COBRA), 
which  became  effective  August  1,  1986,  sets  up  federal  stan- 
dards for  examination,  stabilization,  and  transfer  of  emer- 
gency patients  and  women  in  labor.  The  law  is  aimed  at  pre- 
venting "dumping"  of  undesirable  cases,  and  patients  without 
insurance.  This  new  law  sets  severe  penalties  for  hospitals 
and  physicians  who  violate  its  procedures.  Among  the  risks 
are  $25,000  fines;  loss  of  all  hospital  Medicare  reimburse- 
ment permanently,  or  for  a suspension  period;  and  civil  suits 
For  details,  see  KANSAS  MEDICINE,  pg  259,  Sept  1986  issue. 


As  a result  of  the  3.8%  cut  in  all  state  agency  budgets 
ordered  by  Governor-Elect  Mike  Hayden,  the  Department  of 
Social  and  Rehabilitation  Services  (SRS)  must  eliminate  $13.2 
million  from  its  current  budget.  SRS  proposes  as  principal 
targets  for  achieving  the  mandated  savings  to  be: 

• Medicare  repricing— the  method  of  using  Medicaid  reimburse- 
ment rate  and  program  limitations  instead  of  automatic  pay- 
ment of  Medicare  co-insurance  and  deductible  ($2.2  million); 

• Cuts  in  medical  fees  and  pharmacy  costs  ($1.5  million); 

• Changes  in  adult  care  home  reimbursement  ($1.5  million); 

• Reductions  in  foster  care  assistance  ($0.6  million); 

• Elimination  of  all  adult  dental  services  ($0.5  million); 

• Elimination  of  medical  coverage  for  transitional  general 
assistance  ($1.6  million). 

The  Delaware  Medical  Society's  House  of  Delegates,  at  its 
November  meeting,  voted  by  a greater  than  two-thirds  majority 
to  implement  unified  membership  with  the  AMA  beginning  in 
1987.  About  75%  of  the  Delaware  Society's  1,029  members 
currently  are  members  of  AMA.  Deleware  becomes  the  sixth 
state  to  so  unify  its  membership. 

The  January  issue  of  KANSAS  MEDICINE  will  pay  tribute  to 
Kansas  on  the  occasion  of  its  125th  birthday  by  featuring  the 
state's  first  Governor,  Lieutenant  Governor,  and  Secretary  of 
State--all  whom  were  physicians  who  were  among  the  incorpor- 
ators of  the  Kansas  Medical  Society. 

With  the  increase  in  health  care  needs  for  a growing  and  aging 
population  and  a concurrent  decline  in  enrollments  in  nursing 
programs,  the  market  for  registered  nurses  is  booming. 
Enrollments  in  Kansas  nursing  programs  show  a 35%  decrease 
from  FY'85  to  FY'86,  and  the  decline  is  consistent  with  the 
national  trend,  based  on  the  Bureau  of  Labor  Statistics  pro- 
jections. 

Donald  D.  Goering,  M.D. , Coldwater,  has  advised  the  Newsletter 
that  he  does  not  advocate  an  expanded  role  for  nurse  prac- 
titioners as  was  reported  in  the  October  KMS  Newsletter,  and 
he  has  asked  that  this  be  made  clear  to  all  KMS  members.  In 
his  letter  to  KANSAS  MEDICINE,  Dr.  Goering  states  that  he 
views  such  action  as  "a  step  backward." 

A condensed  version  of  Dr.  Goering' s address  will  appear  in 
the  "A  Personal  View"  section  of  the  January  1987  issue  of 
KANSAS  MEDICINE. 

Marsha  Hutchison,  Public  Affairs  Director,  who  began  her 
employment  on  June  1,  1985,  left  KMS  last  month.  On  November 
15,  she  was  married  to  Bill  Abbott.  They  live  in  Wichita. 

We  miss  Marsha,  but  wish  her  well  in  her  life  and  future 
endeavors . 


COMMUNICATIONS: 

IS  THERE  A DOCTOR 
IN  THE  OFFICE? 


AIDS  TESTING 


LT.  GOVERNOR-ELECT 
JACK  WALKER,  M.D., 
APPOINTED  TO  AAFP 
COMMISSION 


Patients  often  equate  quality  of  care  with  promptness  of  ser- 
vice. While  this  may  not  be  accurate,  it  must  be  dealt  with 
if  patients  perceive  it  to  be  true!  Effective  communication 
with  your  patients  is  of  primary  importance  to  the  delivery 
of  health  care.  When  it  comes  to  waiting  time  and  scheduling 
problems,  open  and  honest  communication  can  turn  a potential 
negative  situation  into  a positive  one. 

When  patients  must  wait  and  are  not  given  a reasonable  explan- 
ation, they  may  go  away  angry.  If  delays  are  mishandled, 
patients  may  get  the  impression  that  you  see  their  time  as 
unimportant.  You  can  avoid  much  disappointment  and  frustra- 
tion among  your  patients  by  employing  the  following  communi- 
cation tips: 

• Know  what  time  patients  are  scheduled  to  see  you; 

• Make  sure  your  staff  advises  you  when  a patient  has  waited 
more  than  30  minutes  in  the  reception  area  and  examination 
room; 

• Patients  who  wait  more  than  15  minutes  beyond  their  appoint- 
ment time  should  be  given  an  explanation  and  advised  of  the 
time  they  can  expect  to  be  seen; 

• When  you  do  see  the  patient  who  has  been  waiting,  a brief 
explanation  or  apology  is  in  order.  This  tells  the  patient 
that  you  know  his/her  time  is  valuable  too; 

• If  there  will  be  a lengthy  delay,  have  your  staff  apologize 
to  all  patients  in  the  reception  area  and  examination  rooms. 
They  should  be  realistic  about  what  time  you  might  be  avail- 
able. Patients  scheduled  for  the  rest  of  the  day  should  be 
called  and  informed  of  the  delay; 

• You  may  wish  to  reschedule  patients  who  arrive  more  than  15 
minutes  late  for  their  appointments; 

• If  you  spend  more  time  than  usual  with  patients,  advise 
them  of  the  circumstances  and  assure  them  that  you  are 
doing  your  best  to  keep  on  schedule. 

The  KMS-SRS  Liaison  Committee  advises  that  testing  for  AIDS 
is  available  from  local  health  departments.  Physicians  are 
encouraged  to  refer  patients  to  those  offices. 

Jack  Walker,  M. D. , has  been  appointed  to  the  Commission  on 
Legislative  and  Governmental  Affairs  of  the  American  Associ- 
ation of  Family  Practice  (AAFP).  Dr.  Walker  was  nominated 
for  the  position  by  the  Kansas  Academy  of  Family  Practice  and 
was  appointed  by  the  AAFP  Board  of  Directors.  The  Commission 
studies  issues  regarding  legislative  and  governmental  affairs 
and  makes  policy  recommendations  to  the  AAFP  Board. 


BEST  WISHES  FOR  A HAPPY  HOLIDAY  SEASON! 


of  deceased  patients  that  come  to  autopsy.  In  part 
because  they  have  full-time  pathologists  on  their 
staffs,  Veterans  Administration  hospitals  have  con- 
sistently higher  percentages  of  autopsies  than  non- 
VA  hospitals  of  similar  size. 

Larger  hospitals  with  pathology  residents  tend  to 
have  a higher  autopsy  percentage  than  similar  sized 
hospitals  without  such  residents.  The  presence  of 
residents  other  than  pathology  residents  does  not 
appear  to  influence  the  autopsy  percentage.  Those 
hospitals  with  residents  (excluding  pathology  resi- 
dents) have  an  average  adult  and  pediatric  autopsy 
percentage  of  16.5%,  a figure  not  too  much  higher 
than  the  mean  for  the  entire  group  of  hosptials  in 
the  survey.  The  trend  noted  here  could  be  inter- 
preted as  indicating  that  residents  in  other  disci- 
plines are  being  influenced  by  their  teachers  not  to 
pursue  post  mortem  investigation  of  their  patients. 
If  this  interpretation  is  true,  then  there  is  cause  for 
serious  concern  about  the  quality  of  our  graduate 
medical  education  programs.  No  answer,  after  all, 
attends  the  unasked  question. 

Some  hospitals,  regardless  of  size,  type,  or  num- 
ber of  deaths  have  higher  autopsy  percentages  than 
other  hospitals  of  similar  size,  type,  and  number  of 
deaths.  As  with  any  study,  there  are  a few  obser- 
vations that  do  not  admit  to  easy  explanation.  No 
variation  in  elements  sought  in  the  survey  or  in 
information  about  individual  hospitals  provided  by 
the  American  Hospital  Association  accounted  for 
the  differences  observed  in  those  hospitals  with  less 
than  250  beds  with  two  pathologists  each. 

The  majority  of  hospitals  reported  that  they  used 
autopsies  as  a quality  assessment  tool.  It  is  difficult 
to  reconcile  this  observation  with  the  low  percentage 
of  autopsies  performed.  The  autopsy  percentage  is 
so  low  that  it  is  more  likely  that  quality  of  care 
problems  will  be  missed  than  be  detected.  The  in- 
frequent performance  of  autopsies  could  give  hos- 
pitals and  physicians  a false  sense  of  security  about 
the  quality  of  care.  Although  hospitals  were  not 
asked  to  specify  the  quality  assessment  methods  that 
utilized  autopsy  data,  it  is  probably  safe  to  assume 
that  little  formal  analysis  of  this  data  takes  place. 

A few  hospitals  report  using  autopsies  as  a means 
of  procuring  organs  for  transplantation.  Recently  the 
North  American  Transplant  Coordinators  Organi- 
zation (NATCO)  asked  the  JCAH  to  adopt  an  ac- 
creditation standard  that  would  require  all  hospitals 
to  have  policies  and  procedures  for  the  identification 
and  referral  of  organ  donors  to  procurement  agen- 
cies. If  this  standard  is  adopted,  autopsy  percentages 
could  be  expected  to  increase  since  the  rules  re- 
garding organ  acceptability  are  strict. 


Conclusions 

A survey  of  47  Kansas  hospitals  for  the  calendar 
year  1984  showed  that  only  about  1 1%  of  hospital 
deaths  were  subjected  to  autopsy.  Adult  autopsy 
percentages  were  much  lower  than  pediatric  autopsy 
percentages.  While  autopsy  percentages  were  quite 
low  in  smaller  community  hospitals,  they  were  also 
surprisingly  low  in  larger  teaching  institutions,  per- 
haps reflecting  negative  faculty  attitudes  toward  the 
performance  of  autopsies.  Although  the  autopsy 
continues  to  make  important  contributions  to  med- 
ical care,  fear  of  adverse  litigation,  unwarranted 
reliance  on  technological  medicine,  desultory  pur- 
suit of  consent  from  families,  and  ineffective,  unen- 
thusiastic  performance  of  autopsies  by  pathologists 
have  eroded  its  role  in  medical  practice. 

The  restoration  of  the  autopsy  to  its  proper  place 
in  medicine  will  require  a rebirth  of  the  scientific 
approach  to  the  study  of  disease,  nurtured  from 
medical  school  through  graduate  education.  Pa- 
thologists themselves  must  be  more  supportive  of 
the  autopsy  and  offer  competent  and  timely  con- 
sultation to  clinicians  and  to  families  of  deceased 
patients.  Problem-oriented  autopsies,^  clinico-path- 
ologic  exercises,  post  mortem  family  conferences, 
and  attention  to  compassionate  methods  of  obtaining 
autopsy  consent  are  methods  for  achieving  this  end. 
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Herpes  Simplex  Esophagitis 

M.  ASGHAR  CHAUDHARY,  M.D.,  Shawnee  Mission 


Herpes  simplex  esophagitis,  until  recently,  has  been 
a post-mortem  diagnosis.'  The  general  incidence 
based  on  retrospective  studies  is  0.50-0.76%.^  An- 
temortem diagnosis  is  usually  made  in  patients  who 
are  extremely  debilitated,  immunosuppressed,  or 
who  have  underlying  malignancies.  The  patient  pre- 
sented here  is  a healthy  young  male  who  was  hos- 
pitalized three  times  for  severe  left  side  chest  pain 
associated  with  dysphagia.  His  cardiac  evaluation 
revealed  no  abnormality,  but  fiberoptic  panendos- 
copy revealed  esophagitis  which  was  most  likely 
secondary  to  herpes  simplex  virus  infection. 

Case  Report 

The  patient,  a 39-year-old  black  man,  presented 
twice  in  September  1983  and  again  in  August  1984 
with  persistent  chest  pain,  dysphagia,  indigestion, 
bloating,  and  stomachache.  The  chest  pain  was  non- 
pleuritic  and  was  located  in  the  left  parasternal  area. 
Pain  occurred  mostly  at  night  when  the  patient  was 
in  bed,  and  radiated  to  his  left  shoulder  and  into  his 
left  arm.  The  patient  denied  anorexia,  nausea,  vom- 
iting, weight  loss,  low  grade  fever,  or  malaise.  There 
was  no  history  of  jaundice  or  skin  lesions. 

Past  medical  history  included  recurrent  chest  pain, 
chronic  prostatitis,  lumbosacral  strain  secondary  to 
trauma,  nasal  reconstruction,  and  a variety  of  gas- 
trointestinal complaints. 

Physician  examination  revealed  a well  devel- 
oped, well  nourished  male  in  no  apparent  distress. 
Vital  signs  included  temperature  37C,  blood  pres- 
sure 115/70  mmHg,  and  pulse  64  beats/min.  Head, 
eyes,  ears,  nose,  and  throat  appeared  normal  on 
examination.  Gastrointestinal  examination  revealed 
a soft  abdomen,  no  hepatosplenomegaly,  and  nor- 
mal bowel  sounds  and  rectal  condition.  Results  of 
examination  of  the  cardiovascular  system,  central 
nervous  system,  and  skin  were  unremarkable. 

Laboratory  data  on  admission  included:  hemo- 
globin 13.8  gm/100  ml,  hematocrit  40.7%,  and  WBC 
4500/cu  mm  with  normal  differential.  The  sedi- 
mentation rate  was  5 mm/hr,  ANA  negative,  and 


Address  reprint  requests  to  Dr.  Chaudhary,  10550  Quivira 
Road,  Suite  #440,  Humana  Doctor’s  Building,  Shawnee  Mis- 
sion KS  66215. 


urinalysis  was  unremarkable;  cytomegalovirus  was 
not  isolated  in  blood  or  urine.  Upper  gastrointestinal 
series  and  chest  x-ray  yielded  normal  results  except 
for  mild  scoliosis  of  the  lumbar  spine. 

Results  of  cardiac  evaluation  — which  included 
EKG,  Holter  monitor,  treadmill  stress  test  and  ech- 
ocardiogram — were  within  normal  limits.  The  pa- 
tient was  seen  in  consultation  by  a cardiologist  who 
believed  the  chest  pain  to  be  atypical  for  angina. 
Coronary  arteriography  was  recommended  to  rule 
out  coronary  artery  disease  if  the  pain  persisted. 

The  patient  underwent  panendoscopy  which  re- 
vealed a small  hiatal  hernia  with  reflux  esophagitis 
of  moderate  severity.  Biopsies  from  the  gastro- 
esophageal junction  revealed  chronic  esophagitis  and 
mild  non-specific  chronic  gastritis,  and  specimens 
from  the  gastroesophageal  junction  revealed  multi- 
nucleated  epithelial  cells  near  the  basal  layer  with 
intranuclear  inclusions  consistent  with  herpetic  in- 
volvement of  the  esophagus. 

The  patient  was  seen  in  consultation  by  an  in- 
fectious disease  specialist  who  recommended  acy- 
clovir intravenous  therapy.  The  patient  was  treated 
with  acyclovir  5 mg/kg  intravenously  every  eight 
hours  for  seven  days.  He  responded  with  complete 
relief  of  symptoms,  and  has  had  no  recurrence  since 
August  1984. 

Discussion 

Although  herpetic  esophagitis  has  been  well  doc- 
umented in  autopsy  series,  the  diagnosis  is  rarely 
made  antemortem  in  healthy  persons.  This  case  rep- 
resents a report  of  chronic  reflux  esophagitis  asso- 
ciated with  atypical  chest  pain  and  dysphagia  which 
was  probably  caused  by  periodic  reactivation  of 
herpes  simplex  virus.  This  lesion  is  extremely  rare 
with  only  14  recorded  cases  of  herpes  esophagitis 
reported  in  the  literature.^  Infective  causes  of  esoph- 
agitis include  mondial  and  viral  infection.  Herpes 
and  cytomegalovirus  are  known  to  cause  esopha- 
gitis, but  in  our  patient  the  cytomegalovirus  could 
not  be  isolated.  Pearce  and  Dagradi  first  described 
herpes  as  a cause  of  esophagitis,  especially  in  im- 
munosuppressed hosts  and  in  patients  with  hema- 
tological malignancies."'  Herpetic  esophagitis  has  also 

(Continued  on  page  340) 
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EDITORIAL  COMMENT 


Polls  are  wonderful  things.  We  knew  that  before 
being  subjected  to  countless  examples  during  the 
recent  mid-term  election  campaigns.  Moreover,  we 
haven’t  been  above  using  them  and,  admitting  a 
certain  weakness  of  character,  our  reactions  have 
probably  not  been  unlike  those  of  others  who  have 
used  them:  favorable  to  the  favorable  responses 
(“now,  they  really  understand  us”),  and  unfavor- 
able to  the  unfavorable  ones  (“Aw,  whadda  they 
know,  anyway?”).  One  does  get  the  impression  that 
they  are  considered  on  a level  with  Vince  Lombar- 
di’s alleged  assessment  of  winning:  not  the  best 
thing  — the  only  thing. 

Comes  now  a report  from  a Washington  opinion 
research  organization  offering  the  results  of  a study 
made  to  determine  the  items  the  public  considered 
most  important  for  the  AMA  to  take  up  at  its  meet- 
ings. Subjects  ranged  from  “providing  medical 
service  for  the  poor  and  elderly”  to  “cigaret  ad- 
vertising,” the  results  indicating  these  to  be  the 
highest  and  lowest  points  of  public  concern.  The 
three  items  of  highest  interest  included  the  services 
mentioned  as  well  as  medical  fees  and  the  cost  of 
hospital  equipment.  Rated  of  only  moderate  interest 
was  the  matter  of  availability  of  physicians,  while 
waiting  time  in  offices  and  cigaret  advertising  were 
well  behind,  the  latter  receiving  an  importance  in- 
dex (“very  important”  minus  “unimportant”)  of 
only  13  against  an  index  of  91  at  the  medical  service 
end.  Whether  other  questions  were  explored  is  not 
reported,  but  we  add  the  information  that  the  poll 
was  sponsored  by  the  Tobacco  Institute. 

The  stated  purpose  of  the  poll  was  to  determine 
public  attitudes  toward  medicine’s  concerns  as  rep- 
resented by  official  AMA  actions.  True,  consider- 
able progress  has  been  made  in  this  computer  age 
toward  increasing  the  validity  of  such  studies,  al- 
though the  intelligibility  may  be  a little  obscure  to 
the  uninitiated  at  times.  For  example,  a point  is 
made  that  “only  7%  of  the  entire  sample  recalled 
that  the  AMA  has  called  for  a ban  on  cigaret  ad- 
vertising and  promotion.  ’ ’ The  report  does  not  com- 
ment on  how  many  recall  the  numerous  times  the 
organization  has  promoted  public  efforts  to  resolve 
the  very  matters  rated  of  highest  interest. 

More  important  perhaps,  is  the  apples-elephants 


Poll  Vault 

comparison  of  something  of  practical  and  pressing 
nature  — such  as  problems  of  medical  care  of  the 
poor  and  elderly  — with  matters  of  educational  and 
preventive  nature  — such  as  tobacco  advertising.  It 
takes  no  polls  to  know  that  the  latter  never  seem  as 
pressing  as  immediate  economic  worries.  It  is  stand- 
ard practice  of  tobacco  users  to  discount  the  un- 
desirable features  of  that  usage  (which  the  AMA  is 
seeking  to  counter)  while  reacting  with  great  favor 
to  preventive  medicine  in  other  areas. 

If  these  comments  suggest  a basic  cyncism,  we 
say  this  is  not  true  — well,  only  benignly  so.  It 
seems  to  suggest  that  in  these  days  of  multiple  issues 
the  individual  cannot  hope  to  get  around  to  in  depth, 
much  less  understand,  we  are  becoming  poll-minded 
about  everything,  uneasy  about  following  any  par- 
ticular course  unless  assured  that  X%  of  our  neigh- 
bors feel  the  same  — or  we  can  pinpoint  those  who 
don’t.  The  courts  admit  into  evidence  poll  results 
offered,  of  course,  by  those  likely  to  profit  from 
them.  No  self-respecting  political  race  is  complete 
without  a few  polls  to  tell  us  what  to  do  and  what 
the  outcome  is  going  to  be. 

Casual  shoppers  are  asked  for  their  opinions  re- 
garding problems  that  are  unsolved  after  centuries 
of  study  by  scholars  — with  the  answers  on  the  Six 
O’clock  News  so  viewers  can  scoff  or  praise  ac- 
cording to  their  own  lights.  Such  is  the  spirit  of 
democracy  which  is  based  not  only  on  accommo- 
dating all  kinds,  but  listening  to  them.  If  it  is  not 
as  efficient  as  some  systems  claim  to  be,  neither  is 
it  as  dangerous  as  some  of  the  more  “efficient” 
systems. 

So,  more  power  to  the  pollsters,  an  unnecessary 
benediction  since  they  generate  their  own  energy, 
reach  new  levels  of  output  daily  — and  are  here  to 
stay.  It  might  be  well,  however,  if  they  maintain 
their  vaunted  objectivity  and,  with  proper  attribution 
to  the  group  sponsoring  them,  leave  the  interpre- 
tations to  the  unelightened  masses.  — D.E.G. 


(Editor’s  Note:  The  typewriter  had  scarcely  stopped  mutter- 
ing from  the  above  when  a report  arrived  from  the  AMA  saying 
that  the  results  of  their  poll  showed  64%  of  the  respondents 
favoring  and  29%  opposing  a ban  on  tobacco  advertising  with 
comparable  results  when  the  question  was  considered  from 
various  angles.  Oh,  my!) 
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MEDICINA  ET  LEX 


Termination  of  Employees 

WAYNE  T.  STRATTON,  i.D., ^Topeka 


Nearly  every  employer  faces  the  situation  where 
an  employee  fails  to  perform  as  needed.  Painful  as 
it  is  to  the  employer  and  the  employee,  often  the 
only  solution  is  to  discharge  the  employee.  Tradi- 
tionally, employers  have  the  right  to  discharge  for 
good  cause  or  no  cause  at  all.  The  Kansas  appellate 
courts  hold  to  the  view  that  with  very  limited  ex- 
ceptions, employees  are  terminable  at  the  will  of 
the  employer.  There  are,  however,  many  statutes 
that  protect  employees  from  discharge  for  wrongful 
reasons. 

It  almost  goes  without  saying  that  an  employer 
can  no  longer  discharge  an  employee  for  a discrim- 
inatory reason.  State  and  federal  laws  prohibit  em- 
ployers from  terminating  workers  because  of  race, 
color,  national  origin,  creed,  religion,  ancestry,  sex, 
age,  or  handicap.  Thus,  while  an  employer  may 
discharge  a member  of  a protected  class,  this  dis- 
charge cannot  be  founded  in  the  fact  that  the  em- 
ployee is  a member  of  such  a class. 

Although  unionization  of  health  care  employees 
is  not  commonplace,  health  care  employers  should 
be  aware  that  certain  laws  do  protect  union  and 
nonunion  employees  from  termination  when  the 
cause  for  termination  is  related  to  union,  union  or- 
ganizational attempts,  or  other  concerted  activities. 
Kansas  law  provides  that  employees  have  the  right 
to  form,  join,  or  assist  labor  organizations  and  to 
participate  in  collective  bargaining  or  concerted  ac- 
tivities. Employees  cannot  be  fired  for  engaging  in 


*KMS  Legal  Counsel 

Editor’ s Note:  This  is  the  14th  in  a series  of  regular  columns 
concerning  current  subjects  of  legal  interest  to  physicians.  For 
the  sake  of  brevity  and  clarity,  citations  and  footnotes  will  be 
omitted. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  cptestions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  cpiestions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th.  Topeka  KS  66605; 
1-800-332-0248. 


these  activities  nor  for  filing  charges  or  giving  tes- 
timony under  the  labor  relations  act. 

The  right  to  a safe  work  environment  is  another 
guarantee  of  state  and  federal  laws.  The  refusal  to 
work  under  abnormally  dangerous  conditions  can- 
not be  grounds  for  termination  of  a worker.  Fur- 
thermore, an  employer  cannot  fire  an  employee  be- 
cause the  employee  has  exercised  rights  under  the 
Occupational  Health  and  Safety  Act  even  though 
those  rights  include  the  ability  to  file  a complaint 
against  the  employer  for  violations  of  the  act. 

Whenever  an  employee  exercises  rights  given  by 
state  or  federal  law,  the  employer  cannot  retaliate 
by  terminating  the  employee.  State  and  federal  laws 
relating  to  minimum  wage,  overtime,  and  equal  pay 
expressly  forbid  such  action  by  the  employer,  as 
does  the  Employment  Retirement  Income  Security 
Act  of  1974.  Employees  cannot  be  fired  because 
they  give  testimony  at  an  unemployment  compen- 
sation hearing,  even  when  that  testimony  is  detri- 
mental to  the  employer.  Similarly,  employees  can- 
not be  terminated  for  filing  a workers’  compensation 
claim. 

Employees  who  report  acts  of  substandard  health 
care  may  not  be  discharged  or  otherwise  discrimi- 
nated against  under  Kansas  law.  Since  it  is  an  es- 
sential part  of  the  judicial  system  to  maintain  juries, 
an  employer  cannot  fire  an  employee  for  service 
upon  a federal  grand  or  petit  jury.  Since  the  state 
has  interest  in  seeing  that  the  judgments  rendered 
in  its  courts  are  paid,  Kansas  has  enacted  laws  de- 
claring that  an  employee  cannot  be  fired  because 
his  wages  have  been  subject  to  a garnishment  order. 

In  addition  to  statutory  restrictions  on  the  em- 
ployer’s right  to  fire  workers,  an  implied  contract 
of  employment  may  impact  upon  when  an  employer 
can  terminate  an  employee.  Generally,  the  rule  has 
been  that  in  the  absence  of  an  express  or  implied 
contract  covering  the  duration  of  employment,  cither 
party  can  terminate  the  relationship  at  will,  fhosc 
instances  when  the  parties  expressly  bargain  for  and 
agree  upon  a set  duration  of  employment  are  fairly 
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In  ten  years  your 
malpractice  carrier  may 
3e  just  a memory. 


Unless  it’s  Medical  Protective.  | 

The  most  important  thing  an  insurance  company  | 
sells  is  its  promise  to  he  here  when  you  need  help. 
Unfortunately,  that’s  a promise  that’s  easy  to  make, 
but  hard  to  keep. 

When  you  consider  liability  insurance,  remember 
this.  A company  that’s  survived  tough  times 
before  is  more  likely  to  come  through  a crisis 
period.  And  no  company  has  weathered  more  of 
the  industry’s  tough  times  than  The  Medical 
Protective  Company  because  we  pioneered  profes- 
sional liability  coverage  nearly  a century  ago. 

For  more  information  contact  your  Medical 
Protective  Company  general  agent.  He’ll  be  here 
when  you  need  him. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


obvious.  Less  certain  are  those  situations  when  the 
contract  is  implied  from  the  facts  surrounding  the 
employment  relationship.  Kansas  has  been  reluctant 
to  find  contracts  in  mere  statements  of  the  parties 
and  employee  handbooks.  However,  the  Kansas 
court  will  look  at  all  facts  surrounding  the  employ- 
ment relationship  in  making  a determination  whether 
or  not  there  has  been  an  unjust  termination  based 
upon  a contractual  agreement.  Provisions  in  em- 
ployee handbooks  that  are  relied  upon  by  the  em- 
ployee regarding  duration  of  employment  and  ter- 
mination must  actually  be  bargained  for  between 
the  employee  and  employer  and  become  part  of  the 
employment  contract.  Other  factors,  such  as  favor- 
able job  evaluations  leading  the  employee  to  believe 
the  job  is  permanent,  may  be  considered  important 
by  the  court. 

Employers  can  best  protect  themselves  from  an 
unjust  termination  action  by  documenting  facts 
showing  that  the  termination  is  not  discriminatory 
or  retaliatory  in  nature,  but  is  for  a legitimate  busi- 
ness purpose.  Further,  the  employer  should  review 
materials  presented  to  the  employee  (from  the  initial 
job  advertisement,  recruitment  materials,  to  hand- 
books and  evaluations)  to  be  certain  that  no  prom- 
ises, assurances,  or  inducements  of  permanency  are 
made.  In  addition; 

• Employers  can  also  adopt  a disclaimer  stating  that 


the  employee  understands  that  the  employment  is 
not  for  a definite  length  of  time  or  permanent, 
and  that  the  employment  relationship  is  termi- 
nable at  the  will  of  either  party; 

• Stating  in  a handbook  or  verbally  that  certain  spe- 
cific acts  are  grounds  for  termination  should  al- 
ways be  accompanied  by  the  clear  understanding 
that  these  are  not  the  only  reasons  for  which  the 
employer  can  terminate  the  employee; 

• Performance  evaluations  should  be  conducted  with 
written  documentation  of  the  evaluation,  signed 
by  the  employee; 

• Employers  should  document  deficiencies  in  be- 
havior and  performance  and  should  document  that 
the  employee  was  informed  of  these  deficiencies; 

• Disciplinary  steps  should  be  clearly  and  accu- 
rately documented,  and  should  be  taken  only  for 
reasons  that  when  fairly  viewed  would  be  con- 
sidered for  good  cause;  and 

• When  procedures  are  stated  for  evaluation,  dis- 
cipline and  termination  of  employees,  these  pro- 
cedures should  be  followed  to  the  letter,  and  all 
steps  accurately  and  consistently  documented. 

A final  caution  should  be  added:  the  documen- 
tation should  be  routinely  maintained  on  all  em- 
ployees. The  Courts  are  very  suspect  of  the  validity 
of  documentation  that  is  kept  only  on  problem  em- 
ployees. 
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serving  the  Midwest  since  133^ 


Kansas  Medicine  • December  IdSb  • .1.19 


PHYSICIAN  DIRECTORY 


topeka  Ollergy  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  held  in  Hays  and  Salina 
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Herpes 

(Continued  from  page  334) 

been  associated  with  renal  transplantation,  cuta- 
neous bums,  ulcerative  colitis,  corticosteroid  ther- 
apy, and  other  forms  of  chemotherapy  and  radio- 
therapy.'- ^ 

Herpes  esophagitis  cannot  be  differentiated  from 
other  causes  of  esophagitis  endoscopically.  The  di- 
agnosis of  herpes  simplex  may  be  substantiated  by 
biopsy  which  reveals  pathogenic  discrete  eosino- 
philic intranuclear  inclusions  (Cowdry  type  A). ' 
These  inclusions  are  often  surrounded  by  a clear 
halo,  intranuclear  vacuoles,  and  a “ground  glass” 
appearance  of  the  nucleus  with  the  deposition  of 
chromatin  beneath  the  nuclear  membrane.'-®  The 
diagnosis  may  also  be  made  by  a viral  culture  of 
biopsy  material  and  by  brush  cytology.  Herpes 
esophagitis  should  be  relatively  easy  to  diagnose 
using  the  flexible  fiberoptic  endoscope  if  there  is 
greater  clinical  awareness  of  the  lesion  and  if  biop- 
sies are  performed.  The  cytological  and  histological 
changes  due  to  herpes  simplex  virus  infection  of  the 
esophagus  are  highly  characteristic. 

Herpetic  infections  can  be  easily  treated  with  acy- 
clovir, and  the  patient  may  benefit  if  the  physician 
can  make  this  diagnosis.  In  addition,  the  diagnosis 
of  herpes  esophagitis  may  avoid  further  invasive 
and  expensive  diagnostic  procedures  for  atypical 
chest  pain. 

Summary 

A case  of  herpes  simplex  esophagitis  was  diag- 
nosed by  biopsy  of  the  gastroesophageal  junction 
lesion.  The  presenting  symptoms  were  recurrent 


chest  pain  and  dysphagia.  Treatment  of  herpes 
esophagitis  is  presently  undefined.  Therapy  for  the 
immunocompetent  patient  is  mostly  supportive,  with 
intravenous  hydration  and  medication  for  pain.  Most 
clinicians  advocate  close  monitoring  without  anti- 
viral therapy  because  the  illness  may  resolve  spon- 
taneously. However,  our  patient’s  recurrent  symp- 
toms were  eliminated  with  intravenous  acyclovir 
therapy. 

Herpes  esophagitis  is  an  uncommon  condition  with 
a variable  clinical  presentation.  Characteristic  en- 
doscopic findings  may  be  absent,  and  odynophagia 
is  not  a consistent  feature.  An  awareness  by  the 
clinician  and  the  pathologist  of  this  lesion  would 
probably  result  in  more  frequent  diagnosis  of  herpes 
simplex  esophagitis,  which  can  be  easily  treated 
with  acyclovir.  Our  patient  was  spared  from  coro- 
nary arteriography,  and  he  has  been  away  from  the 
hospital  and  symptom  free  for  more  than  20  months. 
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This  druo,  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
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tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
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prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
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bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
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have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
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parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
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Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
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hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
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mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
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to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
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may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
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hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
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Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
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sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 
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“THE  TREATMENT  OF  SLEEP  DISORDERS "« 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  i 

Psychiatrist 

California 


/ 

i y . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 


brand  of 


flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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brond  of 

flurazepam  FlCI/Roche  (w 


Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  ettectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  In  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  In  those  with  impaired  renal  or  hepatic  tunction 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  ot  drug  intolerance 
or  overdosage,  have  been  repoded  Also  reported  headache, 
heartburn,  upset  stomach,  nousea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitotions,  chest  pains,  body  ond  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating  tiushes, 
ditticulty  in  tocusing,  blurred  vision,  burning  eyes,  tointness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexio,  euphoria 
depression,  slurred  speech,  contusion,  restlessness,  holluci- 
nations,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase,  and  poradoxicat  reactions,  e g 
excitement,  stimulation  ond  hyperactivity 
Dosage:  Individualize  lor  maximum  beneliciol  elleci  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  polienis 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  llurazepom 
HCI 


Roche  Products  Inc 
Monali,  Puerto  Rico  00701 


'IFOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  tali  asleep  fast  and  stay 
asleep  till  morning.'  ® And  youre  satisfied  by  the  excepfionaliy 
wide  margin  of  safefy^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  far  references  and  summary  of  product  information. 
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